
Red Signal Overruns 

At or Near Ronald Reagan Washington National Airport Station, West Falls Church Yard and Spring Hill Station 

July 23, 2023 – November 19, 2023 – November 25, 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. 

Red Signal Overrun 

In 2023, Metrorail reported nine red signal overruns. This included events involving passenger trains and events 

involving maintenance vehicles. 

As of July 19, 2024, there have been 11 such events reported in 2024. Due to this concerning safety data trend, the 

WMSC is considering further action and has increased discussions with Metrorail personnel and data review, including 

the WMSC’s review and monitoring that identified a red signal overrun involving a passenger train near the Brentwood 

Rail Yard on July 16, 2024 that would not otherwise have been reported to the WMSC and investigated to identify 

opportunities to reduce the risk of recurrence. 

Each train operator involved in the red signal overrun events detailed below had been an operator for less than one 

year. Some events considered in other reports involved operators with more experience. 

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

• Inadequate training, including Metrorail’s lack of physical characteristics and territory familiarization and

qualification requirements

• Inadequate training and certification practices to ensure that each train operator understands and applies the

safety requirements that must be met in order to safely pass a red signal, including the necessary permission

and communication

• Inadequate design of engineering controls intended to reduce the risk of red signal overruns and other

unauthorized movement, specifically the Stop and Proceed Mode (Mode Awareness Tool) continuing to

authorize movement after other operational actions such as door operation



• Inadequate communications practices including incomplete instructions and repeat backs

• Poor radio communications transmission quality

• Loss of situational awareness

• Non-compliance with written operational rules and procedures

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

• Metrorail conducted a Red Signal Overrun Campaign of focused communications with train operators

• Metrorail's Office of Rail Transportation increased quality check audits and spot checks

• Metrorail enacted the 60-day cycle of the "30/60/90 New Operator Evaluations" to focus on situational

awareness during unusual situations on the mainline.

• Metrorail is seeking resources to build and implement a Point and Call defensive ops program.

• Metrorail required personnel to receive reinstruction and refresher training

• Metrorail is reviewing how it communicates in its rules the importance of the repeat back of radio transmissions

• Metrorail instructed interlocking operators to be specific when providing instructions to operators regarding the

road crossing near the West Falls Church Yard administrative building, and to ensure 100% repeat back.

• Metrorail replaced the lights in the relevant signal

• Metrorail’s Department of Safety is also providing oversight on the following:

 Skill Survey of Train Operations

 Train Operator Course Audit

 Dropped Speed Command Data Audit

 Rail Operations and Radio Communications

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-0183 addresses the finding that Metrorail creates safety risks by not requiring and conducting territory

familiarization and physical characteristics training, and not assessing knowledge of physical characteristics prior

to assigning operations personnel work on a line, in a terminal or in a yard (Scheduled completion September

2025).

• C-0268 addresses the finding that Metrorail is not performing its train operator certification activities reliably and

consistently in accordance with its safety requirements specified in its Agency Safety Plan and the associated

Performance Standardization on Program Manual. Therefore, Metrorail is not ensuring that its trains are only

operated by personnel who have demonstrated the skills required to do so safely (Scheduled CAP completion

March 2026, interim steps required by the WMSC’s February 2024 Train Operator Certification Order were

implemented between March and July 2024)

• C-0269 addresses the finding that Metrorail is not conducting retraining of personnel who do not pass certification

exams as required by its Performance Standardization Program Manual, and is not consistently retesting these

personnel as specified in its safety procedures. (Scheduled CAP completion December 2025, interim steps



required by the WMSC’s February 2024 Train Operator Certification Order were implemented between March and 

July 2024) 

The WMSC and Metrorail’s Safety Department continue to discuss with Railcar Engineering the opportunity to improve 

engineering controls, such as Stop and Proceed Mode on existing railcars or the next generation of railcars, the 8000 

Series, so that it resets after actions such as door operation or key up/key down if feasible. Metrorail designed Stop 

and Proceed Mode (Mode Awareness Tool) to ensure that operators acknowledged that they would be moving a train 

with zero speed commands prior to doing so, as this is only allowed with specific permission from the control point due 

to the risk of collision or derailment. 

Metrorail is conducting safety certification work that may lead to the use of Automatic Train Operation in specific 

circumstances. Metrorail’s draft concept of operations specifies multiple scenarios where manual mode will continue to 

be required as the safest mode of operation, such as single-tracking, in pocket tracks, outside of passenger service, 

when work crews are on the roadway, in low-adhesion conditions such as inclement weather, when moving in rail yards 

or between rail yards and terminals. and in other conditions to reduce the risk of collisions, red signal overruns, and 

other safety events. 

Safety event summaries: 

W-0306 – Ronald Reagan Washington National Airport Station – July 23, 2023 (WMATA ID: E23514)

A Train Operator moved Yellow Line Train 304 past a red signal located just after the Ronald Reagan Washington 

National Airport Station Platform on track 1 without authorization.  

During the event, another train was experiencing a mechanical issue and was stopped outside Potomac Yard Station 

on track 2. Due to this train with passengers stopped between stations, the Radio Rail Traffic Controller provided 

instructions to multiple other train operators, including the operators of Trains 304 and 308, as they approached National 

Airport Station.  

Prior to the red signal overrun, the Train Operator of Train 304 requested a permissive block to the station from a Rail 

Traffic Controller, after receiving zero speed commands. The Rail Traffic Controller granted the permissive block to the 

8-car marker at the end of the station platform (permission to proceed in a specific section of clear track ahead of the

train to a specific limit). The train operator activated Stop and Proceed Mode and properly berthed the train and serviced 

the station. The train operator then closed the doors and moved the train past the red signal toward a switch that was

not aligned for this train’s movement.

Metrorail policy requires operators to keep their doors open on the platform after servicing a station until they receive 

speed commands and a lunar (proceed) signal. Stop and Proceed Mode (also referred to as the Mode Awareness Tool) 

is a Metrorail engineering control intended as a mitigation for the risk of unauthorized movement without speed 

commands. It does not require a train operator to acknowledge again that they are moving without speed commands 

after opening or closing doors.  

The Train Operator again contacted the Rail Traffic Controller to report zero speed commands but did not report that 

they had improperly passed the red signal until questioned by the Rail Traffic Controller. The Rail Traffic Controller 



 
instructed the Train Operator to offload riders from the train with the assistance of a Station Manager. The train’s trailing 

car was still on the platform.  

Automatic Train Control Maintenance personnel responded and determined there was no damage to the switch. 

W-0307 – West Falls Church Rail Yard – November 19, 2023 (WMATA ID: E23838) 

A Train Operator moved an out-of-service 8-car train past a red (stop) signal in the West Falls Church Rail Yard. The 

Train Operator and the Interlocking Operator did not report this improper movement as required.  

The red signal overrun occurred at 9:12 a.m. The Interlocking Operator reported the event to the Metro Integrated 

Command and Communications Center (MICC) at 10:41 a.m. Metrorail procedures specify that red signal overruns are 

emergencies that are to be treated as derailments due to red signals protecting against improper movement through 

switches and potential collisions. This includes requirements for reporting and response, and requirements to not move 

the train until inspections are completed to ensure such movement is safe. 

The Interlocking Operator had instructed the Train Operator to move two cars to a storage track, couple with six cars 

on that track, then move the eight-car train to a road crossing near the Train Operators Administration Building. The 

Train Operator passed that location without permission, exceeding the limits of the absolute block provided by the 

interlocking operator. In an investigative interview, the Train Operator said they believed the block was provided to a 

different roadway crossing in the yard. In a separate interview, the Interlocking Operator confirmed that the Train 

Operator stated after passing the red signal that they had understood the block to be to a different road crossing. 

The Train Operator continued on and passed signal K99-302 which was red, moved through two switches, one of which 

was not aligned for this movement, then told the Interlocking Operator that they were at signal K99-134 which was red. 

The Interlocking Operator instructed the Train Operator to hold at that location, but provided a lunar (proceed) signal 

at K99-134. 

The Interlocking Operator exited the tower (control point location) and walked to the train. In an investigative interview, 

the Train Operator reported that the Interlocking Operator informed them that they overran a red signal. Neither the 

Interlocking Operator nor Train Operator reported this event immediately or ensured the train was kept in place as 

required by Metrorail procedure. 

The Interlocking Operator directed the Train Operator to move the train forward to the next signal, then move to the 

trailing end of the train. The Interlocking Operator instructed the Train Operator to move the train to Track 10. 

At 9:29 a.m., the Interlocking Operator requested Automatic Train Control Maintenance respond to the yard for a dark 

signal at K99-302. The Interlocking Operator later took a break, and reported the red signal overrun when they returned 

from their break at 10:41 a.m. 

Forward-facing video and on-site investigation following the event show that the lighting conditions and condition of the 

signal at K99-302 made it difficult for the Train Operator to see the red indication. Metrorail procedures require dark 

signals to be treated as red signals. 

ATC maintenance attempted to pull records of control actions in the yard, but could not. ATC Engineering reported that 

there was a Server Synchronization error between the servers for the rail yard that are intended to be redundant. A 



fault occurred on November 15, 2023, four days before this event, that was not addressed until the day after this event 

when an ATC Engineer contacted Rail Comm to resolve the issue. Data for that period was lost. The records for this 

investigation were obtained through other Metrorail data sources. 

Metrorail certified this train Operator in January 2023. In March, the Train Operator was operating a train that overran 

a station, and the Train Operator was involved in a Roadway Worker Protection safety event. In April, the Train Operator 

was involved in a red signal overrun and unauthorized movement with Automatic Train Protection cut out. Following 

this event, Metrorail disqualified the operator from train operations. 

W-0308 – Spring Hill Station – November 25, 2023 (WMATA ID: E23847)

A Train Operator moved Train 613 past a red signal near Spring Hill Station without authorization, leading to a near-

miss of a head-on collision with a train moving in the opposite direction.  

The Silver Line train moving in the opposite direction, Train 607, was within a few hundred feet of the train that overran 

the red signal. The oncoming train, also in passenger service, was approaching the interlocking with a route from Track 

2 to Track 1 as Train 613 entered the interlocking continuing in a straight-through move on Track 2 toward the oncoming 

train. The distance between the signals at either side of the interlocking on Track 2 is 401 feet. The Train Operator of 

Train 607 reported that the signal turned red, and that they observed Train 613 having passed the signal on the same 

track. 

Trains were single-tracking between Wiehle-Reston East and Spring Hill stations using Track 2 due to personnel 

conducting weekend concrete tie replacement work on Track 1. 

The Radio Rail Traffic Controller provided the Train Operator with a permissive block to no closer than 10 feet of signal 

N04-08, which is the first signal beyond the station platform. The signal just under 800 feet from the station platform 

governs access from Track 2 to the interlocking area. The signal was red due to a train approaching from the opposite 

direction that would cross over to Track 1 at the interlocking.  

The Train Operator had previously entered stop and proceed mode, acknowledging movement without speed 

commands, in order to berth the train at Spring Hill Station. After servicing the station, this mode that overrides zero 

speed commands remained active. 

The repeat back from the Train Operator is unclear in recorded radio communications. The volume is low. The Train 

Operator later stated in an investigative interview that they believed the Controller had provided a permissive block to 

the next station. The Controller did not identify the discrepancy or request that the Train Operator repeat their 

communication to confirm the instruction was understood. 

The Train Operator operated the train toward Wiehle-Reston East Station, stopping briefly before the red signal. The 

Train Operator then moved the train past the red signal. The Train Operator stopped the train 32 feet beyond the signal. 

Neither operator reported this as an emergency. 

A red signal alarm in the Advanced Information Management (AIM) system led the Rail Traffic Controller to ask the 

Train Operator if they had passed the red signal. The Train Operator confirmed that they had. 

https://wmsc.gov/wp-content/uploads/2024/03/W-0257-Red-Signal-Overrun-at-Ballston-Station-%E2%80%93-April-15-2023.pdf
https://wmsc.gov/wp-content/uploads/2024/03/W-0257-Red-Signal-Overrun-at-Ballston-Station-%E2%80%93-April-15-2023.pdf


 
A Rail Supervisor was on board the train, and assisted with moving the 52 riders to the rear of the train to walk through 

a second train that was brought in so that riders could reach the platform without entering the roadway. 

