
Improper Roadway Worker Protection 

At or Near Smithsonian, Spring Hill, Rhode Island Ave-Brentwood, College Park-UMD and Glenmont stations 

 March 14, 2023 – January 26, 2024 – February 27, 2024 – July 4, 2023 – January 18, 2024 

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 September 17, 2024. 

WMSC staff recommend adoption of these investigations. 

Roadway Worker Protection 

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

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

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

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

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

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

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

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

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

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

occurred in 2021, 2022, and 2023. 

Metrorail has developed and the WMSC is reviewing proposed corrective action plans created in accordance with the 

Program Standard to address the 13 findings of the RWP Audit issues in July 2024. These build on immediate 

mitigations and initial steps to correct outdated materials and communicate the importance of safety rules that Metrorail 

took based on the WMSC’s communication of safety issues as those issues were observed and validated during the 

audit process. 

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

• Non-compliance with written operational rules and procedures

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


 

 

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

• Loss of/lack of focus and situational awareness, including on the part of instructors responsible for 

safeguarding against mistakes by students who lacked the practical experience necessary to properly carry 

out the duties they were being trained on 

• A lack of training and supervisory oversight to ensure: 

▪ compliance with safety rules and procedures 

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

▪ personnel understood instructions  

• Poor radio communication transmission quality 

• Ineffective communication between personnel 

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

• Personnel received retraining and refresher training, related to Roadway Worker Protection, terminal 

supervision and train operations 

• Metrorail conducted a safety standdown regarding procedures for granting permission to enter the roadway 

from any ancillary building or location 

• Metrorail distributed a safety Bulletin regarding RWP awareness 

• Metrorail developed a Personnel Notice reminding employees of proper work zone setup 

• Metrorail updated AMF flagging policy to ensure work crews are under AMF protection once enroute to a work 

zone 

Safety event summaries: 

W-0332 – Improper Vehicle Movement and Flagging within a Work Zone – Smithsonian Station – March 14, 

2023 (WMATA ID: E23168) 

At 3:25 a.m., Prime Mover (PM 38), pushing Flatcar 531, collided with a Warning Strobe and Alarm Device (WSAD) at 

Smithsonian Station while moving within an improperly setup piggyback work zone. Personnel aboard the unit had just 

finished repairing a frog at the interlocking outside the station and the Equipment Operator was instructed by the Crew 

Leader to push the unit back to the station’s platform when the attached flatcar struck a WSAD installed on track 2. At 

the time of the collision a Flagman, whose job responsibilities include identifying obstructions in and around the 

roadway, was in the Flagman’s booth. The booth is positioned on the side of the flatcar that is opposite the third rail 

where the WSAD was installed. During an investigative interview the Flagman stated that they were unaware of the 

WSAD and admitted they had not focused their attention on the roadway. The Assistant Operations Manager in the 

Rail Operations Control Center was notified of the incident by the Roadway Worker In Charge (RWIC) approximately 

24 minutes after the collision occurred. All personnel were instructed to clear the roadway. 

During an investigative interview the Crew Leader stated they were unaware of the location of the WSAD and had no 

knowledge that another work crew was working in the work zone. A review of the Roadway Job Safety Briefing form 

completed for the work that occurred during this event showed there was no information included in the Piggyback 

Crew section.  



 

 

There were no injuries or damage to the vehicle, however the WSAD was damaged. 

A review of Closed-circuit Television footage as a part of this investigation showed that the piggyback work area was 

not set up using the required equipment, including work mats, lanterns, and shunts.  

The Equipment Operator was removed from service for post-incident toxicology testing. 

 

W-0333 – Excessive Speed Past Roadway Workers – Spring Hill Station – January 26, 2024 (WMATA ID:  

E24083) 

A Roadway Worker In Charge (RWIC) who along with a Track Inspector, was conducting a track inspection between 

Spring Hill and Wiehle-Reston East stations on track 2, reported to a Rail Traffic Controller in the Metro Intergrated 

Command and Communications Center (MICC) via phone that a train (Train ID 604) passed them at an excessive 

speed. At the time of the event, the RWIC was on the roadway under Foul Time protection, therefore the Advanced 

Mobile Flagger (AMF), a contractor, should have held the train at the Spring Hill Station platform until the RWIC 

relinquished Foul Time.  

The AMF was positioned 10 feet from the 8-car marker, did not have their lantern illuminated and did not have their flag 

as required by Metrorail flagging procedure. Audio reviewed as part of this investigation verified that the AMF received 

and acknowledged the transmission informing them that the crew was under Foul Time protection. However, the AMF 

then stated, “Got one on the platform that just left.”  A review of Closed-circuit Television footage showed Train 604 on 

the platform with its doors open as the AMF appears to be speaking into their radio. The AMF did not receive a response 

from the RWIC to confirm the transmission was received and noted in an interview that there was train noise and 

multiple radio transmissions during that time. The AMF did not instruct the Train Operator to hold the train on the 

platform as required during Foul Time. During an investigative interview the RWIC admitted they heard the transmission 

from the AMF, but then forgot the train was coming when they entered the roadway. 

The Radio Rail Traffic Controller announced on Radio Ops 4 that personnel were walking on track 2 between Wiehle-

Reston East and Spring Hill stations. The Train Operator stated in an investigative interview that they did not hear the 

transmission. 

 

Less than a minute after the Track Inspector and RWIC entered the Roadway, the RWIC relinquished Foul Time and 

advised they were under AMF protection. Review of data showed that Train 604 reached speeds up to 62 mph and 

passed personnel at 45 mph after the operator initiated emergency braking. The Train Operator did not sound their 

horn upon seeing the work crew or report the occurrence to the MICC as required by Metrorail procedure. The RWIC 

immediately reported the event to the Radio Rail Traffic Controller, and the crew was picked up by another train. 

The AMF was removed from service for post-event toxicology testing. 