The train Operator was certified as a Train Operator approximately three months before this safety event. It was the 

Train Operator’s first day operating west of Court House Station (their first day operating on the Silver Line tracks 

between Court House and Ashburn stations). 
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FINAL REPORT OF INVESTIGATION A&I E23514 

 
Date of Event: July 23, 2023 
Type of Event: Red Signal Overrun 
Incident Time: 13:35 Hours 
Location: National Airport, track 1 – Signal C10-36 
Time and How received by SAFE: 13:40 Hours – SAFE/MAC 
WMSC Notification Time: 14:27 Hours 
Responding Safety Officers: Office of Safety Oversight (OSO) 
Rail Vehicle: Train ID 304 

L7586-7587x7727-7726x7676-7677x7705-7704T 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Number 20230723#110141MX 
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Abbreviations and Acronyms 
 

ADU  Aspect Display Unit 
AIMS  Advanced Information Management System 
AOM  Assistant Operations Manager 
ARS  Audio Recording System 
ATCM  Automatic Train Control Maintenance 
ATP  Automatic Train Protection 
CCTV  Closed-Circuit Television 
COMR  Office of Radio Communications 
CMOR  Office of Chief Mechanical Officer 
IIT  Incident Investigation Team 
MOC  Maintenance Operations Center 
MSRPH  Metrorail Safety Rules and Procedures Handbook 
NOAA  National Oceanic and Atmospheric Administration 
OAP  Operations Administrative Policy 
ROCC  Rail Operations Control Center 
ROIC  Rail Operations Information Center 
RTC  Rail Traffic Controller 
RTRA  Office of Rail Transportation  
SAFE  Department of Safety  
SOP  Standard Operating Procedure 
SMS  Safety Measurement System  
SPOTS  System Performance On-Time Summary 
VMDS  Vehicle Monitoring and Diagnostics 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 Sunday, July 23, 2023, at 13:32 hours, the Train Operator of Train ID 304 (L7586-7587x7727-
7726x7676-7677x7705-7704T) contacted the Rail Operations Control Center (ROCC) Radio Rail 
Traffic Controller (RTC) and requested a permissive block to National Airport Station, track 1 due 
to a loss of speed commands. The Radio RTC granted the permissive block to the eight-car 
marker. After the train was properly berthed, the Train Operator serviced the station. At 13:35 
hours, the Train Operator closed the platform-side doors and moved the train past C10-36 signal, 
displaying a red aspect. After passing the red signal, they reported to ROCC that the train was 
not displaying speed commands. 
 
The Radio RTC inquired if Train ID 304 was still on the platform of track 1 at National Airport 
Station and if the Train Operator had moved past the signal. The Train Operator confirmed that 
the train had passed the signal. The Radio RTC confirmed with the Train Operator that the trailing 
rail cars were still on the platform. 
 
The Button RTC contacted the Maintenance Operations Center (MOC) and requested that an 
Office of Automatic Train Control Maintenance (ATCM) mechanic respond to National Airport 
Station. The Button RTC notified the Rail Operations Information Center (ROIC) and requested 
the Station Manager at National Airport Station assist with offloading the train. The ROCC 
Assistant Operations Manager (AOM) was also advised of the event. 
 
In adherence to Standard Operating Procedure (SOP) 102-1, which outlines the protocol for 
Removing an Employee from Service for involvement in an operational safety event, the Radio 
RTC dispatched a Rail Supervisor to relieve the Train Operator from duty for post-incident testing. 
 
At 14:42 hours, ATCM personnel arrived and confirmed that the train had not entered the switch 
point and reported no damage to the switches. The switches were re-aligned to a normal position, 
and then the train was able to move towards Crystal City Station. 
 
In accordance with the Office of the Chief Mechanical Officer (CMOR) Incident Investigation Team 
(IIT) Operations Administrative Policy (OAP) 102.06, the Rail Operations Control Center (ROCC) 
promptly initiated the removal of Train ID 304 from revenue service for post-incident investigative 
measures. This action adhered to the Rail Vehicle Event Investigation Policy, ensuring a 
comprehensive examination of the incident. 
 
The probable cause of the Red Signal Overrun event on July 23, 2023, at National Airport Station, 
was a failure to adhere to established procedures by the Train Operator (e.g., verifying presence 
of speed commands and lunar signal), who acknowledged not paying attention before moving the 
train past the red signal. Contributing factors to the event were a human factors failure of 
complacency and an inadequate safeguard with the Stop and Proceed software. In addition, the 
Radio RTC did not advise the Train Operator that the signal ahead was red signal. 
 
Incident Site 
 
National Airport Station, track 1 – Signal C10-36 
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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 individual:  

• Train Operator (Train ID 304) 
• Radio RTC 

 
• Documentation Review – Collection of relevant work history information and process 

documentation contained in WMATA systems of record. These records include: 
• Train Operator Training Records  
• Train Operator Certifications  
• Train Operator 30-Day work history review  
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Rail Operations Control Center (ROCC) Incident Report 
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• Maximo Data 
 

• System Data Recording Review – Collection of information contained in Metro Data 
Recording Systems. This data includes: 

• Audio Recording System (ARS) playback  
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 

Vehicle Monitoring and Diagnostic System (VMDS) 
• System Performance On-Time Summary (SPOTS)  
• Closed-Circuit Television (CCTV) 

  
Investigation 
 
On Sunday, July 23, 2023, at 13:32 hours, the Train Operator of Train ID 304 contacted the Radio 
RTC and requested a permissive block to National Airport Station, track 1. The Radio RTC 
granted the permissive block. After the train arrived on the platform at National Airport Station, 
the Train Operator serviced the station. After servicing the station, the Train Operator proceeded 
to move the train past C10-36 signal displaying a red aspect, then stopped the train.  
 

 
Image 1 – Train ID 304’s Forward-Facing Camera showing the train passing C10-36 signal with a red aspect. 
 
The Audio Recording System (ARS) revealed that prior to the Red Signal Overrun event, at 12:51 
hours, the Train Operator on Train ID 306 reported the train was disabled outside of Potomac 
Yard Station on track 2. 
 
The System Performance On-Time Summary (SPOTS) revealed that at 13:06 hours, Train ID 304 
departed Huntington Station on track 1. 
 
During the emergency event involving the disabled train (Train ID 306), at 13:21 hours, the Radio 
RTC instructed Train ID 308, which was located at Crystal City on track 2, to continue and 
terminate at National Airport Station, track 3, then reverse ends facing signal C10-44. 
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At 13:32 hours, Train ID 304 located on track 1, at National Airport and requested a permissive 
block to the 8-car marker0F

1. The Radio RTC granted a permissive block to the 8-car marker, and 
then instructed Train ID 308 to close and continue and to verify a lunar at signal C10-44, but the 
operator of Train ID 308 did not respond. 
 
The Advanced Information Management System (AIMS) revealed that Train ID 304 arrived at 
National Airport at 13:33 hours, and at 13:35 hours, the Train Operator moved the train past C10-
36 signal, displaying a red aspect1F

2. 
 

 
Figure 1 - AIMS Playback of Train ID 304 overrunning C10-36 signal red at National Airport Station at 13:35 hours. 
Train ID 308 departed National Airport pocket signal at C10-44 crossing over from Track 3 to Track 1. 
 
Train ID 304 reported servicing the National Airport Station and that the train was not displaying 
speed commands. The Radio RTC inquired if Train ID 308 was ready to move from National 
Airport, Train ID 308 responded that the train was still located on track 3 at National Airport 
Station. 
 
At 13:36 hours, the Radio RTC inquired if Train ID 304 was still on the platform of track 1 at 
National Airport Station and if the Train Operator had moved past the signal. The Train Operator 
confirmed that the train had passed the signal. 
 
At 13:37 hours, the Button RTC contacted MOC and requested ATCM to respond to National 
Airport Station. At 13:38 hours, the Button RTC contacted ROIC and advised them of the event. 
The Radio RTC confirmed with the Train Operator that the trailing rail cars were still on the 
platform. ROIC contacted the Station Manager at National Airport Station and instructed to assist 
with offloading the train by keying off the customers. 
 
At 13:41 hours, the Radio RTC instructed Train ID 308 to reverse ends and continue to Huntington 
Station. 

 
 
1 At this point, the Train Operator was requesting to enter Stop and Proceed Mode. Stop and Proceed mode 
enables Train Operators to take a point of power in the absence of speed commands, with the ATP System 
enforcing a maximum speed of up to 15 MPH. If speed commands are lost on the mainline, and the consist 
comes to a stop with the ADU displaying the code number, the Operator must contact ROCC to obtain 
either a Permissive or Absolute block before pressing the corresponding number on the ADU Touchpad to 
enter Stop and Proceed Mode. 
2 The Train Operator failed to adhere to MRSPH Section 3 OR – 3.79 After servicing the station, the operator 
must keep their train doors open until such time when the operator has received speed commands, a proper 
signal aspect (Lunar or Flashing Lunar), along with contacting ROCC for permission to leave and an 
absolute block for the move if speed readouts do not return. However, the Train Operator was able to move 
the train since the Stop and Proceed Mode was initiated before servicing the platform. Because the Train 
Operator did not exceed 15mph when moving to the eight-car marker, Stop and Proceed mode remained 
active.  
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At 13:55 hours, the Radio RTC on Ops 2 instructed a Rail Supervisor to report to National Airport 
Station. 
 
At 14:42 hours, ATCM personnel advised that they were located at National Airport Station. The 
Radio RTC instructed the ATCM mechanic to inspect switch 9 and advise if the train could move 
toward Huntington Station.  
 
At 14:45 hours, the Rail Supervisor advised that they were located at National Airport Station.  
 
At 14:49 hours, the ATCM mechanic reported that switch 9 was in a reverse position, the train did 
not pass the switch point, and the train was stopped at CM C1 360+00. At 14:52 hours, the Radio 
RTC granted foul time to the ATCM mechanic to crank and clamp switch 9 in a normal position. 
The ATCM mechanic advised that switch 9 was cranked and clamped in a normal position, and 
the Radio RTC instructed them to stand by in a place of safety. The ATCM mechanic relinquished 
foul time. 
 
At 14:53 hours, the Radio RTC instructed the Rail Supervisor to take over operating Train ID 304 
and granted a permissive block to Crystal City Station, passing red signal C10-36 and verifying 
switch 9 was clamped normal. The Rail Supervisor acknowledged and repeated the instructions. 
 
At 14:59 hours, the Radio RTC requested the ATCM mechanic to restore switch 9 to 
correspondence and granted foul time to unclamp and reset switch 9. The ATCM mechanic 
acknowledged the instructions.  
 
At 15:01 hours, the Radio RTC granted a permissive block to Train ID 304 (704) to Pentagon City 
Station, track 1, and reverse ends. 
 
At 15:02 hours, the ATCM mechanic requested that ROCC throw switch 9 in a normal and reverse 
position to confirm that the switch was in correspondence. At 15:04 hours, the Radio RTC 
confirmed that switch 9 was showing in correspondence. 
 
At 15:06 hours, the ATCM mechanic advised that switch 9 was back in service and relinquished 
foul time. 
 
At 15:09 hours, the Radio RTC instructed Train ID 304 (704) to continue to Alexandria Yard. At 
15:29 hours, Train ID 304 (704) arrived at Alexandria Yard and was stored on track 10. 
 
CMOR/IIT completed an analysis of data retrieved from Train ID 304, and determined that based 
on the ER, VMDS, and NVR video, there was no fault with the train that contributed to the Red 
Signal Overrun.  
 
The train’s recorded data identified that at 13:34:26 hours, Train ID 304 departed National Airport 
Station in the direction of Crystal City Station without speed commands. After the train serviced 
National Airport Station, the master controller was placed in the P5 power position and the train 
began to move inbound. The train passed the red signal C10-36 and interlocking switch 11A at a 
speed of 13.4 MPH after traveling 62 feet and came to a stop 166 feet beyond C10-36. 
 
During the formal interview, the Train Operator reported that The Train Operator stated that they 
felt moderately alert and anxious before the event. The Train Operator stated that they overheard 
their coworker sounding upset at Potomac Yard, and ROCC was not responding timely in their 
view. The Train Operator stated they just wanted to get down the line so they wouldn’t feel 
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overwhelmed. The Train Operator stated that after servicing National Airport Station, they closed 
the doors and proceeded to move the train. 
 
The Train Operator stated that they probably were not paying attention because they do the same 
thing every day on the same line, and they assumed that they had a lunar. The Train Operator 
stated they did not know they overran the signal until they contacted ROCC to report no speed 
commands. 
 
On July 23, 2023, RTRA issued a Supervisor Notification that required the Rail Supervisors to 
discuss the event with the Train Operators and review the importance of verifying a lunar signal, 
correct rail alignment, and speed commands before moving the train. 
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 

Time Description 
12:51:05 hours Train ID 306 reported a disabled train outside of Potomac Yard Station on 

track 2. [Radio Ops 3] 
13:06:42 hours Train ID 304 departed Huntington Station on track 1. [Spots] 
13:21:49 hours Radio RTC: Instructed Train ID 308 located at Crystal City on track 2 to 

continue and terminate at National Airport Station, track 3, then reverse ends 
facing signal C10-44.  
Train ID 308: Acknowledged and repeated. [Radio Ops 3] 

13:32:40 hours Train ID 304: Reported located at National Airport and requested a 
permissive block to the 8-car marker. 
Radio RTC: Acknowledged and granted a permissive block to the 8-car 
marker. [Radio Ops 3] 

13:32:48 hours Radio RTC: Instructed Train ID 308 to close and continue and to verify a 
lunar at signal C10-44.  
Train ID 308: No response. [Radio Ops 3] 

13:33:00 hours Train ID 304 arrived at National Airport Station. [AIMS]  

13:35:00 hours Train ID 304 passed C10-36 signal red. [AIMS] 

13:35:42 hours Train ID 304: Reported they just serviced National Airport Station and had 
no speed commands. 
Radio RTC: Inquired if Train ID 308 was ready to move.  
Train ID 308: Responded that they were located in the pocket track at 
National Airport. 
[Radio Ops 3] 

13:36:13 hours Radio RTC: Inquired if Train ID 308 was still on the platform.  
Train ID 304: Reported they just serviced National Airport, and had no speed 
commands. 
Radio RTC: Inquired if Train ID 304 was still on the platform track 1 and if 
the Train Operator moved past the signal.  
Train ID 304: Reported they were passed the signal. [Radio Ops 3] 

13:37:00 hours Radio RTC: Inquired if Train ID 304 moved past the signal.  
Train ID 304: Confirmed they passed the signal. [Radio Ops 3] 

13:37:07 hours ROCC Button RTC: Contacted MOC and requested ATCM to respond to 
National Airport Station. [Phone Ops 3] 

13:38:03 hours ROCC Button RTC: Contacted ROIC and advised of the incident at National 
Airport Station. [Phone Ops 3] 
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Time Description 
13:38:10 hours Radio RTC: Inquired if Train ID 308 was still on the platform.  

Train ID 308: Confirmed still on the platform. 
Radio RTC: Acknowledged and inquired if Train ID 304 had any cars 
remaining on the platform.  
Train ID 304: Confirmed that cars were still on the platform.  
Radio RTC: Inquired if Train ID 304 had all cars on the platform.  
Train ID 304: Responded located at the switch, and speed readouts 
dropped. [Radio Ops 3] 

13:38:46 hours ROIC Controller: Contacted the Station Manager at National Airport Station 
and instructed to assist with offloading the train by keying off the customers. 
[Phone ROIC PA] 

13:41:42 hours Radio RTC: Instructed Train ID 308 to reverse ends to continue to 
Huntington Station.  
Train ID 308: Acknowledged and repeated. [Radio Ops 3] 

13:49:29 hours Radio RTC: Instructed Train ID 308 to close and continue and to verify a 
lunar at signal C10-34.  
Train ID 308: Acknowledged and repeated. [Radio Ops 3] 

13:55:11 hours Radio RTC: Instructed a Rail Supervisor to report to National Airport Station. 
[Radio Ops 2] 

14:42:24 hours ATCM: Reported located at National Airport Station. 
Radio RTC: Instructed to inspect switch 9 and advise if the train could move 
towards Huntington. 
ATCM: Acknowledged and repeated. [Radio Ops 3] 

14:45:39 hours Rail Supervisor: Reported located at National Airport Station. 
Radio RTC: Acknowledged and repeated. [Radio Ops 3] 

14:49:09 hours ATCM: Reported switch 9 in a reverse position. 
Radio RTC: Inquired if the train passed the switch point. 
ATCM: Responded the train did not pass the switch point and the train was 
stopped at CM C1 360+00. [Radio Ops 3] 

14:52:13 hours Radio RTC: Advised that switch 9 would need to be cranked and clamped in 
a normal position. 
ATCM: Acknowledged and repeated.  
Radio RTC: Granted foul time to crank and clamp switch 9. 
ATCM: Acknowledged and repeated. [Radio Ops 3] 

14:52:58 hours ATCM: Advised that switch 9 was cranked and clamped in a normal position. 
Radio RTC: Acknowledged and repeated. Instructed to stand by in a place 
of safety.  
ATCM: Acknowledged and relinquished foul time. [Radio Ops 3] 

14:53:41 hours Radio RTC: Instructed the Rail Supervisor to take over operating Train ID 
304 and granted permission to pass C10-36 red and verify that switch 9 was 
clamped normal, permissive block to Crystal City. 
Rail Supervisor: Acknowledged and repeated. [Radio Ops 3] 

14:59:16 hours Radio RTC: Instructed to enter the ATC Room to restore switch 9. 
ATCM: Acknowledged and repeated. Requested permission to unclamp and 
reset switch 9.  
Radio RTC: Granted foul time to unclamp and reset switch 9. 
ATCM: Acknowledged and repeated. [Radio Ops 3] 

15:01:42 hours Radio RTC: Provided a permissive block to Train ID 304 (704) to Pentagon 
City, track 1, and reverse ends. 
Train ID 304 (704): Acknowledged and repeated. [Radio Ops 3] 
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Time Description 
15:02:09 hours ATCM: Requested to throw switch 9 in a normal and reverse position. 

Radio RTC: Instructed to stand by and stand clear. [Radio Ops 3] 
15:03:07 hours Radio RTC: Advised switch 9 was showing in correspondence in normal. 

ATCM: Acknowledged and repeated. [Radio Ops 3] 
15:04:19 hours Radio RTC: Advised switch 9 was showing in correspondence in reverse. 

ATCM: Acknowledged and repeated. [Radio Ops 3] 
15:06:11 hours ATCM: Reported that switch 9 was back in service and relinquished foul 

time. [Radio Ops 3] 
15:09:19 hours Radio RTC: Instructed Train ID 304 (704) to continue to Alexandria Yard. 

[Radio Ops 3] 
15:29:54 hours Train ID 304 (704) arrived at Alexandria Yard and was secured on track 10. 

[Radio AL YD1] 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
The Office of Chief Mechanical Officer (CMOR/IIT) / Vehicle Monitoring and Diagnostic 
System (VMDS)  
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 
CMOR/IIT completed an analysis of data retrieved from Train ID 304, which was involved in a 
Red Signal Overrun. 
 
Based on the ER, VMDS, and NVR video, there was no fault with the train that contributed to the 
Red Signal Overrun. The train performed as designed.  
 
At 13:34:26 hours, Train ID 304 departed National Airport Station in the direction of Crystal City 
Station without speed commands. After the train serviced National Airport Station, the master 
controller was placed in the P5 power position, the train began to move inbound. The train passed 
the red signal C10-36 and interlocking switch 11A at a speed of 13.4 MPH after traveling 62 feet 
and came to a stop 166 feet beyond C10-36. 
 

Note: Times above may vary from other systems’ timelines based on clock settings. 
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Figure 2 - Map depicting the incident. 
 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
On July 25, 2023, COMR performed a radio testing between Potomac Yard Station and National 
Airport Station on tracks 1 and 2. The results were loud and clear; no problems were found. 
 
Automatic Train Control Maintenance (ATCM) 
Adopted from ATCM report with minor formatting and grammatical edits: 
 
On July 23, 2023, Train ID 304 overran signal 36 at National Airport on track 1. The train stopped 
at CM C1 360+70 near the Receive Bond (WZ-33), around the middle of the interlocking on track-
1. The train did not reach Switch 9. ROCC exercised Switch 9, there was no damage.  
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ATCM personnel clamped the switch in a normal position with permission from ROCC. ROCC 
allowed the train to continue on track 1 with the switch clamped in a normal position.  
 
Two ATCM personnel and one Safety personnel were on the scene. The train continued to Crystal 
City Station. 
 
Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
On July 23, 2023, RTRA issued a Supervisor Notification that required the Rail Supervisors to 
discuss the event with the Train Operators and review the importance of verifying a lunar, correct 
rail alignment, and speed commands before moving the train.  
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed two people. The interviews identified 
the following key findings associated with this event. Findings detailed below include reported information 
from involved personnel and may conflict with other data sources contained in the report. 
 
RTRA  

Train Operator 

• The Train Operator stated that they felt moderately alert and anxious before the event.  
• The Train Operator stated that they were feeling anxious because their coworker sounded 

upset and afraid, and ROCC was not responding timely. The Train Operator stated that 
they just wanted to get down the line so that they wouldn't feel overwhelmed. 

• The Train Operator stated that the last station that they serviced was National Airport 
Station, and when they closed the doors, they proceeded to move the train. 

• The Train Operator stated that they probably were not paying attention because they do 
the same thing every day on the same line, and they assumed that they had a lunar.  

• The Train Operator stated that they did not know that they overran the signal until they 
contacted ROCC to report no speed commands.  

 
ROCC 

Radio RTC 

• The Radio RTC stated that sometime during a prior incident involving a disabled train, the 
operator at National Airport on track 1 overran the signal.  

• The Radio RTC stated that there was a lot of confusion going on because, in the midst of 
trying to deal with the actual emergency, the radio communication was extremely poor. 
The Radio RTC stated that barely anyone could hear them, and they had to repeat 
everything about five times.  

• The Radio RTC stated that communication and coordination with that emergency was 
really difficult, and it created a much more hectic environment than necessary. 

• The Radio RTC stated that they were feeling stressed, and they were concerned because 
they didn’t want people to try to exit off of the disabled train.  

• The Radio RTC stated they did not notify the operator of the red signal at the end of the 
platform because they were dealing with everything else.  

• The Radio RTC stated that they provided a permissive block to the 8-car marker and 
instructed the operator to hold. 
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• The Radio RTC stated that both the 7k and the Legacy series cars have stop and proceed, 
and you have to punch in a code in order to move the train. 

 
Weather 
 
On July 23, 2023, at the time of the incident, NOAA recorded the temperature as 86°F, with 
scattered clouds, winds 10 mph, and 46% humidity. The weather was not a contributing factor in 
this incident (Weather source: NOAA – Location: Alexandria, VA). 
 
Related Rules and Procedures 
 
MSRPH Section 3 – Operating Rules 
3.67 – Rail vehicles shall not be operated past or closer than a point 10 feet in approach of an 
interlocking signal or lamp displaying a red aspect, a red flag, or a dark interlocking signal, except 
at a bump post or entering a pocket track, or unless authorized by ROCC or the Interlocking 
Operator and the move is consistent with customer safety as specified in Rule 3.1. 
3.67.1 – Rail Operations Control Center Supervisors or Rail Transportation Supervisors shall 
advise Train Operators when they are approaching red signals that are positioned just beyond 
the station platforms. 
3.79 – Train Operators shall not move trains with zero speed commands except after notifying 
ROCC or Terminal Supervisor and being given permission to move with zero speed commands 
and either a permissive block going with traffic or an absolute block going against traffic (see SOP 
#15). 
3.79.1 – Upon losing speed commands on the platform, the operator may NOT adjust the train in 
the same direction of traffic to service the station without contacting ROCC or Terminal Supervisor 
for permission. After servicing the station, the operator must keep their train doors open, until 
such time when the operator has received speed commands, a proper signal aspect (Lunar or 
Flashing Lunar), along with contacting ROCC or Terminal Supervisor for permission to leave and 
an absolute block for the move if speed commands do not return (Reference SOP # 40). 
 
3.79.2 – On 7000 Series Trains – If speed commands are lost on the mainline and the consist 
comes to a complete stop with the ADU displaying the code number; the Operator must contact 
ROCC or terminal supervisor to obtain either a permissive block or absolute block before entering 
the corresponding number on the ADU touchpad to enter Stop and Proceed Mode. 
 
Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
RTRA  

Train Operator 

OSI evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present.  The video of the incident was reviewed for behaviors suggesting fatigue.  No indications 
of fatigue were evident from the video.  The Train Operator reported feeling moderately alert at 
the time of the incident.  The Train Operator reported experiencing no symptoms of fatigue in the 
time leading up to the incident. 
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Fatigue Risk   
 
RTRA  

Train Operator 

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 Train Operator 
reported keeping a regular sleep schedule in the days leading up to the incident. The Train 
Operator worked two shifts in the days leading up to the incident. The Train Operator was awake 
for 7.83 hours at the time of the incident The Train Operator reported 6 hours of sleep in the 24 
hours preceding the incident. The off-duty period was 15.28 hours, providing an opportunity for 
7-9 hours of sleep. This was more than the Train Operator’s usual workday sleep durations. The 
employee 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 
 

• An emergency involving a disabled train with customers aboard outside of Potomac Yard 
Station occurred prior to this event and necessitated the use of National Airport Station to 
manage rail traffic. 

• The amount of radio communications was increased due to the emergency outside of 
Potomac Yard Station. 

• After providing the permissive block to the Train Operator, the Radio RTC did not advise 
the Train Operator that they were approaching signal C10-36 displaying a red aspect 

• The Train Operator failed to verify the presence of speed commands, a lunar signal and 
correct rail alignment prior to closing the platform doors. 

• Signal C10-36 is a left-side aligned signal, which is on the opposite side of the Train 
Operator’s console. 

• Stop and Proceed mode does not reset on activation of the Door Open Pushbutton.  
• The Train Operator was certified in April 2023 and passed their certification2F

3 on the second 
attempt.   

 
Immediate Mitigation to Prevent Recurrence 
 

• A Rail Supervisor was dispatched to National Airport Station to take over operating the 
train. 

• ATCM personnel were dispatched to National Airport Station to inspect the switches. 
• The Train Operator was removed from service. 
• The train consist was removed for post-incident inspection. 

 

 
 
3 According to the Train Operator Proficiency Evaluation, “During the Yard Operations portion of the 
certification, the Student Operator stated they were unable to clamp switch 87 in the reverse position, but 
the switch was in a normal position. The Student Operator was unsuccessful at completing this exercise.” 
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Probable Cause Statement 
 
The probable cause of the Red Signal Overrun event on July 23, 2023, at National Airport Station, 
was a failure to adhere to established procedures by the Train Operator (e.g., verifying presence 
of speed commands and lunar signal), who acknowledged not paying attention before moving the 
train past the red signal. Contributing factors to the event were a human factors failure of 
complacency and an inadequate safeguard with the Stop and Proceed software. In addition, the 
Radio RTC did not advise the Train Operator that the signal ahead was red signal. 
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Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
110141_SAFE
CAPS_RTRA_
01 

Conduct a Red Signal Overrun Campaign 
Mandating Division Managers to discuss red 
signal overruns and review MSRPH Operating 
Rule 3.67 with Train Operators. 

RTRA Completed 

110141_SAFE
CAPS_RTRA_
02 

RTRA to implement the following: 
Increase QC audits on Zero Speed 
Commands.  
 

RTRA Completed 
 

110141_SAFE
CAPS_RTRA_
02 
 

Increase QC audits on SOP 40 (Door 
Operations) 
 

RTRA 
 

Completed 
 

110141_SAFE
CAPS_RTRA_
02 
 

Lessons Learned on recent red signal overrun, 
requiring a signature upon receipt for all 
operational personnel. 
 