 

W-0334 – Train not briefed by AMF – Rhode Island Ave-Brentwood Station – February 27, 2024 (WMATA ID:  

E24156) 



 

 

Out of service Train 805 passed an Advance Mobile Flagger (AMF) at Rhode Island Ave-Brentwood Station without 

stopping to be briefed regarding personnel working on the roadway ahead. At the time of the event there were two 

AMFs positioned on that segment of the Red Line, one responsible for an Automatic Train Control (ATC) crew and the 

other responsible for an Office of Track and Structures (TRST) crew. The ATC AMF, a contractor, was positioned at 

the 8-car marker but did not have a flag in their hand and did not use the correct hand signals required by Metrorail 

policy. As the AMF realized Train 805 was not going to stop, the AMF waved their hands to get the Train Operator to 

stop and reported the emergency via radio. The Train Operator applied braking, and the train came to a stop 194 feet 

beyond the platform. The train did not encounter any roadway personnel. The train was allowed to continue on to 

Brentwood Yard. An investigative review of the event determined deficiencies on the part of the Train Operator, who 

did not sound their horn when entering platform limits as required of out of service trains, and the AMF, who did not 

have their lantern illuminated and did not have their flag in hand in accordance with Metrorail flagging procedures. 

During an interview with the Train Operator, who had been certified as a Train Operator for approximately six months, 

they stated they did not realize there were two AMFs on the platform and misunderstood radio communications between 

the AMF and the Rail Traffic Controller in the Metro Integrated Command and Communications Center. The Train 

Operator was unaware that there were two crews on the roadway. When the Train Operator heard that the ATC crew 

was being picked up, they believed the roadway was clear. Review of audio showed the Rail Traffic Controller did not 

announce the TRST crew being on the roadway.  

The Train was removed from service for post-event inspection and the Train Operator was removed from service for 

post-event toxicology testing. 

 

W-0335 – Unauthorized Roadway Entry – near College Park-UMD Station – July 4, 2023 (WMATA ID: E23452)  

Two Power Department Low Voltage Technicians entered the roadway near College Park-UMD Station on track 1 

without permission or protection against roadway vehicle collision. An Office of Rail Transportation Supervisor who was 

operating Train 502, identified the personnel on the roadway and transmitted an emergency communication via radio 

notifying a Rail Traffic Controller in the Rail Operations Control Center of the personnel on the roadway. The 

Technicians had been granted Foul Time on track 2 to conduct tunnel light inspections by the Rail Traffic Controller. 

The Technicians accessed the roadway through a fan shaft, without the required permission from both the Maintenance 

Operations Control Center Power Desk and the Rail Traffic Controller. When questioned by the Rail Traffic Controller 

about their location after receiving the report from the Rail Supervisor, the Technician, who was acting as the Roadway 

Worker In Charge, asserted that the crew was not on track 1 but had extended their heads through the breezeway 

cutout that separates track 1 and track 2 to look onto track 1 as they were completing their visual inspection. This action 

constituted fouling a track the technicians were not given permission or protection to access. The Rail Traffic Controller 

instructed the two technicians to move to an area of safety and then told them to clear the roadway. After the work crew 

confirmed being clear of the roadway the Rail Supervisor operating Train 502 was allowed to continue at restricted 

speeds to the next station. 

The Rail Supervisor stated to the Assistant Operations Manager in the ROCC that the crew was standing on the catwalk 

on track 1 holding onto cables on the wall as the train the Supervisor was operating approached them. The Supervisor 



 

 

stated they sounded their horn, stopped the train and reported the near-miss event to the Rail Traffic Controller. Both 

technicians were removed from service for post-event toxicology testing. 

During an investigative interview the Low Voltage Technicians reported experiencing intermittent radio communications 

transmission issue throughout the night. Subsequent radio checks conducted by Office of Radio Communication 

personnel could not duplicate the issues described. 

W-0336 – Train not briefed by AMF – Glenmont Station – January 18, 2024 (WMATA ID E24049) 

This event at Glenmont station identified RWP violations concerning Advanced Mobile Flagging. One identified 

deficiency was ineffective communication from the RWIC with advanced mobile flaggers and the other is regarding a 

Student Train Operator's failure to stop for an AMF briefing.  

Train not briefed by AMF 

A Student Train Operator, operating Train 891, while being instructed by a Train Operator Instructor, failed to stop at 

Glenmont Station, track 1, for an Advanced Mobile Flagger (AMF) briefing. This was the Student Train Operator’s first 

time operating on the mainline. The Student Train Operator was given a permissive block by a Student Terminal 

supervisor, who was being instructed by a Terminal Supervisor Instructor, to cross over from track 1 to track 2 at the 

interlocking after the station platform. At the time of the event an Office of Track and Structures Roadway Worker In 

Charge was conducting an interlocking inspection at Wheaton Station under AMF Protection, with AMFs positioned at 

both Wheaton and Glenmont stations. An investigative review of Closed-circuit Television footage showed that the AMF 

at Glenmont Station had all required equipment set up on both the track 1 and track 2 sides of the platform at the 8-car 

markers, including flashing amber lanterns. The AMF can be seen speaking with the Train Operator of Train 118, which 

was berthed on track 2, as the Student Train Operator of Train 891 passed the station without stopping on track 1. The 

AMF notified the RWIC to standby and stand clear for a train (Train 118) approaching their location. 

The Glenmont Terminal Supervisor identified that Train 891 had not stopped on the Platform and had their student 

notify a Rail Traffic Controller after confirming with the AMF that the train did not stop to receive a briefing. The Student 

Terminal Supervisor stated they forgot to advise the Student Train Operator to stop for the AMF briefing. The AMF 

stated they did not see the train and the Student Train Operator stated that they did not see the AMF, who was briefing 

the Train Operator on the opposite side of the platform. During investigative interviews, the Student Train Operator and 

Train Operator Instructor said that the orientation of Train 119 and its lights, which faced them on track 1 before the 

train crossed over to track 2, along with a flashing lunar (proceed) signal, prevented them from seeing the flashing 

lantern at the 8-car marker. 