RTRA 
 

Completed 
 

110141_SAFE
CAPS_RTRA_
02 
 

Increase Spot Checks on new operators. 
 

RTRA 
 

Completed 
 

110141_SAFE
CAPS_RTRA_
02 
 

Enact the 60-day cycle of the "30/60/90 New 
Operator Evaluations" to focus on situational 
awareness during unusual situations on the 
mainline. 
 

RTRA 
 

Completed 
 

110141_SAFE
CAPS_RTRA_
02 
 

Seek resources outside of ROQT to build and 
implement a Point and Call defensive ops 
program. 
 

RTRA 
 

Completed 
 

110141_SAFE
CAPS_RTRA_
02 

Train Operator to attend Refresher Training 
with an emphasis on MSRPH Operating Rule 
3.67 & 3.79. 

RTRA Completed 

110141_SAFE
CAPS_ROCC
_01 

Radio RTC to receive a Written Reinstruction 
on MSRPH Section 3 OR - 3.67.1   

ROCC Completed 

110141_SAFE
CAPS_ROCC
_02 

ROCC to include MSRPH Section 3 OR - 
3.67.1 (MOR 3.1.1) as a point of discussion 
during the Daily Shift Briefing with RTCs for all 
shifts. 

ROCC Completed 

110141_SAFE
CAPS_SAFE_
01 

Publish a Safety Bulletin dated July 24, 2023, 
for all staff, emphasizing the importance of 
paying attention and being in the right frame of 
mind to reduce the impact of a potential 
'summer spike' of safety events. 

SAFE Completed 

110141_SAFE
CAPS_SAFE_
02 

Provide Oversight on the following 
components: 

• Skill Survey of Train Operators 

SAFE Completed 
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Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
• Train Operator Course Audit 
• Dropped Speed Command Data Audit 
• Oversight of Rail Operations and 

Radio Communications. 
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Appendix A – Interview Summary 
 
The below narratives summarize the incident and represent the statements made by the involved 
individual. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
RTRA  

Train Operator 

The Train Operator is a WMATA employee with 10 years of service and 3 months of experience 
as a Train Operator.  The Train Operator holds a Roadway Worker Protection (RWP) Level 2 
certification that expires in December 2023. 
 
The Train Operator stated that their schedule was on the yellow line back and forth from 
Huntington Station to Mount Vernon Square Station. The Train Operator stated that when they 
reported on duty, they went to Huntington Station to pick up their train. 
 
The Train Operator stated that they felt moderately alert and anxious before the event. 
  
The Train Operator stated that they were feeling anxious because their coworker sounded upset 
and afraid, and ROCC was not responding timely. The Train Operator stated that they just wanted 
to get down the line so that they wouldn't feel overwhelmed. 
 
The Train Operator stated that a coworker was transmitting and “freaking out” over some smoke 
on their train, and the line was being held up because passengers were stuck on the train. The 
Train Operator stated that ROCC was trying to get the trains moving to accommodate the 
passengers. 
 
The Train Operator stated that the last station that they serviced was National Airport Station, and 
when they closed the doors, they proceeded to move the train. 
 
The Train Operator stated that they probably were not paying attention because they do the same 
thing every day on the same line, and they assumed that they had a lunar. The Train Operator 
stated that they did not know that they overran the signal until they contacted ROCC to report no 
speed commands. The Train Operator stated that ROCC asked if they passed the signal, and 
they responded that they had passed the signal. 
 
The Train Operator stated that they sat in the same location for approximately 30 minutes. The 
Train Operator stated that the Station Manager came to the front of the train, and the train was 
offloaded. The Train Operator stated that they were not aware that the train was being offloaded. 
The customers were aboard the incident train for 10 minutes until they were moved to the recovery 
train. The Train Operator stated that they a supervisor boarded the train and said that they passed 
a red signal. The Train Operator stated that they were not aware that they had run a red signal. 
 
The Train Operator stated that they were aware that the signal was on the left side of the train.  
The Train Operator stated that this was their first time experiencing a “real-world” issue, and 
normally, there are just doors that aren't closing, not where there are people stuck and the Train 
Operator is hysterical. 
ROCC 

Radio RTC 
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The Radio RTC is a WMATA employee with 8 years of service and 2 years and 11 months of 
experience as a Rail Traffic Controller.  The Train Operator holds a Roadway Worker Protection 
(RWP) Level 2 certification that expires in December 2023. 
 
The Radio RTC stated that sometime during a prior incident involving a disabled train, the operator 
at National Airport on track 1 overran the signal. The Radio RTC stated that it was perplexing why 
the signal had been overran because it had been red for quite some time, and the interlocking 
was set up for the train in the pocket track to leave out onto track 1.  
 
The Radio RTC stated that there was a lot of confusion going on because, in the midst of trying 
to deal with the actual emergency, the radio communication was also extremely poor. The Radio 
RTC stated that barely anyone could hear them, and they had to repeat everything about five 
times. The Radio RTC stated that there were a lot of personnel requests for central to repeat or 
them asking the personnel to repeat; the radios were choppy. 
 
The Radio RTC stated that the CMNT personnel sent to deal with the incident train at Potomac 
Yard couldn’t hear them. The Radio RTC stated that the phones were ringing off the hook because 
no one could hear ROCC, and they were asking for instructions by phone.  
 
The Radio RTC stated that communication and coordination with that emergency was really 
difficult, and it created a much more hectic environment than necessary. 
 
The Radio RTC stated that they were feeling stressed, and they were concerned because they 
didn’t want people to do things like try to exit off of the train and have a much bigger issue. The 
Radio RTC stated that they tried to deal with the incidents as safely and efficiently as possible.  
 
The Radio RTC stated that in the MSRPH 3.6 is cited where ROCC are to inform the operator 
that the signal ahead of them is red as they're approaching. The Radio RTC stated they believe 
that's what the consensus was as far as what ROCC could have done to prevent the red signal 
overrun.  
 
The Radio RTC stated that they did not notify the operator because they were dealing with 
everything else. The Radio RTC stated they had a permissive block to the 8-car marker and 
instructed the operator to hold. 
 
The Radio RTC stated that both the 7k and the Legacy series cars have stop and proceed, 
meaning that you have to punch in a code in order to move the train. 
Once you punch in the code, as long as the signal ahead of you is still red, you can only move 15 
mph, and then once the operator moved to the 8-car marker, they should have seen that the 
signal was red. 
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Appendix B – Train Operator’s Certification Evaluation 
 

 
Document 1 - Train Operator’s Certification Evaluation Form, Page 1 of 2 
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Document 2 - Train Operator’s Certification Evaluation Form, Page 2 of 2 
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Document 3: Train Operator’s Certification Evaluation Form, Page 1 of 2 
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Document 4: Train Operator’s Certification Evaluation Form, Page 2 of 2 
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Appendix C – RTRA Documents 
 

 
Document 5 - Notice to Train Operators regarding Red Signal Overruns, Page 1 of 1 
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Document 6 - Notice to Rail Supervisors regarding Red Signal Overruns, Page 1 of 1 
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Appendix D – Work Orders 
 

 
Document 7 - CMOR Work Order Number 18024334, Page 1 of 1 
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Appendix E – 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 E23838 

 
Date of Event: November 19, 2023 
Type of Event: Red Signal Overrun 
Incident Time: 09:12 Hours 
Location: West Falls Church Yard – Signal K99-302 
Time and How received by SAFE: 10:42 Hours – SAFE/MAC 
WMSC Notification Time: 11:45 Hours 
Responding Safety Officers:  Office of Safety Investigations (OSI) 
Rail Vehicle: L7594-95x7379-78x7500-01x7325-24T 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20231119#112900MX 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS  Audio Recording System 

ATCE  Automatic Train Control Engineering 

ATCM  Automatic Train Control Maintenance 

CCTV  Closed-Circuit Television 

COMR  Office of Radio Communications 

CMOR  Office of Chief Mechanical Officer 

IIT  Incident Investigation Team 

MICC  Metro Integrated Command & Communications Center 

MOR  Metrorail Operating Rulebook 

MOC  Maintenance Information Center 

NOAA  National Oceanic and Atmospheric Administration 

NVR  Network Video Recorder 

OM  Operations Manager 

PPE  Personal Protection Equipment 

ROIC  Rail Operations Information Center 

RTC  Rail Traffic Controller 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

RWP  Roadway Worker Protection 

SAFE  Department of Safety  

SMS  Safety Measurement System  

VMDS  Vehicle Monitoring and Diagnostic System 

WMATA   Washington Metropolitan Area Transit Authority  
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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 Sunday, November 19, 2023, at 10:41 hours, an Interlocking Operator at West Falls Church 
Rail Yard reported a Red Signal Overrun to the Metro Integrated Command & Communications 
Center (MICC).  
 
Prior to the event, at 09:09 hours, the Interlocking Operator instructed the Train Operator to couple 
7594-95 to 7379-78x7500-01x7325-24, making an 8-car consist and then move the cars from 
storage track 1B and secure the cars at the road crossing near the Train Operators Administration 
Building. The Train Operator coupled the cars and began moving the consist. 
 
At 09:12 hours, the Train Operator passed signal K99-302, displaying a red aspect, traversing 
switches 301 and 303A. At 09:13 hours, the Train Operator reported to the Interlocking Operator 
stopped at signal K99-134 red. Seconds later, signal K99-134 changed from red to lunar. 
 
At 09:17 hours, the Interlocking Operator exited the Tower and approached the consist at signal 
K99-134. At 09:18 hours, the Train Operator moved the consist passing signal K99-134 lunar and 
stopped at K99-56 red, the Train Operator reversed ends. At 09:19 hours, the Interlocking 
Operator returned to the Tower. 
 
At 09:23 hours, the Interlocking Operator instructed the Train Operator to secure the consist on 
track 10.  
 
At 9:29 hours, the Interlocking Operator contacted the Maintenance Information Center (MOC), 
reported a dark signal at K99-302, and requested a response from the Office of Automatic Train 
Control Maintenance (ATCM) personnel. 
 
At 10:24 hours, the Interlocking Operator contacted the MICC, and requested to take a personal 
break. At 10:41 hours, the Interlocking Operator contacted the MICC, and advised that they had 
returned from their personal break and reported the red signal overrun. 
 
The Interlocking Operator notified the West Falls Church Division Assistant Superintendent and 
an Office of Rail Transportation (RTRA) Rail Supervisor of the event.  
 
The Button Rail Traffic Controller (RTC) notified the Rail Operations Information Center (ROIC) 
and the Operations Manager (OM) of the event. 
 
RTRA removed the Interlocking Operator and Train Operator from service for post-incident 
testing. The consist was removed from service for post-incident inspection.  
 
The probable cause of the Red Signal Overrun event at West Falls Church Yard on November 
19, 2023, was the Train Operator’s misinterpretation of instructions from the Interlocking Operator, 
and loss of situational awareness by the Train Operator when they failed to stop the train at the 
instructed location. Contributing factors were bulbs within the red aspects at signal K99-302 
required replacement, and the weather, as the forecast reported sunny conditions, which led to 
the red aspects at signal K99-302 being faintly noticeable, as reported by the Train Operator. 
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Incident Site 
 
West Falls Church Yard – Signal K99-302 
 
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:  

• Train Operator 
• Interlocking Operator 

 
• 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 Written Statement 
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• Train Operator Training Records  
• Train Operator Certifications  
• Train Operator 30-Day work history review  
• Interlocking Operator Written Statement 
• Interlocking Operator Training Records  
• Interlocking Operator Certifications  
• Interlocking Operator 30-Day work history review  
• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Rail Operations Control Center (ROCC) Incident Report 
• Maximo Data 

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

Recording Systems. This data includes: 
• ARS (Audio Recording System) playback [Radio and Landline Communications]  
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 

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

 
Investigation 
 
On Sunday, November 19, 2023, at 09:12 hours, a Train Operator performing yard duties in West 
Falls Church Yard passed signal K99-302, displaying a red aspect, traversing switches 301 and 
303A.  
 

 
Image 1 – Forward-facing Camera Image of the consist passing K99-302 at 09:12 hours. 
 
Prior to the event, the Train Operator secured rail cars in the Office of Car Maintenance (CMNT) 
Inspection Shop blow pit area on track 18. The Interlocking Operator instructed the Train Operator 
to board two rail cars (7595-7594) on track 1A. The Train Operator boarded the consist and was 
given instructions from the Interlocking Operator to move from signal K99-106 to signal K99-56 
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red, and then reverse ends. Next, the Interlocking Operator instructed the Train Operator to move 
from signal K99-68 to signal K99-88 red, and then reverse ends. 
 
The Audio Recording System (ARS) revealed that at 08:59 hours, the Interlocking Operator 
instructed the Train Operator to move from signal K99-96 with an absolute block to track 1B, 
couple to 7379-78x7500-01x7325-24, and then come away with the 8-car consist. At 09:07 hours, 
the Train Operator reported coupling 7595 to 7379. 
 
At 09:09 hours, the Interlocking Operator instructed the Train Operator to move from signal K99-
104 with an absolute block to the road crossing near the Train Operator’s Administration Building 
and secure the consist there. The Train Operator acknowledged and repeated the instructions. 
 

 
Image 2 - Forward-facing Camera Image of the consist located at the road crossing near the Train Operators 
Administration Building. 
 
The Closed-Circuit Television (CCTV) revealed that the consist arrived at the road crossing at 
09:12 hours, stopped briefly, and then continued across the road crossing, exceeding the absolute 
block and instructions from the Interlocking Operator. Seconds later, the consist passed signal 
K99-302, displaying a red aspect traversing switch 301 and trailed switch 303A. 
 