It was initially thought that the Train Operator Instructor was operating Train 891 at the time of the incident, and they 

were therefore removed from service for post-event toxicology testing. It was later determined that the Student Train 

Operator was operating the train at the time of the incident. The student did not undergo toxicology testing due to this 

mistake in identifying the operator. 

Ineffective Communication between RWIC and AMF 

After the RWIC advised the Rail Traffic Controller that Train 118 passed their location, they were granted foul time to 

conduct the interlocking inspection. During this time, the RWIC did not instruct the AMF to begin flagging or advise the 



 

 

AMF when Foul Time was relinquished as required by Metrorail procedure. The RWIC stated in an investigative 

interview that they had relinquished Foul Time prior to Train 891 passing their location. 
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Washington Metropolitan Area Transit Authority 

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

FINAL REPORT OF INVESTIGATION A&I E23168 
 

Date of Event: March 14, 2023 
Type of Event: Improper Rail Vehicle Movement 
Incident Time: 03:25 hours 
Location: Smithsonian Station, track 2 
Time and How received by SAFE: 03:59 – SAFE/MAC 
WMSC Notification Time: 05:00 hours 
Responding Safety Officers:  WMATA:  N/A 

WMSC: N/A 
Other: N/A 

Rail Vehicle: Prime Mover - 38 and Flatcar - 531  
Injuries: None 
Damage: Warning Strobe and Alarm Device (WSAD)  
Emergency Responders: None 
SMS I/A Incident Number: 20230314#106858 
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Abbreviations and Acronyms 
 

AOM                                                   Assistant Operations Manager  

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CM  Chain Marker 

GOTRS                                              General Orders and Track Rights System 

MAC  Mission Assurance Coordinator 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

PM                                                     Prime Mover  

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

RWIC  Roadway Worker in Charge 

SAFE  Department of Safety  

SMS  Safety Measurement System  

TRST                                                  Office of Track and Structures 

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  

WSAD                                                Warning Strobe and Alarm Device 
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
*Note that all times listed are approximate and may contain minor variations due to differences between 
record systems. * 
 
On March 14, 2023, at 03:25 hours, Prime Mover (PM) 38, pushing Flatcar 531, collided with a 
Warning Strobe and Alarm Device (WSAD) at Smithsonian Station, track 2. The PM Unit was 
operated by an Office of Track and Structures (TRST) Equipment Operator with a Flagman 
located on Flatcar 531. It was being utilized to replace a frog at the interlocking outside of 
Smithsonian Station prior to the event. 
  
The Equipment Operator was part of a piggyback crew, moving PM-38 within a piggyback work 
zone between Chain Markers (CM) D2 10+00 and 35+00. At the conclusion of their task, the unit 
was moving outbound, under the direction of the Crew Leader, when the flat car collided with a 
WSAD located near the platform limits of Smithsonian Station (CM D2 33+52). The WSAD was 
damaged but the Flatcar was not. The Flagman reported the event to the Crew Leader. The Crew 
Leader then notified the Roadway Worker in Charge (RWIC), who reported the event to the Rail 
Operations Control Center (ROCC) Assistant Operations Manager (AOM). All other required 
personnel were notified of the event.   
  
A review of Closed-Circuit Television (CCTV) and the General Orders and Track Rights (GOTRS) 
system identified a lack of piggyback work zone equipment, including Work Mats, Lanterns, and 
shunts in the piggyback work area. At the time of the collision, the Flagman was positioned in the 
Flagman’s booth, which is located on the side opposite the third rail where the WSAD was 
positioned.  
  
TRST removed the Equipment Operator from service for post-incident toxicology testing.   
  
The probable cause of the Improper Rail Vehicle Movement event on March 14, 2023, was a 
failure to follow established Roadway Worker Protection rules, including piggyback work zone 
setup and rail vehicle movement within a work zone. Contributing Factors to the event include a 
failure to adequately perform Flagman’s duties. 
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Incident Site  
  
Smithsonian Station, track 2  
  
Field Sketch/Schematics  
  

  
* Locations are approximate. Not to scale.  
 
 
Purpose and Scope  
  
This incident investigation and candid self-evaluation aim to collect and analyze available facts, 
determine the incident’s probable cause(s), identify contributing factors, and make 
recommendations to prevent a recurrence.  
  
Investigation Process and Methods  
  
Upon receiving notification of the Improper Rail Vehicle Movement event on March 14, 2023, 
SAFE dispatched a cross-functional team to assess the scene and conduct the subsequent 
investigation. SAFE team members worked with relevant WMATA subject matter experts to 
review the incident’s facts and data.  
  
Investigation Methods  
  
The preliminary investigative methodologies included the following:  
 

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

• Piggyback Crew Leader  
• Flagman  
• Equipment Operator  

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

• Roadway Worker in Charge (RWIC)  
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• Documentation Review – A collection of relevant work history information and 
process documentation in Metro record systems. These records include the following:  

• Metrorail Safety Rules and Procedures Handbook (MSRPH)  
• National Oceanic and Atmospheric Administration (NOAA)   
• Maximo Report  
• Roadway Job Safety Briefing Form  

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

• Audio Recording System (ARS) playback, including OPS 2 Radio  
• Vehicle Services Program (CENV) Analysis  
• Closed-Circuit Television (CCTV)   
• General Order and Track Rights System (GOTRS)  
• Track Movement Log  

  
Investigation  
  
On March 14, 2023, at 03:25 hours, PM-38 pushing Flatcar 531 collided with a WSAD within the 
platform limits at Smithsonian Station, track 2. A TRST Equipment Operator was operating PM-
38 with a Flagman located on Flatcar 531 and was being utilized to work at the interlocking outside 
Smithsonian Station.     
  
The Equipment Operator moved PM-38 within a Joint Occupancy work area between CM D2 
10+00 and 35+00. The unit was moving outbound when the flat car collided with the WSAD, near 
the platform entrance at CM D2 33+52. The WSAD was damaged but no damage was reported 
to the Flatcar. The Flagman reported the event to the Crew Leader.  
  

 
Image 1 – Damaged WSAD that was struck by Flatcar 531.  
  
According to GOTRS, the work crew was approved to perform their work as a Junior Work Group 
(Piggyback Crew) to a Senior Work Group (RWIC) that was performing work between Metro 
Center Station (CM 03+00) to L’Enfant Plaza Station (CM 71+00), track 1 and 2. The Piggyback 
Crew was performing frog replacement at the interlocking near Smithsonian Station, track 2.  
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The Audio Recording System (ARS) playback revealed that at approximately 03:28 hours, the 
Crew Leader contacted the RWIC and requested to contact them via landline. It was during this 
call that the RWIC was notified of the event. At 03:49 hours, the RWIC advised the AOM of the 
event.   
  
The CCTV revealed that at 03:25 hours, Flatcar 531 was moving outbound on track 2 when it 
entered the platform limits of Smithsonian Station, where it collided with the WSAD. The Unit 
stopped, and the Flagman disembarked onto the grated lights and removed the WSAD from the 
roadway.  CCTV also showed that no end of work area mats, lights, or shunts were installed in 
the area of CM D2 35+00, which was the end of the Piggyback work area. 
  
Multiple WMATA personnel were observed responding to the event. At 04:36 hours, PM-38 began 
to move inbound departing Smithsonian Station.  
  
During the formal interview, the Flagman stated they were assigned to look for obstructions. Once 
the work was completed, the Crew Leader directed the crew to move the PM, pushing the flat car 
toward the platform. Soon after, the Flagman heard a loud sound and realized that the Flatcar 
had hit the WSAD installed on the roadway. The Flagman stated they were unaware that a WSAD 
was in the area. They indicated they could see the roadway but were focused on the platform at 
the time of the event. The Flagman stated that they notified the Crew Leader of the event. The 
Flagman admitted responsibility for the event and said they recognized that their job was to look 
for obstructions on the roadway.  
  
The Crew Leader stated that they were assigned to replace a frog at the Smithsonian interlocking. 
Once the work was complete, they directed the Equipment Operator to push the Unit back 100 
feet. They were notified that the Unit hit a WSAD installed on the roadway. The Crew Leader 
stated they needed to be briefed on the WSAD placement or another Work Group working on 
track 2 in the work zone. The Crew Leader noted that the lack of communication was a leading 
cause of the event.  
  
The Equipment Operator stated that they were assigned to operate PM-38, and the maintenance 
crew was replacing a frog at the Smithsonian interlocking. After replacing the frog, the Crew 
Leader instructed them to move PM-38. They were asked to reverse the Unit and move to the 
first switch, which was routine. After stopping at the switch, they received a hand signal indicating 
to proceed moving the Unit towards the platform. The Equipment Operator moved the Unit about 
150 feet when they heard the WSAD strike. They stopped the Unit and waited for the Crew Leader 
to provide further instructions. They were not aware that the WSAD was on the roadway. The 
Equipment Operator stated that before working, they received a safety briefing from the Crew 
Leader and were piggybacking with another work crew.  
 
TRST performed an investigation for this event and determined that the incident could have been 
prevented had the Flagman observed the obstruction (WSAD) ahead on the roadway. The 
Flagman attended re-instruction training with an emphasis on MSRPH Rules 3.175.7 and 
3.175.10. 
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Chronological ARS Timeline   
  
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline:  

Time  Description  
03:25:41 hours  Flatcar 531 collided with a WSAD at Smithsonian Station, track 2. [CCTV]  
03:28:53 hours  Crew Leader: Requested to go direct to the RWIC.   

Radio RTC: Acknowledged.  
Crew Leader: Requested to contact the RWIC via telephone.   
RWIC: Acknowledged. [Radio Ops 2]  

03:49:09 hours  RWIC: Notified the AOM of the event. [Phone]  
03:54:35 hours  RWIC: Notified the MAC of the event. [Phone]  
04:23:01 hours  AOM: Instructed the RWIC to clear the work location. [Phone]  
**Note: Times above may vary from other systems’ timelines based on clock settings and reporting 
sources.  
  
Interview Findings   
  
As part of the investigation launched into the event, SAFE interviewed three individuals. The interview 
identified the following key findings associated with this event. Findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report.   
  
Flagman  
 

• The Flagman stated that they were assigned to look for obstructions.   
• Once the work was completed, the Crew Leader directed the crew to move the PM, 

pushing the flat car toward the platform.   
• The Flagman heard a loud sound and realized that the Flatcar had hit a WSAD installed 

on the roadway.   
• The Flagman stated they were unaware that a WSAD was installed in the area.   
• They stated that they could see the roadway but were focused on the platform at the time 

of the event.   
• The Flagman stated that they notified the Crew Leader of the event.   
• The Flagman admitted responsibility for the event and stated that they recognized that 

their job was to look for obstructions on the roadway.  
    

Crew Leader  
 

• The Crew Leader stated that they were assigned to replace a frog at the Smithsonian 
interlocking.   

• Once the work was complete, they directed the Equipment Operator to push the Unit back 
100 feet.   

• They were notified that the Unit hit a WSAD installed on the roadway.   
• The Crew Leader stated they were not briefed on the WSAD placement or the other Work 

Group working on track 2 in the work zone.   
• The Crew Leader stated that the lack of communication was a leading cause of the event.  
  

Equipment Operator  
 

• The Equipment Operator stated that they were assigned to operate PM-38, and the 
maintenance crew was replacing a frog at the Smithsonian interlocking.   
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• After replacing the frog, the Crew Leader instructed them to move PM-38. They were 
asked to reverse the Unit and move to the first switch, which was routine.   

• After stopping at the switch, they received a hand signal indicating to proceed to move the 
Unit toward the platform. The Equipment Operator moved the Unit about 150 feet when 
they heard the WSAD.   

• They stopped the Unit and waited for the Crew Leader to provide further instructions.   
• They were not aware that the WSAD was on the roadway.   
• The Equipment Operator stated that they received a briefing from the Crew Leader and 

were piggybacking with another work crew.  
 