 
Figure 1 – West Falls Church Yard Layout Map of the incident area. The path of the train operating from the roadway 
towards the west side of the yard. The first circle is signal K99-302, which was red. The second circle is switch 303, 
which was trailed. It also shows switch 301 (after K99-302), which is not circled. 
 
 
At 09:13 hours, the Train Operator reported to the Interlocking Operator stopped at signal K99-
134 red. The Interlocking Operator instructed the Train Operator to hold at that location. Seconds 
later, signal K99-134 changed from red to lunar. 
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Image 3 - Forward-facing Camera Image of the consist located at K99-134 when the signal changed from red to lunar. 
 
At 09:17 hours, the Interlocking Operator exited the Tower and approached the consist at signal 
K99-134 without any personal protection equipment (PPE) on, then walked along the consist, 
stopped and bent down near switch 303, then walked towards the cab window where the Train 
Operator was located. 
 

 
Image 4 – Image of Switch 303A, indicating a trailed switch. 
 
 At 09:18 hours, the Interlocking Operator had a conversation with the Train Operator.  
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Image 5 – Image of the Interlocking Operator having a conversation with the Train Operator at 09:18 hours. 
 
The Train Operator moved the consist passing signal K99-134 lunar and stopped at K99-56 red, 
then the Train Operator reversed ends. At 09:19 hours, the Interlocking Operator returned to the 
Tower. 
 
At 09:23 hours, the Interlocking Operator instructed the Train Operator to move from signal K99-
68 with an absolute block to track 10 to secure the consist.  
 
At 9:29 hours, the Interlocking Operator contacted MOC, reported the red aspect was out at signal 
at K99-302, and requested a response from ATCM personnel. At 09:31 hours, the ATCM 
Supervisor contacted the Interlocking Operator via landline, and the Interlocking Operator 
reported that signal K99-302 had a dark aspect.  
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Image 6 – Image of Signal K99-302, with red aspects faintly noticeable. 
 
At 09:37 hours, the Interlocking Operator contacted the ATCM Supervisor and reported that 
switch 303 was out of correspondence. 
 
At 09:45 hours, the Interlocking Operator contacted a second Interlocking Operator located at 
Dulles Rail Yard and requested their assistance with the event. 
 
At 10:05 hours, ATCM personnel arrived at West Falls Church Yard, contacted the Interlocking 
Operator, requested and was granted permission to inspect switch 303. At 10:09 hours, the ATCM 
personnel requested the Interlocking Operator to exercise switch 303, the Interlocking Operator 
reported that switch 303 was out of correspondence in normal and reverse positions. 
 
At 10:24 hours, the Interlocking Operator contacted the MICC and advised that they were taking 
a personal break. At 10:41 hours, the Interlocking Operator contacted the MICC and advised that 
they were returning from their personal break and reported the red signal overrun event. 
 
At 10:48 hours, the Interlocking Operator contacted and notified the West Falls Church Division 
Assistant Superintendent of the red signal overrun event and reported moving the train after the 
incident, “because it was blocking the roadway.” 
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At 10:52 hours, the Interlocking Operator contacted a Rail Supervisor, advised them of the red 
signal overrun event, and requested that they report to West Falls Church Yard.  
 
At 11:00 hours, the Button RTC notified ROIC of the event. At 11:05 hours, the Button RTC 
notified the OM of the event. 
 
RTRA removed the Interlocking Operator and Train Operator from service. A second Rail 
Supervisor was dispatched to West Falls Church Tower to cover the Interlocking Operator position 
until a replacement operator arrived. 
 
At 12:00 hours, an Office of Safety Investigations (OSI) Investigator arrived at West Falls Church 
Yard and performed an assessment of the event.  
 
The Office of Chief Mechanical Officer/Incident Investigation Team (CMOR/IIT) completed an 
analysis of the data collected from the train involved in this incident. According to the train data, 
there were no mechanical failures detected would have contributed to the cause. The train 
responded to all commands entered through the master controller. 
 
ATCM confirmed that switch 303A had been trailed, Switch Obstruction Track Circuit Testing, 
Signal Light Testing, Switch Detector and Route Locking Testing, and  Switch Indication Locking 
Test were conducted, and no damages were found to the switch points, the switch machine, or 
the layout. Switch 303A was restored and placed back in service. 
 
ATCM performed an inspection of signal K99-302 and found that bulbs were “burned out” within 
the red aspects; the bulbs were replaced 
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
08:41:38 hours Train Operator: Reported secured rail cars in 18 blow pit. 

Interlocking Operator: Instructed to take two cars on track 1A. 
[Radio FC YD1] 

08:48:30 hours 
to  
08:55:24 hours 

The Interlocking Operator instructed the Train Operator to board two rail cars 
(7595-7594) on track 1A. The Train Operator boarded the consist and was 
given instructions from the Interlocking Operator to move from signal K99-106 
to signal K99-56 red, and then reverse ends. Next, the Interlocking Operator 
instructed the Train Operator to move from signal K99-68 to signal K99-88 red, 
and then reverse ends. 

08:59:51 hours Interlocking Operator: Instructed K99-96 absolute block to track 1B, make an 
add, and then come away with 8 cars. 
Train Operator: Acknowledged and repeated. [Radio FC YD1] 

09:07:56 hours Train Operator: Reported coupled 7595 to 7379. 
Interlocking Operator: Acknowledged and repeated. 
[Radio FC YD1] 

09:09:47 hours Interlocking Operator: Instructed K99-104 absolute block to the admin roadway 
and secure. 
Train Operator: Acknowledged and repeated. [Radio FC YD1] 

09:12:55 hours The consist passed K99-302 red. [CCTV] 
09:13:21 hours Train Operator: Reported standing by K99-134 red. 

Interlocking Operator: Instructed the operator to hold their location. 
[Radio FC YD1] 
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Time Description 
09:13:54 hours Signal K99-134 changed from red to lunar. [CCTV] 
09:17:10 hours The Interlocking Operator exited the Tower. [CCTV] 
09:18:18 hours The Interlocking Operator had a conversation with the Train Operator. [CCTV] 
09:18:45 hours The consist continued past signal K99-134 and stopped at K99-56. [CCTV] 
09:19:50 hours The Interlocking Operator returned to the Tower. [CCTV] 
09:23:26 hours Interlocking Operator: Instructed K99-68 absolute block to track 10 and secure. 

Yard Operator: Acknowledged. [Phone K99] 
09:29:20 hours Interlocking Operator: Contacted MOC and reported a red signal out at K99-

302 and requested ATCM to respond. [Phone K99] 
09:31:07 hours Interlocking Operator: Reported to ATCM that K99-302 had a dark aspect. 

[Phone K99] 
09:37:43 hours Interlocking Operator: Reported to ATCM that switch 303 was out of 

correspondence. [Phone K99] 
09:45:51 hours Interlocking Operator: Contacted another Interlocking Operator and requested 

assistance. [Phone K99] 
10:05:14 hours ATCM: Requested permission to inspect switch 303. 

Interlocking Operator: Granted permission. [Radio FC YD1] 
10:09:16 hours ATCM: Requested to exercise switch 303. 

Interlocking Operator: Acknowledged. [Radio FC YD1] 
10:11:11 hours Interlocking Operator: Reported switch 303 was out of correspondence in 

normal and reverse. [Radio FC YD1] 
10:24:12 hours Interlocking Operator: Contacted the Button RTC and advised that they were 

taking a personal break. [Phone K99] 
10:41:36 hours Interlocking Operator: Contacted the MICC and advised that they returned from 

taking a personal break. Reported a red signal overrun the yard.  
[Phone K99] 

10:48:18 hours Interlocking Operator: Contacted West Fall Church Assistant Superintendent 
and advised of the red signal overrun and reported moving the train because it 
was blocking the roadway. [Phone K99] 

10:52:59 hours Interlocking Operator: Contacted a Rail Supervisor and requested them to 
respond to the yard. [Phone K99] 

11:00:19 hours Button RTC: Notified ROIC of the red signal overrun. [Phone] 
11:05:06 hours Button RTC: Notified the Operations Manager of the red signal overrun. [Phone] 

Note: Times above may vary from other systems’ timelines based on clock settings. 
 
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 completed an analysis of the data collected from this incident. According to the train data, 
there were no mechanical failures detected at the time of the incident that might have contributed 
to its cause.  
 
The train responded to all commands entered through the master controller. The incident train 
(7548-7549-7378-7379-7500-7501-7324-7325) was observed overrunning signal K99-302 at 
9:12:35 (NVR time). The NVR is not clear enough to tell if the red/lunar lights were on. The train 
continued moving, thus trailing switch 301 in normal position. Following that, the train continued 
to move, and IIT suspects the incident train to have split switch 303 (based on NVR observation). 
The incident train stopped in front of signal K99-134.  
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It is worth noting that radio communications were established between the Interlocking Operator 
and the Train Operator. During such radio communications, the Train Operator acknowledged the 
Interlocking Operator's instruction to “Secure 8 cars at the admin roadway”. Unfortunately, such 
instruction was not followed, resulting in the incident train overrunning signal K99-302 and 
trailing/splitting switches 302 and 301. 
 
Time Description 
09:12:30 hours The incident train stopped at the road crossing near the 

WFC Operations Building. 

09:12:35 hours The incident train started moving towards signal K99-
302. 

09:12:56 hours The incident train started past signal K99-302. 

09:13:02 hours The incident train trailed switch 301. 

09:13:15 hours The incident train split switch 303. 

09:13:15 hours The incident train stopped in front of signal K99-134. 

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

 
Graph 1 – Data Analysis 
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Office of Car Maintenance (CMNT)  
Adopted from CMNT report: 
 
Performed a master control operation check and checked that brake rates were inspected on that 
car that had the red signal overrun. The master controller operates properly and the brake rates 
were inspected. Ran a DST, operates good. Checked for wheel flats, no flats found, the train is 
ready for service. All IIT recommendations complied with, no problem found, good daily 
inspection. 
 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
Adopted from COMR report: 
 
Radio checks were loud and clear 95% of the time in West Falls Church Yard. Checked with the 
Tower Supervisor as to where the overrun took place. Performed radio checks at that signal. That 
also was loud and clear. Also went to West Falls Church Station and performed radio checks 
along the platform, those checks were loud and clear both tracks 1& 2 inbound and outbound with 
exception of one area inbound side on track 1 that has a garage in the area. 
 
Automatic Train Control (ATCM) 
Adopted from ATCM report: 
 
West Falls Church Tower reported at about 9:31 AM that SW303 was out of correspondence. At 
9:34 AM, returned to the yard from Ballston Station. At 10:27 AM, ATC mechanics reported that 
SW 303A was trailed, but found no damage, internal or external. ATC Supervisors at West Falls 
Church Station responded to West Falls Church Yard Tower to pull out the record. Unfortunately, 
we were not able to pull it from the computer. The Interlocking Operator stated that they never set 
a lunar signal 302 and that the Train Operator overran red signal 302 between 8:30 AM to 9:00 
AM. 
 
ATCM confirmed that switch 303A had been trailed, Switch Obstruction Track Circuit Testing, 
Signal Light Testing, Switch Detector and Route Locking Testing, and  Switch Indication Locking 
Test were conducted, and no damages were found to the switch points, the switch machine, or 
the layout. Switch 303A was restored and placed back in service. 
 
ATCM performed an inspection of signal K99-302 and found that bulbs were “burned out” within 
the red aspects; the bulbs were replaced. 
 
Automatic Train Control Engineering (ATCE) 
Adopted from ATCE report: 
 
Data Regarding Red Signal 302 Overrun and Trailed Switch 303A could not be found due to a 
Server Synchronization error between two redundant servers at K99/West Falls Church Yard. 
Servers A and B experienced a fault on the 15th of November, and data between this failure and 
the 20th of November, when the ATC Engineer contacted Rail Comm to resolve the issue, has 
been lost. 
 
Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
RTRA determined that the Train Operator violated several rules and procedures in relation to this 
event.  
The Train Operator was certified and began performing train operator duties on January 8, 2023, 
and since becoming a Train Operator, committed several operational violations.  
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• On March 18, 2023, a Station Overrun, resulted in disciplinary action, refresher training, 
and a supervisor ride. 

• On March 29, 2023, a RWP Safety Violation resulted in disciplinary action and a written 
warning. 

• On April 15, 2023, a Red Signal Overrun, resulted in disciplinary action. 
The seriousness of the violations committed resulted in the Train Operator being disqualified from 
train operations. 
 
RTRA determined that the Interlocking Operator violated Level II Operational/Safety policy and 
procedures by not wearing a safety vest prior to entering the roadway and for failing to make the 
proper notifications in a timely manner following the red signal overrun. The Interlocking Operator 
was also re-instructed that following the red signal overrun, the incident train should not have 
moved until an inspection had been conducted by ATCM personnel. 
 
All Interlocking Operators were re-instructed to be very specific when providing instructions to 
operators regarding the road crossing near the administrative building as well as to ensure they 
receive a 100% repeat back. 
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed two people. The interviews identified 
the following key findings associated with this event. Findings detailed below include reported information 
from involved personnel and may conflict with other data sources contained in the report. 
 
Train Operator 
 

• The Train Operator stated that they took two cars from 1A, took them back to 1B, coupled 
them, and made 8 cars revenue-ready.  The Train Operator stated that they were given 
an absolute block to the roadway.  