Office of Track and Structures (TRST) 
Adopted from TRST report of findings: 
 
TRST performed an investigation for this event and determined that the incident could have been 
prevented had the Flagman observed the obstruction (WSAD) ahead on the roadway. The 
Flagman attended re-instruction training with an emphasis on MSRPH Rules 3.175.7 and 
3.175.10. 

  
Weather  
  
On March 14, 2023, at the time of the incident, NOAA recorded the temperature as 37° F, with 
partly cloudy skies. This event occurred in a tunneled section of the rail system. The weather was 
not a contributing factor in this event (Weather source: NOAA – Location: Washington, DC)   
  
Human Factors  
  
Evidence of Fatigue 
  
Conditions were evaluated at the time of the incident to distinguish whether evidence of fatigue 
was present. The Equipment Operator, Track Maintenance Supervisor, and Track Maintenance 
Employee reported feeling fully alert during the incident. None reported experiencing symptoms 
of fatigue in the time leading up to the incident.  
  
Fatigue Risk 
  
The incident data was evaluated for fatigue risk factors for the Train Operator. Risk factors for 
fatigue were not present for the Train Operator. Since fatigue evidence and risk factors were 
absent, the biomathematical fatigue modeling application (SAFTE-FAST Web SFC) was not 
applied.   
  
Post-Incident Toxicology Testing 
  
WMATA's Drug and Alcohol Program determined that the Equipment Operator complied with the 
Drug and Alcohol Policy and Testing Program 7.7.3/6.   
  
Training and Work History 
  
The Equipment Operator, Track Maintenance Supervisor, and Track Maintenance Employee 
have not had any negative personnel actions or safety violations within the last three years. The 
30-Day work history did not reflect any indications of fatigue risk.  The Equipment Operator holds 
a Roadway Worker Protection (RWP) Level 2 certification that expires in October 2023. The Track 
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Maintenance Supervisor holds a RWP Level 4 certification that expires in November 2023. The 
Track Maintenance Employee holds a RWP Level 2 certification that expires in January 2024.  
 
Related Rules and Procedures  
  
MSRPH Section 3 – Operating Rules, 3.175.7 Speed of Roadway Maintenance Machines 
 
MSRPH Section 3 – Operating Rules, 3.175.10 Vigilant Lookout; Conduct Each employee shall 
assist the operator in keeping vigilant lookout for trains, other equipment and obstructions, on or 
off the track, including people, vehicles, animals, contractors’ equipment, or anything that could 
affect safe movement. While in motion, operators and occupants of equipment shall remain 
vigilant, not engage in unnecessary conversation or in boisterous conduct while equipment is in 
motion. 
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Findings 
  

• Involved piggyback crew reported they were unaware that a WSAD was installed within 
their listed piggyback work zone.  

• Flagman failed to observe WSAD in the path of travel.  
• Crew Leader instructed to move the Prime Mover, which the Equipment Operator 

followed.  
• Investigation did not find evidence of piggyback work zone setup, including work mats, 

shunts, and lanterns.  
  
Immediate Mitigation to Prevent Recurrence 
  

• TRST removed the Equipment Operator from service.  
  

Probable Cause Statement  
  
The probable cause of the Improper Rail Vehicle Movement event on March 14, 2023, was a 
failure to follow established Roadway Worker Protection rules, including piggyback work zone 
setup and rail vehicle movement within a work zone. Contributing Factors to the event include a 
failure to adequately perform Flagman’s duties. 
  
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
106858_SAFE
CAPS_OPMS
_001 

Flagman to attend Re-Instruction Training. OPMS Completed 

106858_SAFE
CAPS_TRST_
001 

Develop a Personnel Notice to remind employees 
of proper work zone setup with equipment.  

TRST Completed 

106858_SAFE 
CAPS_TRST_ 
002 

During safety briefings, discuss and review the 
rules around piggyback work crews and work 
zones, with an emphasis on RWIC’s responsibility 
to inspect the work zone after it is set up. 

TRST Completed 

106858_SAFE 
CAPS_TRST 
_001 

Crew Leader to complete RWP Level 4 retraining, 
with an emphasis on Piggybacking 
Responsibilities as it relates to the RWIC’s 
responsibility. 

TRST Completed 
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Appendices 
 
Appendix A – Interview Summaries 
 
Flagman 
  
The Flagman is a WMATA employee with one year of service. The Flagman holds a Roadway 
Worker Protection (RWP) Level 2 certification that expires in January 2024.  
  
During the interview, Flagman provided details about the Improper Rail Vehicle Movement on 
March 14, 2023, at about 03:28 hours at Smithsonian Station.  
 
On that day, the Flagman was assigned to be the Flagman, responsible for looking out for 
obstructions when the PM would be moved. They indicated that they were replacing a frog at the 
Smithsonian interlocking. Once the work was completed, the Crew Leader directed the crew to 
move the PM, pushing a flat car toward the platform. 
 
Soon after, the Flagman heard a loud sound and realized the PM had hit a WSAD installed on 
the roadway. The Flagman stated they were unaware or informed that a WSAD was deployed in 
that area. The Flagman indicated that they could see the roadway but were focused on the 
platform for safety reasons. As soon as they hit the WSAD, the Flagman notified the Crew Leader 
of the event. 
 
During the interview, the Flagman readily admitted responsibility for the event. 
 
Crew Leader 

 
The Crew Leader is a WMATA employee with 16 years of service. The Crew Leader holds a 
Roadway Worker Protection (RWP) Level 4 certification that expires in November 2023.  
 
During the interview, the Crew Leader provided details about the Improper Rail Vehicle Movement 
on March 14, 2023, at about 03:28 hours at Smithsonian Station.  
 
The Crew Leader was assigned to replace a frog at the Smithsonian interlocking. Once the work 
was complete, the Crew Leader directed the Equipment Operator to push the PM back 100 feet 
to the next switch. 
 
Soon after, they realized they had hit a WSAD installed on the roadway. The Crew Leader 
indicated they were needed to brief on the device being deployed or any other WMATA employees 
working on track 2 in that work zone. The Crew Leader identified the lack of communication as a 
leading cause of the event. 
 