• The Train Operator stated that they thought the Interlocking Operator meant the roadway 
on the west side of the yard since they are usually given instructions to another signal.  

• The Train Operator stated that they were operating safely at normal speed, and after they 
crossed the roadway, they couldn't tell if the signal was red or lunar.  

• The Train Operator stated that the glare of the sun made it hard to tell what the signal was, 
and they weren’t paying attention.  

• The Train Operator stated that they told the Tower that they were at a red signal, was 
instructed to stand by, and then they received a lunar.   

• The Train Operator stated that the Interlocking Operator came out to the train and told 
them that they ran the red signal.  

• The Train Operator stated that the Interlocking Operator told them to take the train to K99-
56, key down reverse, and go to track 10.  

• The Train Operator stated that after securing the train on track 10, they returned to signal 
K99-302 and confirmed that the signal was red, but the glare from the sun made the color 
light. 

 
Interlocking Operator 
 

• The Interlocking Operator stated that they instructed the Train Operator to get two cars on 
track 1B, and once the cars were coupled and revenue-ready, the Operator was given a 
lead to secure them at the roadway.  

• The Interlocking Operator stated that they were doing paperwork writing down what the 
Train Operators were doing, and then the Operator informed them that they were holding 
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at K99-134 red. The Interlocking Operator stated that the Operator passed signal K99-302 
red, and stopped at the very next signal, which was K99-134. 

• The Interlocking Operator stated that K99-302 was red and that they did not set a lunar at 
the signal.  

• The Interlocking Operator stated that they contacted Central and requested a personal 
break to go to the train and see what happened.  

• The Interlocking Operator stated that they asked the Operator why they didn’t stop at the 
roadway, and the Operator replied that they were still going to the roadway. The 
Interlocking Operator stated that they showed the Operator where the roadway was.   

• The Interlocking Operator stated that they looked to make sure that the switch was laying 
in the correct position for the train to still move and confirmed the switch was in the correct 
position.  

• The Interlocking Operator stated that they noticed that the train was blocking the roadway, 
and did not want to keep the roadway blocked, they returned to the Tower, and then sent 
the Operator a lead to continue to clear signal K99-68. 

• The Interlocking Operator stated that they might have set the signal at K99-134 before 
exiting the Tower.  

• The Interlocking Operator stated that notified Central and then ATC, and they responded 
to the yard. The Interlocking Operator stated that they did not notify Central of the red 
signal overrun because they were not 100% sure if the train had run the red signal. 

• The Interlocking Operator stated that they noticed the interlocking screen flashing, and 
that was an indication that the switch was out of correspondence and indicated that a train 
was going over the switch.   

• The Interlocking Operator stated that the ATC technician came to the Tower and said that 
something wasn’t right.  

• The Interlocking Operator stated that they delayed notifying Central about the red signal 
overrun because they were troubleshooting and trying to figure out exactly what the issue 
was. 

• The Interlocking Operator stated that there are two roadways in the yard, and the 
Operators know where the admin building roadway is because that is where they park. 

 
Weather 
 
On November 19, 2023, at the time of the incident, NOAA recorded the temperature as 50°F, 
Sunny, winds 6 mph, and 46% humidity.  The weather was a contributing factor in this incident 
(Weather source: NOAA) – Location: Falls Church, VA. 
 
Related Rules and Procedures 
 
Metrorail Operating Rulebook –  
1.1 Guiding Safety Principles 
1.2 Incident Reporting 
3.1 Passing a Stop Signal 
3.2 Absent or Imperfectly Displayed Signal 
3.3 Signals Requiring a Stop 
3.4 Improperly Lined Switches 
12.4 Radio Transmission & Reception Procedures 
17.11 Personal Protective Equipment Standard for On-Track Safety 
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Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
Train Operator 
 
We evaluated signs and symptoms of fatigue that may have been present at the time of the 
incident. No signs or symptoms of fatigue were detected from the available data. Video of the 
incident was reviewed for signs of the Train Operator's fatigue. No signs or symptoms of fatigue 
were evident from the video. The Train Operator reported feeling fully alert at the time of the 
incident. The Train Operator reported experiencing no symptoms of fatigue in the time leading up 
to the incident. 
 
Interlocking Operator 
 
We evaluated signs and symptoms of fatigue that may have been present at the time of the 
incident. No signs or symptoms of fatigue were detected from the available data. Video of the 
incident was reviewed for signs of the Interlocking Operator's fatigue. No signs or symptoms of 
fatigue were evident from the video. The Interlocking Operator reported feeling fully alert at the 
time of the incident. The Interlocking Operator reported experiencing no symptoms of fatigue in 
the time leading up to the incident. 
 
Fatigue Risk   
 
Train Operator 
 
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 Train Operator 
reported keeping a regular sleep schedule in the days leading up to the incident. The Train 
Operator worked one shift in the days leading up to the incident. The Train Operator was awake 
for 2.366666667 hours at the time of the incident The Train Operator reported 8 hours of sleep in 
the 24 hours preceding the incident. The off-duty period was 15.16666667 hours which provides 
an opportunity for 7-9 hours of sleep. This was more than the Train Operator’s usual workday 
sleep durations. The employee reported no issues with sleep. 
 
Interlocking Operator 
 
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 Interlocking 
Operator reported keeping a regular sleep schedule in the days leading up to the incident. The 
Interlocking Operator worked 0 shifts (Assigned Days Off) in the days leading up to the incident. 
The Interlocking Operator was awake for 12.2 hours at the time of the incident. The Interlocking 
Operator reported 7 hours of sleep in the 24 hours preceding the incident. The off-duty period 
was 33 hours which provides an opportunity for 7-9 hours of sleep. This was more than the 
Interlocking Operator’s usual workday sleep durations. The Interlocking Operator reported no 
issues with sleep. 
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the Train Operator complied with and was 
not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
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WMATA's Drug and Alcohol Program determined that the Interlocking Operator complied with 
and was not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 
 

• The Train Operator acknowledged misinterpreting the instructions to stop at the road 
crossing. 

• The Train Operator reported a glare from the sun reduced the visibility of observing the 
red signal. 

• The Interlocking Operator contacted MOC and requested ATCM for a dark signal but did 
not inspect the signal. 

• The Interlocking Operator contacted ATCM and reported a switch out of 
correspondence. 

• The Interlocking Operator exited the Tower, approached the train, and informed the 
Train Operator that they passed a red signal. 

• The Interlocking Operator instructed the Train Operator to move the train after the 
incident. 

• The Interlocking Operator did not report the event to the RTC for over an hour after the 
occurrence. 
 

Immediate Mitigation to Prevent Recurrence 
 

• ATCM inspected and restored switch 303A. 
• The Train Operator was removed from service. 
• The Interlocking Operator was removed from service. 

 
Probable Cause Statement 
 
The probable cause of the Red Signal Overrun event at West Falls Church Yard on November 
19, 2023, was the Train Operator’s misinterpretation of instructions from the Interlocking Operator, 
and loss of situational awareness by the Train Operator when they failed to stop the train at the 
instructed location. Contributing factors were bulbs within the red aspects at signal K99-302 
required replacement, and the weather, as the forecast reported sunny conditions, which led to 
the red aspects at signal K99-302 being faintly noticeable, as reported by the Train Operator. 
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Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
112900_SAFE
CAPS_RTRA
_001 

The Train Operator was disqualified from train 
operations. 

RTRA Completed 

112900_SAFE
CAPS_ROQT
_001 

The Interlocking Operator to attend refresher training.  ROQT Completed 

112900_SAFE
CAPS_RTRA
_002 

Re-Instruction to all Interlocking Operators on proper 
communication relating to instructions at the 
Administrative Building roadway, and 100% repeat 
back of instructions. 

RTRA Completed 

112900_SAFE
CAPS_ATCM
_001 

Replace bulbs at signal K99-302. Also provide Periodic 
Maintenance Instructions on how to inspect, clean and 
test the intensity of light bulbs, clean lenses and repair 
rail signals.  

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.   
 
Train Operator 
 
The Train Operator is a WMATA employee with 9 years of service and less than 1 year of 
experience as a Train Operator. The Train Operator holds a Roadway Worker Protection (RWP) 
Level 2 certification that expires in August 2024. 
 
The Train Operator stated that they were fully alert prior to the incident.  
 
The Train Operator stated that they added a two-pack to a 6 pack; they took two cars from 1A 
took them back to 1B, hooked them up, and made 8 cars revenue-ready.  The Train Operator 
stated that they were given an absolute block to the roadway.  
 
The Train Operator stated that they thought the Interlocking Operator meant the roadway on the 
west side of the yard because they are usually given instructions to another signal. The Train 
Operator stated that they usually take the train to signal K99-56, and thought that when the 
Operators come on duty, they would take the train from the yard.  
 
The Train Operator stated that they were operating safely at normal speed, and when they 
crossed the roadway, they couldn't tell if the signal was red or lunar, they had no idea what the 
signal was. The Train Operator stated that the glare of the sun made it hard to tell what the signal 
was, so they weren’t paying attention.  
 
The Train Operator stated that they thought they were given lunar signals all the way around, and 
when they got to the next single, it was red. The Train Operator stated that they told the Tower 
and was instructed to stand by, and then they received a lunar.   
 
The Train Operator stated that the Interlocking Operator came out and told them that they ran the 
red signal. The Train Operator stated that the Interlocking Operator told them to take the train to 
K99-56, key down reverse, and go to track 10.  
 
The Train Operator stated that if they can’t tell what the signal is, they’re supposed to stop. 
 
The Train Operator stated that they assumed that the signals were lunar.  
 
The Train Operator stated that after securing the train on track 10, they returned to signal K99-
302 and confirmed that the signal was red, but the glare from the sun made the color light. 
 
The Train Operator stated that there were radio communication issues in the yard. 
 
The Train Operator stated that they received training in the yard with Rail Training. 
 
Interlocking Operator 
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The Interlocking Operator is a WMATA employee with 15 years of service and 5 years of 
experience as an Interlocking Operator. The Interlocking Operator holds a Roadway Worker 
Protection (RWP) Level 2 certification that expires in January 2024. 
 
The Interlocking Operator stated that they reported for duty on November 18, 2023, at 10:00 PM 
and were working an overtime shift prior to working their regular scheduled shift.  
 
The Interlocking Operator stated that prior to the incident, they were setting up moves for the Yard 
Operators. The Interlocking Operator stated that they instructed the Train Operator to get two cars 
on track 1B, and once the cars were coupled and revenue-ready, the Operator was given a lead 
to secure them at the roadway.  
 
The Interlocking Operator stated that they were doing paperwork writing down what the Train 
Operators were doing, and then the Operator informed them that they were holding at K99-134 
red. The Interlocking Operator stated that the Operator passed signal K99-302 red, and stopped 
at the very next signal, which was K99-134. 
 
The Interlocking Operator stated that K99-302 was red and that they did not set a lunar at the 
signal.  
 
The Interlocking Operator stated that they contacted Central and requested a personal break to 
go to the train and see what happened. The Interlocking Operator stated that they did not inspect 
K99-302 because they did not set a lunar at the signal. The Interlocking Operator stated that they 
asked the Operator why they didn’t stop at the roadway, and the Operator replied that they were 
still going to the roadway. The Interlocking Operator stated that they showed the Operator where 
the roadway was.   
 
The Interlocking Operator stated that they looked to make sure that the switch was laying in the 
correct position for the train to still move and confirmed the switch was in the correct position. The 
Interlocking Operator stated that noticed that the train was blocking the roadway, and not to keep 
the roadway blocked, they returned to the Tower, then sent the Operator a lead to continue to 
clear signal K99-68. 
 
The Interlocking Operator stated that they might have set the signal at K99-134 before exiting the 
Tower.  
 
The Interlocking Operator stated that notified Central and then ATC, and they responded to the 
yard. The Interlocking Operator stated that they did not notify Central of the red signal overrun 
because they were not 100% sure if the train had run the red signal. 
 
The Interlocking Operator stated that they noticed the interlocking screen flashing, and that was 
an indication that the switch was out of correspondence and indicated that a train was going over 
the switch.   
 
The Interlocking Operator stated that the ATC technician came to the Tower and said that 
something wasn’t right.  
 
The Interlocking Operator stated that they contacted another Interlocking Operator who used to 
work at the Division for guidance, but they did not help.  
 
The Interlocking Operator stated that they delayed notifying Central about the red signal overrun 
because they were troubleshooting and trying to figure out exactly what the issue was. 
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The Interlocking Operator stated that there are two roadways in the yard, and the Operators know 
the admin building roadway because that is where they park. 
 