Equipment Operator 
 
The Equipment Operator is a WMATA employee with seven years of service. The Equipment 
Operator holds a Roadway Worker Protection (RWP) Level 2 certification that expires in October 
2023.  
 
During the interview, the Equipment Operator provided details about the Improper Rail Vehicle 
Movement on March 14, 2023, at about 03:28 hours at Smithsonian Station.  
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The Equipment Operator on that day was assigned to operate PM-38. The maintenance crew 
was replacing a frog at the Smithsonian interlocking, and a Crew Leader was present. After 
replacing the frog, the Crew Leader verbally instructed the Equipment Operator to move the PM. 
The Crew Leader directed the Equipment Operator to reverse the PM and move it towards the 
first switch, which was a routine move. 
 
After stopping at the switch, the Crew Leader gave a hand signal indicating to proceed to move 
the PM towards the platform. The Equipment Operator moved the PM about 150 feet when the 
WSAD went off. The Equipment Operator stated that the PM was immediately stopped. They then 
waited for the Crew Leader to provide further instructions. 
 
The Equipment Operator stated they were unaware of the installation of a WSAD and not briefed 
by the RWIC, but by the Crew Leader and knew they were Piggybacking with another work crew. 
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Appendix B – General Orders & Track Rights System 

  
Document 1 - GOTRS Request Page 1 of 3 
 



Incident Date: 03/14/2023  Time: 03:25 hours Page 17 
Final Report – Improper Rail Vehicle Movement Rev. 1 
E23168 
 

Drafted By:      SAFE 711 – 05/03/2023 
Reviewed By:  SAFE 707 – 05/10/2023 
Approved By:  SAFE 71 – 05/12/2023  

  
Document 2 - GOTRS Request Page 2 of 3 
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Document 3 - GOTRS Request Page 3 of 3 
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Appendix C – Photos of Equipment 
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Appendix D – WMATA  Roadway Job Safety Briefing Form 
 

 
Document 4 - Piggyback Work Crew Roadway Job Safety Briefing Page 1 of 2 
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Document 5 - Piggyback Work Crew Roadway Job Safety Briefing Page 2 of 2 
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Appendix E – Root Cause Analysis 
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Washington Metropolitan Area Transit Authority 
Department of Safety (SAFE) 

Office of Safety Investigations (OSI) 

FINAL REPORT OF INVESTIGATION A&I E24083 

Date of Event: January 26, 2024 
Type of Event: Improper RWP 
Incident Time: 10:07 Hours 
Location: Spring Hill Station, track 2 
Time and How received by SAFE: 10:15 Hours – SAFE/MAC 
WMSC Notification Time: 13:00 Hours 
Responding Safety Officers: WMATA: None 

WMSC: None 
Other: None 

Rail Vehicle: Train ID 604 
(L7240-41x7199-98x7618-19x7589-88T) 

Injuries: None 
Damage: None 
SMS I/A Incident Number: 20240130#114404 
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Spring Hill Station – Improper RWP 

January 26, 2024 
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Abbreviations and Acronyms 

AIMS Advanced Information Management System 

AMF Advanced Mobile Flagger 

AOM Assistant Operations Manager 

ARS Audio Recording System 

ATC Automatic Train Control 

CCTV Closed-Circuit Television 

CMNT Office of Car Maintenance 

CMOR-IIT Chief Mechanical Officer – Incident Investigation Team 

MICC Metro Integrated Command and Communications 
Center 

MOR Metrorail Operating Rulebook 

NOAA National Oceanic and Atmospheric Administration 

RTRA Office of Rail Transportation 

RWIC Roadway Worker In-Charge 

SAFE Department of Safety 

SMS Safety Measurement System 

WMATA Washington Metropolitan Area Transit Authority 

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

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

On Friday, January 26, 2024, at 10:06 hours, an Office of Track and Structures (TRST) Roadway 
Worker in Charge (RWIC) was given permission to perform a track inspection between Spring Hill 
Station and Wiehle-Reston Station on track 2 by the Radio Rail Traffic Controller (RTC) when 
they advised the Advanced Mobile Flagger (AMF) located Spring Hill Station on track 2 at the 8- 
car marker that foul time was granted. The AMF acknowledged that the mobile work crew was 
under foul time protection. At 10:07 hours, Train ID 604 (L7240-41x7199-98x7618-19x7589-88T) 
departed Spring Hill Station on track 2 towards Wiehle-Reston Station without receiving a briefing 
from the AMF. 

At 10:14 hour, the RWIC had relinquished foul time and was located between Spring Hill Station 
and Wiehle-Reston Station on track 2, at chain marker (CM) N2 1024+00 when they contacted 
the Metro Integrated Command and Communications Center (MICC) and reported that the train 
passed their location at an excessive speed. The Radio RTC instructed the RWIC to standby for 
a train pickup. 

At 10:24 hours, the Radio RTC contacted the Train Operator of Train ID 604 and inquired if they 
had spoken with the AMF before departing Spring Hill Station. The Train Operator reported that 
the AMF advised them that the mobile work crew had not entered the roadway. 

At 10:28 hours, Train ID 606 was instructed to retrieve the mobile work crew at CM N2 1024+00 
after departing Spring Hill Station. At 10:34 hours, the Train Operator of Train ID 606 advised that 
the mobile work crew had boarded the train and were clear from the roadway. 

TRST removed the AMF from service for post-incident testing. Train ID 604 was removed from 
service for post-incident inspection. 

There were no injuries or damage as a result of this event. 

The probable cause of the Improper RWP event between Spring Hill Station and Wiehle-Reston 
Station on January 26, 2024, was the AMF's lack of communication when they did not provide 
instruction for the train to remain on the platform after foul time was established. 

Incident Site 

Spring Hill Station, track 2 – CM N2 1056+00 
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Field Sketch/Schematics 

The above depiction is not to scale. 

Purpose and Scope 

The purpose of this accident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 

Investigative Methods 

The investigative methodologies included the following: 
• Site Assessment through document and video review.