The Interlocking Operator stated that they had worked at West Falls Church Yard in the past and 
that they had returned 3-4 months ago. 
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Appendix B – Written Statements 
 
 

 
Document 1 – Incident Report Form (ATCM), Page 1 of 3 
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Document 2 - Incident Report Form (ATCM), Page 2 of 3 
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Document 3 - Incident Report Form (ATCM), Page 3 of 3 
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Appendix C – Certifications 
 
 

 
Document 4 – Train Operation Certification for the Train Operator, Page 1 of 2 
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Document 5 - Train Operation Certification for the Train Operator, Page 2 of 2 
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Document 6 - Train Operation Certification for the Interlocking Operator, Page 1 of 2 
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Document 7 - Train Operation Certification for the Interlocking Operator, Page 2 of 2 
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Document 8 – Interlocking Operator Certification for the Interlocking Operator, Page 1 of 2 
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Document 9 - Interlocking Operator Certification for the Interlocking Operator, Page 2 of 2 
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Appendix D – ATCE Oracle Report 
 
 

 
Document 10 – ATCE Oracle Report, Page 1 of 2 
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Document 11 - ATCE Oracle Report, Page 1 of 2 
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Appendix E – Maximo Reports 
 
 

 
Document 12 – Maximo Report #18246240 (ATCM), Page 1 of 2 
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Document 13 - Maximo Report #18246240 (ATCM), Page 2 of 2 
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Document 14 - Maximo Report # 18265862 (COMR), Page 1 of 1 
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Document 15 - Maximo Report # 18246243 (CMNT), Page 1 of 2 
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Document 16 - Maximo Report # 18246243 (CMNT), Page 2 of 2 
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Document 17 - Maximo Report #18341940 (ATCM), Page 1 of 2 
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Document 18 - Maximo Report #18341940 (ATCM), Page 2 of 2 
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Appendix F – 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 E23847 

 
Date of Event: November 25, 2023  
Type of Event: O-8: Red Signal Overrun  
Incident Time: 14:12 hours  
Location: Spring Hill Station, Track 2  
Time and How received by SAFE: 14:14 hours – MAC Desk  
WMSC Notification Time: 16:10 hours  
Responding Safety Officers: Office of Safety Investigations (OSI) 
Rail Vehicle: Train ID 613  

(L7608-09x7537-38x7510-11x7505-04T) 
Injuries: None  
Damage: None 
Emergency Responders: Metro Transit Police Department (MTPD) 

Emergency Response Team (ERT)   
SMS I/A Number 20231126#113014 
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Spring Hill Station – Red Signal Overrun      
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS   Audio Recording System  

ATC  Office of Automatic Train Control   

CCTV  Closed-Circuit Television 

CMOR   Office of Chief Mechanical Officer  

ER   Event Recorder  

ERT   Emergency Response Team  

IIT   Incident Investigation Team  

MAC   Mission Assurance Coordinator  

MOR  Metrorail Operating Rulebook 

MTPD   Metro Transit Police Department  

OSI   Office of Safety Investigations  

NOAA  National Oceanic and Atmospheric Administration 

RTC  Rail Traffic Controller  

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

SAFE  Department of Safety  

SMS  Safety Measurement System  

TRST   Office of Track and Structures  

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 Saturday, November 25, 2023, at 07:04 hours, the Radio Rail Traffic Controller (RTC) 
announced over Radio Ops 4 that trains were single-tracking between Spring Hill and Wiehle-
Reston Stations on track 2, and track 1 was out of service.  
 
At 14:04 hours, Train ID 613, a Silver line, eight-car 7000 series train, entered the platform limits 
at Spring Hill Station on track 2, traveling at 16 MPH. Train ID 613 came to a complete stop four 
feet from the eight-car marker, and then stop and proceed mode was initiated to move to the 
eight-car marker. After servicing the station, the Radio RTC instructed the Train Operator to hold 
on the platform due to another train coming through the single tracking area.  
 
At 14:09 hours, the Radio RTC instructed the Train Operator to close and continue and granted 
a permissive block no closer than ten feet to signal N04-08. The Train Operator gave the Radio 
RTC a repeat back, but the audio was low, so it was difficult to determine if the transmission was 
a 100 percent repeat back. The Train Operator was under the assumption that the Radio RTC 
gave them a permissive block to the next station. Instead of stopping ten feet before signal N04-
08, the Train Operator continued to the next station. This resulted in the Train Operator 
overrunning the red signal at N04-08.  
 
RTRA removed the Train Operator from service. The train was removed from service for post-
incident inspection. 
 
The probable cause of the Red Signal Overrun on November 25, 2023, at Spring Hill Station, 
track 2, was a lack of effective communication. The Train Operator misunderstood the Radio RTC 
instructions to proceed no closer than ten feet to signal N04-08.    
 
Incident Site 
 
This is an outdoor station with direct fixation tracks. The station has a center platform and an 
interlocking on the outbound end of the staion.  
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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 Interview – SAFE interviewed one individual as part of this investigation. The 
interview included persons present at, during, and after the incident, those directly 
involved in the response process, and representatives from the Washington Metrorail 
Safety Commission (WMSC). SAFE interviewed the following individual:  

• Train Operator  
 

• 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 record systems. These records include: 

• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA)  
• 30-Day Work History  
• Training Records  
• Train Operator Certification Records  
• ROCC Report  
• ATCM Incident Timeline Report  

Overran Signal 

Train ID 613 
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• ATCM Interlocking Inspection  
 

• System Data Recording Review – A collection of information contained in Metro Data 
Recording Systems. This data includes: 

• Audio Recording System (ARS) playback, including Ops. 4 Radio, Silver Line 
Phone, MAC Desk Line 

• Closed-Circuit Television (CCTV)  
• SPOTS Report 
• VMDS Data  

  
Investigation 
 
On November 25, 2023, at 04:34 hours, the Radio RTC permitted an Office of Track and Structure 
(TRST) work crew to perform concrete tie replacement between N1 780+00 to 897+00. At 07:04 
hours, the Radio RTC announced over Radio Ops 4 that trains were single-tracking between 
Spring Hill and Wiehle-Reston Stations on track 2, and track 1 was out of service. 
 
At 14:04 hours, Train ID 613, a Silver line, eight-car 7000 series train, entered the platform limits 
at Spring Hill Station on track 2, traveling at 16 MPH. Train ID 613 came to a complete stop four 
feet from the eight-car marker, and stop and proceed mode was initiated to move to the eight-car 
marker.  
 
At 14:06 hours, after servicing the station, the Radio RTC instructed the Train Operator of Train 
ID 613 to hold on the platform due to another train coming through the single tracking area. At 
14:09 hours, the Radio RTC instructed the Train Operator to close and continue and granted a 
permissive block no closer than ten feet to signal N04-08. The Train Operator gave the Radio 
RTC a repeat back, but the audio was low, so it was difficult to determine if the transmission was 
a 100 percent repeat back.  
 
At 14:12 hours, an AIMS alarm alerted the Radio RTC to ask the Train Operator if they passed 
signal N04-08 red. The Train Operator confirmed they passed the red signal. The Train Operator 
was supposed to wait until Train ID 607 cleared the single tracking area before proceeding. It 
appeared that Train ID 613 overran the red signal before Train ID 607 cleared the interlocking.   
 
During the formal interview, the Train Operator stated that they were under the assumption that 
the Radio RTC gave them a permissive block to the next station. Instead of stopping ten feet from 
signal N04-08, the Train Operator stopped 32 feet after the red signal. This resulted in the Train 
Operator overrunning the signal N04-08 red.  
 
At 14:14 hours, an RTRA Supervisor contacted the Buttons RTC and informed them they were 
onboard Train ID 613. The RTRA Supervisor moved the 52 customers that were onboard the train 
to the trailing car to assist with offloading the customers onto a rescue train. At 14:16 hours, the 
Radio RTC informed Train ID 614 they would serve as the rescue train.  
 
At 14:24 hours, Train ID 614 performed close-in procedures and advised the Radio RTC that they 
were two feet away from Train ID 613 and keyed down. The RTRA Supervisor and Train Operator 
assisted the customers back to the platform at Spring Hill Station by walking them through the 
bulkhead doors of the rescue train.  
 
The Emergency Response Team (ERT) conducted a track inspection and deemed the track safe 
for revenue service. The Office of Automatic Train Control (ATC) crew inspected the interlocking 
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and obstruction tests. The ATC crew reported no damage to any ATC equipment, and the 
interlocking was safe to be utilized.  
 
No customers or WMATA personnel reported any injuries during this event.  

 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
04:34:20 hours Radio RTC granted permission to TRST to perform concrete tie replacement 

between N1 780+00 to 897+00. [Ops. 4] 
07:04:09 hours Radio RTC: Announced single tracking utilizing track 2. [Ops. 4] 
14:05:04 hours Train ID 613: Contacted the Radio RTC to inform them they lost speed 

commands.  
Radio RTC: Granted Train ID 613 a permissive block to the 8-car marker at 
Spring Hill Station. [Ops. 4]  

14:06:02 hours  Radio RTC: Instructed Train ID 613 to reopen their doors due to another train 
coming through the single tracking area.  
Train ID 613: Provided 100% repeat back. [Ops. 4]   

14:09:07 hours  Radio RTC: Informed Train ID 613 they could close and continue and granted 
a permissive block no closer than 10 feet to signal N04-08 red while the train 
comes through the single tracking area.  
Train ID 613: Provided a repeat back. (audio was low). [Ops. 4]  

14:12:05 hours  Radio RTC: Inquired if Train ID 613 passed signal N04-08.  
Train ID 613: Confirmed passing the signal. [Ops. 4]  

14:14:05 hours  RTRA Supervisor: Contacted Button RTC to inform them they were on board 
Train ID 613. [Silver Line Phone]  

14:14:30 hours  Radio RTC: Instructed the RTRA Supervisor to assist customers to the trailing 
car of Train ID 613 and Train ID 614 would be the rescue train to get the 
customers.  
RTRA Supervisor: Provided a 100% repeat back. [Ops. 4]  

14:15:55 hours  Button RTC: Informed the ROIC Controller that Train ID 613 overran red 
signal N04-08. [Silver Line Phone]   

14:16:21 hours  Button RTC: Informed Ashburn Terminal Supervisor of the red signal overrun. 
[Silver Line Phone]   

14:16:46 hours  Radio RTC:  Informed Train ID 614 that after servicing Greensboro Station, 
they would have a permissive block no closer than two feet of Train ID 613 
and to proceed with safety stops.  
Train ID 614: Provided a 100% repeat back. [Ops. 4]   

14:19:46 hours  Button RTC: Contacted MOC to request ATC and ERT to respond to Spring 
Hill Station for a red signal overrun. [Silver Line Phone]  

14:23:07 hours  RTRA Supervisor: Informed the Button RTC that all customers were on the 
trailing car of Train ID 613. [Silver Line Phone]  

14:24:49 hours  Train ID 614: Advised the Radio RTC they were keyed down and radio check 
on their hand held. [Ops. 4]  

14:24:57 hours  Radio RTC: Inquired if any ADA customers were on board Train ID 613.  
RTRA Supervisor: Informed the Radio RTC there were none. [Ops. 4]  

14:24:59 hours  MAC Desk: Notified the On-Call Safety Officer of the red signal overrun at 
Spring Hill Station. [MAC Line]  
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Time Description 
14:25:09 hours  Radio RTC: Inquired if Train ID 614 was two feet away.  

Train ID 614: Confirmed they were.  
Radio RTC: Instructed Train ID 614 to contact the RTRA Supervisor on Train 
ID 613. [Ops.4]  

14:25:58 hours  RTRA Supervisor: Advised that there were 52 customers on board Train ID 
613. [Ops. 4]  

14:29:28 hours  MICC AOM: Provided Division Superintendent with an update on the 
situation. [Rail 2 Line]  

14:29:28 hours  RTRA Supervisor: Advised the Radio RTC that all the customers were on the 
rescue train. 
Radio RTC: Provided a 100% repeat back. [Ops. 4]   

14:29:46 hours  Radio RTC: Instructed Train ID 614 to reverse ends to their downtown end 
and key the customers off.  
Train ID 614: Provided a 100% repeat back. [Ops. 4]  

14:33:45 hours  RTRA Supervisor: Advised the Radio RTC that all the customers were on the 
platform. 
Radio RTC: Gave a 100% repeat back. [Ops. 4]  

14:41:43 hours  MAC: Provided the WMSC with an update of the red signal overrun. The 
WMSC provided an event scene release. [MAC Line]   

14:44:38 hours  ATC Personnel: Contacted the Button RTC to advise they were on the scene 
at Spring Hill Station and requested permission to enter the roadway.  
Buttons RTC: Instructed the ATC Personnel to make their request over the 
radio. [Silver Line Phone]   

14:48:26 hours  Radio RTC: Advised Train ID 614 they had an absolute block to Greensboro 
Station and was in service.  
Train ID 614: Provided a 100% repeat back. [Op. 4]  

14:50:06 hours  ATC Personnel: Contacted the Radio RTC to request permission to enter the 
roadway to conduct an interlocking inspection, under ETO protection, and 
take control of the panel at Spring Hill Station.  
Radio RTC: Inquired who would have control of the panel.  
ATC Personnel: Provided the ATC call number of the personnel controlling 
the panel.  
Radio RTC: Provided a 100% repeat back. [Ops. 4]  

14:57:58 hours  ERT Unit: Contacted the Radio RTC to request permission to enter the 
roadway under ATC’s ETO protection to perform a track inspection.  
Radio RTC: Granted permission. [Ops. 4]  

15:07:53 hours  ERT Unit: Inquired if the train could be moved to verify if there was any 
damage to switch 1B or the train, but it didn’t appear to be any at the time. 
Radio RTC: Responded negative and to stand by. [Ops. 4]  

15:12:14 hours  SAFE Investigator: Contacted the Radio RTC to request FT to enter the 
roadway to join ATC and ERT.  
Radio RTC: Granted FT to SAFE and RTRA Supervisor to enter the roadway. 
[Ops. 4]  

15:16:29 hours  RTRA Supervisor & SAFE Investigator: Relinquished the FT. [Ops. 4]  
15:24:52 hours SAFE Investigator: Informed the Radio RTC that all pictures had been taken, 

ERT, and ATC were clear, and they wanted to clear the signal to conduct an 
interlocking inspection.  
Radio RTC: Acknowledged the request. [Ops. 4]  

15:27:35 hours  Radio RTC: Granted the RTRA Supervisor an absolute block to move the 
train back to the Spring Hill Station platform. [Ops. 4]  
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Time Description 
15:30:09 hours  ERT Unit: Advised the Radio RTC that there were no damaged track 

components, and the tracks were safe for revenue service.  
Radio RTC: Provided a 100% repeat back. [Ops.4]  

15:39:32 hours  ATC Personnel: Advised all personnel were clear from the roadway and the 
interlocking was back in service.  
Radio RTC: Provided a 100% repeat back and advised Central was taking 
over the panel [Ops. 4]  

15:40:22 hours  All personnel cleared from the roadway. Tracks safe for revenue service.  
15:48:04 hours  Train ID 602 was the first train to service Spring Hill Station. [SPOTS Report]  

**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
 
Office of Automatic Train Control Maintenance  
Adopted from ATC report with minor formatting and grammatical edits: 
 
“Around 14:26 hours on the day of the incident, MOC dispatched an ATC Technician to N04 for 
a train that overran a red signal. An ATC crew went roadside for an inspection. There was 
someone in the room recording the relay positions. After the train pulled out of the interlocking, 
the roadside crew inspected switch 1B. There was no damage to ATC equipment. The ATC crew 
then performed switch obstruction tests and placed the interlocking back in service.” 
  