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

• AMF
• RWIC
• Train Operator – Train ID 604

• 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
• RWIC Training Records
• RWIC 30-day work history review
• Metrorail Operating Rulebook (MOR)
• National Oceanic and Atmospheric Administration (NOAA)

• System Data Recording Review – Collection of information contained in Metro Data
Recording Systems. This data includes:
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• Audio Recording System (ARS) playback
• Closed-Circuit Television (CCTV)
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT)

Vehicle Monitoring and Diagnostic System (VMDS)
• System Performance On-Time Summary Report

Investigation 

On Friday, January 26, 2024, at 10:06 hours, TRST RWIC was given permission to perform a 
track inspection between Spring Hill Station and Wiehle-Reston Station on track 2 by the Radio 
RTC when they advised the AMF located Spring Hill Station on track 2 at the 8-car marker that 
foul time was granted. The AMF acknowledged that the mobile work crew was under foul time 
protection. At 10:07 hours, Train ID 604 (L7240-41x7199-98x7618-19x7589-88T) departed 
Spring Hill Station on track 2 towards Wiehle-Reston Station without receiving a briefing from the 
AMF. 

Figure 1 – Train ID 604 at Spring Hill Station, track 2 at 10:06 hours. 

Closed Circuit Television (CCTV) revealed that prior to the event, at 09:59 hours, the RWIC 
arrived at a Wiehle-Reston Station and then entered the roadway on the Downtown Largo Station 
end of the platform. 

The Audio Recording System (ARS) revealed that at 10:03 hours, the RWIC contacted the Radio 
RTC and requested to perform a track inspection from Wiehle-Reston Station to Spring Hill Track 
2. Train ID 604 doors opened on the platform side at Spring Hill Station. The Track Inspector exited
Train ID 602 at Wiehle-Reston Station.  The RWIC advised that hot spots had been identified, a
safety briefing was conducted, all personnel had proper PPE, then advised the AMF was located
at the 8-car marker on track 2 at Spring Hill Station, ready to flag, and requested to start a track
inspection under foul time from CM N2 1073 to 1073+00. The Radio RTC instructed the RWIC to
standby.

At 10:06 hours, the Radio RTC granted foul time to the RWIC after they verified that Train ID 602 
was berthed on the platform at Wiehle-Reston Station and then instructed the RWIC to verify that 
the AMF was in place at Spring Hill Station. Train ID 604 arrived at the 8-car marker at Spring Hill 
Station on track 2 and stopped at the 8-car marker. Train ID 602 arrived at the 8-car marker at 
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Wiehle-Reston East Station on track 2. The RWIC acknowledged that foul time was granted and 
advised the AMF that the mobile work crew was under foul time. Train ID 604 doors opened on 

At 10:07 hours, the AMF acknowledged, and then advised, “Got one on the platform that just left.” 
The RWIC did not respond to the transmission. The AMF appeared to be speaking into the mic 
on their chest as Train ID 604 was stopped on the platform at Spring Hill Station with the train 
doors open. The AMF did not instruct the Train Operator to remain on the platform as the work 
crew was under foul time. 

Image 1 - AMF at Spring Hill Station on track 2 talking into a mic, with Train ID 604 stopped on the platform with the 
train doors open at 10:07:07 hours. 

Train ID 604 doors closed on the platform side at Spring Hill Station. 

Image 2 - AMF positioned facing the train with the train doors closed at 10:07:13 hours. 

The Radio RTC announced track personnel walking between Wiehle-Reston and Spring Hill on 
track 2. Train ID 604 departed Spring Hill Station on track 2. The RWIC entered the roadway from 
the end of platform. 

At 10:08 hours, the Track Inspector entered the roadway from the end of the platform. Seconds later, 
the RWIC relinquished foul time and advised that they were back under AMF protection. The 
Radio RTC acknowledged that foul time was relinquished. The AMF responded, “foul time 
relinquished and back under AMF protection.” 
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The Office of Chief Mechanical Officer/Incident Investigation Team (CMOR/IIT) Analysis revealed 
that at 10:13 hours, Train ID 604 train speed was 57MPH when the master controller was placed 
in a B5 braking mode, then to the emergency position initiating emergency braking. The train 
passed the mobile work crew at 45MPH0F

1. 

There was no transmission observed from the Train Operator reporting this event. 

At 10:14 hours, the RWIC reported to the Radio RTC that they were located between Spring Hill 
Station and Wiehle-Reston Station on track 2 and that the train passed their location at an 
excessive speed. 

At 10:16 hours, Train ID 604 arrived at the 8-car marker at Wiehle-Reston Station on track 2. The 
Radio RTC instructed the Rail Supervisor located at Loudoun Gateway Station to contact them 
via landline. The Button RTC notified the AOM of the report. The AOM instructed to have the 
RTRA Supervisor intercept the train. 

At 10:18 hours, the Radio RTC instructed the RWIC to contact them via landline, and standby for 
a train pickup. At 10:24 hours, the Radio RTC inquired if the Train Operator of Train ID 604 had 
spoken with AMF. The Train Operator responded that the AMF at Spring Hill Station said, “Go 
ahead, I was good.” The Radio RTC requested the Train Operator to clarify what they meant by 
“they were good.” The Train Operator advised that “They were telling me no one was on the 
roadway.” The Radio RTC informed the RWIC of the report from the Train Operator on Train ID 
604. 

1 The CMOR/IIT Analysis revealed that Train ID 604 traveled between Spring Hill Station and Wiehle- 
Reston East Station at speeds up to 62MPH. 

Figure 2 - Train ID 604 en route to Wiehle-Reston East Station at 10:08 hours. 
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At 10:24 hours, the Radio RTC contacted the Train Operator of Train ID 604 again and inquired 
if they had spoken with the AMF before departing Spring Hill Station. The Train Operator reported 
that the AMF advised them that the mobile work crew had not entered the roadway. 

At 10:28 hours, Train ID 606 was instructed to retrieve the mobile work crew at CM N2 1024+00 
after departing Spring Hill Station. At 10:34 hours, the Train Operator of Train ID 606 advised that 
the mobile work crew had boarded the train and were clear from the roadway. 