The Office of Chief Mechanical Officer (CMOR) / Vehicle Monitoring and Diagnostic System 
(VMDS)  
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 
CMOR IIT completed the download and analysis of data and NVR video from Train ID 613, 
(L7608-7609x7537-7538x7510-7511x7505-7504T), which was reported for a Red Signal Overrun 
at Spring Hill N04-08 signal. 
 
Based on vehicle monitoring and diagnostic system (VMDS) and event recorder (ER) data, Train 
ID 613’s ATP Speed limit dropped to 0 MPH, and a full-service brake was applied 4 feet before 
reaching Spring Hill’s 8th Car Marker. The stop and proceed mode was initiated, and the train 
moved to the 8th car marker, then stopped. 
  
The doors were opened on the left side to service the station. The doors closed and master 
controller was placed in P1-P4 power mode and, the train began to move towards Wiehle-Reston 
without speed commands. 
 
The train stopped 29 feet before the red signal N04-08 and moved by placing the master controller 
in P1-P4 power mode, the train passed the red signal N04-08 at a speed of 4 MPH and then came 
to a complete stop 32 feet after passing the Red Signal. Based on VMDS data, there were no 
faults with the train that contributed to the cause of this incident. The train performed as designed.  
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Time Description of Events Train 
Speed 

Master 
Controller 

ADU 
Regulated 

Speed 

Limiting 
Speed 

Chain 
Marker. 

14:04:11 
Train ID 613, with Lead Car 7608 
entered Spring Hill platform limits, on 
Track# 2, at speed 16 Mph. 

16 
MPH B1-B3 22 MPH     22 

MPH 
765+11 

14:04:42 
Train’s ATP Limit speed drops from 
22 Mph to 0 Mph. Train speed was 3 
Mph. 10 feet before the 8th car marker. 

3 MPH B1-B3 22 MPH    0 MPH 
771+01 

14:04:43 
Train’s ADU Regulated Speed Drops 
to 0 Mph, train speed 2.5 Mph, 5 feet 
before the 8th car marker. 

2.5 
MPH B4 0 MPH 0 MPH 771+06  

14:04:45 Train came to a complete stop 4 feet 
before the 8th car marker 0MPH B4 0 MPH 0MPH 771+07 

14:05:19 Stop and proceed was initiated.  0 MPH B4 0 MPH 1 MPH 771+07  

14:05:25 
The Master Controller placed in the 
P1-P4 Power Mode and train moved 
4 feet to the 8th car marker.  

0 MPH P1-P4 0 MPH 1 MPH 771+11  

14:05:29 Train came to a complete Stop at the 
8th car Marker. 0 mph B5 0 mph 1 mph 771+11 

14:06:17 Left side doors opened and station 
serviced.  0 MPH B5 0 MPH 1 MPH 771+11 

14:09:15 Left side doors closed and locked. 0 MPH B4 0 MPH 1 MPH 771+11 

14:09:32 The Master Controller placed P1-P4 
Power Mode and train began to move. 

0.36 
MPH P1-P4 0 MPH 1 MPH 771+12 

14:10:31 Train came to a complete stop 29 feet 
before the Red Signal N08-02. 0 MPH B5 0 MPH 1 MPH 778+73 

14:10:36 The Master Controller placed at P1-
P4; Train began to move.  

0.12 
MPH P1-P4 0 MPH 1 MPH 778+73 

14:10:46 
Train passed RED signal N08-02 at 
speed 4 Mph; Master controller 
placed in P1-P4 power position.  

4 MPH P1-P2 0 MPH 1 MPH 779+02 

14:10:51 
Train came to a complete stop 32 feet 
after N08-02 Signal. Master controller 
placed at B5. 

0 MPH B5 0 MPH 1 MPH 779+34 
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Interview Findings 
As part of the investigation launched into the event, SAFE interviewed one person. The interview identified 
the following key findings associated with this event. The findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 
 

• The Train Operator was certified as a Train Operator in August 2023.  
• The Train Operator previously worked at Glenmont Division but recently changed to Largo 

Division.  
• The Train Operator has been at Largo Division for about four weeks.  
• The Train Operator mainly operated on the Blue Line, and the day of the incident was their 

first time operating on the Silver Line.  
• The Train Operator was completing their third-round trip during the red signal overrun.  
• The Train Operator entered stop and proceed mode to berth at the 8-car marker of Spring 

Hill Station.  
• When the Radio RTC gave the Train Operator a permissive block to signal N04-08, they 

thought the permissive block was to the next station.  
• The Train Operator stated that the Radio RTC never corrected them when they gave a 

repeat back. 
 
Weather 
 
On November 25, 2023, at the time of the incident, NOAA recorded the temperature as 42.8°F, 
with clear skies and 38.71% humidity. Spring Hill is an outdoor station. Weather was not a 
contributing factor in this incident. (Weather source: NOAA) – Location: Vienna, VA 
 
Related Rules and Procedures 
 
3.3 Signals Requiring a Stop 

Rail vehicles shall not be operated past or closer than a point 10 feet in approach of an 
interlocking signal or lamp displaying a red aspect, a red flag, or a dark interlocking signal, 
except at a bump post or entering a pocket track, or unless authorized by the Rail Traffic 
Controller or the Interlocking Operator and the move is consistent with customer safety.  
 

9.8 Speed Commands  
9.8.1 Rail Vehicle Operator shall not move trains with zero speed commands except after 
notifying the Rail Traffic Controller or Terminal Supervisor and being given permission to 
move with zero speed commands and either a permissive block going with traffic or an 
absolute block going against traffic.   
 
9.8.2 Upon losing speed commands on the platform, Rail Vehicle Operators shall not 
adjust the train in the same direction of traffic to service the station without contacting the 
Rail Traffic Controller or Terminal Supervisor for permission.  
 
9.8.3 On 7000 Series Trains – If speed commands are lost on the mainline, and the consist 
to a complete stop with the Aspect Display Unit displaying the code number; the Operator 
must contact the Rail Traffic Controller or Terminal Supervisor to obtain either a 
permissive block or absolute block before entering the corresponding number on the 
Aspect Display Unit touchpad to enter Stop and Proceed Mode.  
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12.4 Radio Transmission & Reception Procedures  
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.  

 
Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. The available data indicated no sign of fatigue.  The video of the incident was reviewed 
for behaviors suggesting fatigue. No indications of fatigue were evident from the video. The Train 
Operator reported feeling fully alert at the time of the incident. The Train Operator reported 
experiencing no symptoms of fatigue in the time leading up to the incident. 
 
Fatigue Risk   
 
We evaluated incident data for fatigue risk factors.  No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. The Train Operator 
reported keeping a regular sleep schedule in the days leading up to the incident. The Train 
Operator worked the evening shift in the days leading up to the incident. The Train Operator was 
awake for 7.7 hours at the time of the incident The Train Operator reported 9.5 hours of sleep in 
the 24 hours preceding the incident. The off-duty period was 14.9 hours, providing an opportunity 
for 7-9 hours of sleep. This was a comparable amount of time as the Train Operator's usual 
workday sleep durations. The employee 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 
 

• There were single tracking operations between Spring Hill and Wiehle-Reston Stations 
trains were utilizing track 2.  

• Train ID 613 did not have any mechanical issues.  
• The Train Operator was instructed to hold on the platform at Spring Hill Station before 

departing.  
• The Radio RTC gave the Train Operator a permissive block no closer than ten feet to 

signal N04-08.  
• The Train Operator thought the permissive block was to the next station.  
• The Train Operator provided a repeat back, but the audio was too low to determine if it 

was a 100% repeat back.  
• The Radio RTC did not ask the Train Operator to repeat their radio transmission.  
• The Train Operator entered stop and proceed mode four feet from the 8-car marker.    
• Train ID 613 came to a complete stop 29 feet before signal N04-08 red.  
• Train ID 613 passed N04-08 red signal at 4 MPH.  
• Train ID 613 came to a complete stop 32 feet after passing signal N04-08.  
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Immediate Mitigation to Prevent Recurrence 
 

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

• In accordance with the Office of the Chief Mechanical Officer CMOR IIT Operations 
Administrative Policy (OAP) 102.06, the ROCC promptly removed Train ID 613 from 
revenue service for post-incident investigative measures. This action adhered to the Rail 
Vehicle Event Investigation Policy, ensuring a comprehensive incident examination. 

• ERT and ATC were dispatched to perform a track and interlocking inspection. 
 
Probable Cause Statement 
 
The probable cause of the Red Signal Overrun that occurred on November 25, 2023, at Spring 
Hill Station, track 2, was a lack of effective communication. The Train Operator misunderstood 
the Radio RTC instructions to proceed no closer than ten feet to signal N04-08.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
113014_SAFE
CAPS_MICC_0
01 

MICC should review the need for 100% repeat backs 
during radio transmissions.    

MICC SRC Completed 

113014_SAFE
CAPS_RTRA_
001 

Train Operator needs to complete retraining with a 
focus on the importance of clear repeat backs.  

RTRA SRC  Completed  
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Appendices 
 
Appendix A – Interview Summary 
 
The below narratives summarize the incident and represent the statements made by the involved individual. As such, 
times and details may present a conflict with the data contained in systems of record.   
 
Train Operator  
 
The Train Operator is a WMATA employee with four years of service, including three months as 
a Train Operator. The Train Operator previously worked as a Bus Operator. The Train Operator 
is RWP Level 2 certified and must recertify in March 2023. The Train Operator certified as a Train 
Operator in August 2023. The Train Operator was asked how alert they felt leading up to the 
incident, and they said they felt fully alert. The Train Operator did not mention any symptoms of 
fatigue.  
 
The Train Operator mentioned they had an overall good experience during training, and had no 
concerns. The Train Operator said they worked with the same instructor and Train Operators 
during training for the most part. The Train Operator’s biggest challenge during training was train 
recoveries. The Train Operator mentioned that there should be more time in the classroom and 
the field to ensure the students grasp the information. They mentioned having an even balance 
of training on the legacy and 7000 series trains. The Train Operator said they felt confident when 
they started revenue service alone.    
 
The Train Operator started working at Largo Division about four weeks before the incident. The 
Train Operator was completing a run from Downtown Largo Station to Ashburn Station. The Train 
Operator was completing their last trip when the red signal overrun occurred.   
 
Before the incident, the Train Operator had only operated to Courthouse Station, so this was their 
first day operating to Ashburn Station. The Train Operator mentioned it was a normal workday, 
and they did not experience any mechanical issues with the train while operating it. After servicing 
Spring Hill Station, the Train Operator was instructed to hold on the platform with their doors open 
due to single tracking operations.  
 
The Train Operator thought the Radio RTC gave them a permissive block to the next station and 
not to signal N04-08. The Train Operator said that’s why they passed the red signal because they 
believed they had a permissive block to the next station. The Train Operator said they gave a 
repeat back to Central, but they were never corrected, so they proceeded to the next station.   
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Appendix B – Photographs  
 

 
Figure 1: Shows N04-08 signal was red when Train ID 613 overran it. 
 

 
Figure 2: Shows Train ID 613 stopped prior to crossing the switch point. 
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Figure 3: Shows distance of travel Train ID 613 traversed past the red signal. 
 

 
Figure 4: Shows how close Spring Hill Station was to the trailing car of Train ID 613. 
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Appendix C – ATCM Incident Timeline Report 
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Appendix D – ATCM Interlocking Inspection Tests 
 
Interlocking Inspection  
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Switch Detector and Route Locking Test  
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Interlocking Track Circuit Test  
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Appendix E – Train Operator Retraining  
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Appendix F – Why-Tree Analysis 
 
 

 

Problem
Statement

Root CausesCausesCausesMajor Cause

There was a
red signal
ov errun at
Spring Hill

Station.

Root Cause Analysis

A Train
Operator f ailed
to stop at the
N04-08 red

signal.

The Train Operator’s
repeat back was not

corrected.

The Train Operator
misunderstood the

Radio RTC’s
instructions.

The Train Operator’s
audio was v ery  low and

was not instructed to
repeat their transmission.

RC-1

CF-1

W hy? W hy?
W hy?

W hy?
W hy?W hy?

W hy?
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