At 10:39 hours, the RTRA Supervisor boarded Train ID 604 at Loudoun Gateway Station. At 10:47 
hours, the RTRA Supervisor reported to the AOM that the Train Operator reaffirmed that the AMF 
stated that the roadway was clear. 

At 10:56 hours, the Operations Manager (OM) contacted the RTRA Superintendent at Dulles 
Division and advised them of the event. The RTRA Superintendent instructed the Train Operator 
to remain in service. 

A Rail Pros Supervisor arrived at Spring Hill Station and removed the AMF from service for post- 
incident testing. 

Chronological Event Timeline 

Time Description 
09:59:50 hours The RWIC arrived at the end of the platform on the Downtown Largo Station 

end of the platform at Wiehle-Reston Station. [CCTV] 
10:03:36 hours TRST RWIC: Contacted the Radio RTC. 

MICC Radio RTC: Acknowledged the transmission. 
TRST RWIC: Requested to perform a track inspection from Wiehle-Reston 
Station to Spring Hill Track 2. Advised that hot spots had been identified, a 
safety briefing was conducted, and all personnel had proper PPE. Advised the 
AMF was at the 8-car marker on track 2 at Spring Hill, ready to flag. 
Requested to start the track inspection under foul time from N2 1073 to 
1073+00. 
MICC Radio RTC: Responded, “Stand by.” [Radio, Ops 4] 

10:06:21 hours MICC Radio RTC: Contacted the RWIC. 
TRST RWIC: Acknowledged. 
MICC Radio RTC: Requested to confirm the chain markers. 
TRST RWIC: Responded, “1073 to 1073+00 on N2.” 
MICC Radio RTC: Responded, “Affirm. Verifying that the train is properly 
berthed and it’s safe to do so, your foul time is granted. Go direct with your AMF 
at Spring Hill.” [Radio, Ops 4] 

10:06:41 hours Train ID 604 arrived at the 8-car marker at Spring Hill Station on track 2. 
[CCTV] 

10:06:42 hours Train ID 602 arrived at the 8-car marker at Wiehle-Reston East Station on 
track 2. [CCTV] 

10:06:51 hours TRST RWIC: Responded, “Foul time has been granted, notify central when I 
relinquish. AMF, foul time has been granted. How do you copy? We’re under 
foul time” [Radio, Ops 4] 

10:06:56 hours Train ID 604 doors opened on the platform side at Spring Hill Station. [CCTV] 
10:06:57 hours The Track Inspector exited Train ID 602 at Wiehle-Reston Station. [CCTV] 
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Time Description 
10:07:01 hours AMF: Responded, “Good copy, AMF in place Spring Hill 8-car marker track 2, 

ready to flag, over. Got one on the platform that just left.” [Radio, Ops 4] 
10:07:10 hours The AMF appeared to be speaking into the mic on their chest. The doors 

began to close on Train ID 604. [CCTV] 
10:07:12 hours Train ID 604 doors closed on the platform side at SpringHill Station. [CCTV] 
10:07:14 hours MICC Radio RTC: Announced, “Attention all operators, be on the lookout for 

track personnel walking between Wiehle-Reston and Spring Hill on track 2; 
upon seeing personnel lightly tap your horn, dim your lights, speed not to 
exceed 15 half the regulated.” [Radio, Ops 4] 

10:07:18 hours Train ID 604 departed Spring Hill Station on track 2. [CCTV] 
10:07:42 hours The RWIC entered the roadway from the end of the platform. [CCTV] 
10:08:16 hours The Track Inspector entered the roadway from the end of platform. [CCTV] 
10:08:30 hours TRST RWIC: Relinquished foul time. Advised back under AMF protection. 

MICC Radio RTC: Acknowledged foul time relinquished at 10:08 hours. 
Advised that RWP was in effect. 
TRST RWIC: Acknowledged and repeated. Advised AMF that foul time was 
relinquished and back under AMF. 
AMF: Responded, foul time relinquished and back under AMF protection. 
[Radio, Ops 4] 

10:14:49 hours RWIC: Contacted the MICC and reported a train passed at full speed and they 
were located at N2 1056+00. 
[Phone, Silver Line 2] 

10:16:04 hours Train ID 604 arrived at the 8-car marker at Wiehle-Reston Station on track 2. 
[CCTV] 

10:16:07 hours MICC Radio RTC: Instructed that an RTRA Supervisor provide a landline. 
[Radio, OPS 4] 

10:16:16 hours MICC Button RTC: Advised AOM on the event. 
AOM: Acknowledged and directed to have an RTRA Supervisor intercept the 
train. 
MICC Button RTC: Acknowledged. 
RTRA Supervisor: Contacted via landline from Loudon Gateway Station and 
agreed to meet Train ID 604. [Phone, Silver Line 2] 

10:18:28 hours MICC Radio RTC: Requested the RWIC to call via landline. 
RWIC: Contacted the RTC and provided the current CM N2 1024+00. 
MICC Button RTC: Instructed the RWIC to standby for train pick-up. 
[Phone, Silver Line 2] 

10:24:57 hours MICC Radio RTC: Inquired if the Train Operator had spoken with AMF. 
Train ID 604: Responded, the AMF Spring Hill said, “Go ahead, I was good.“ 
[Radio, OPS 4] 

10:25:39 hours MICC Radio RTC: Requested the RWIC to give a landline. Requested that 
the Train Operator clarify what they meant by “they were good.” Was they 
telling you no one was on the roadway?” 
Train ID 604: Responded, “They were telling me no one was on the roadway.” 
Radio, Ops 4] 

10:25:59 hours MICC Button RTC: Advised the RWIC that the Train Operator stated that the 
AMF said the road was clear. [Phone, Silver Line 2] 

10:28:23 hours MICC Radio RTC: Instructed Train ID 606 to pick up the RWIC at CM N2 
1024+00. 
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Time Description 
Train ID 606: Acknowledged. [Radio, Ops 4] 

10:34:34 hours Train ID 606: Advised stopped at CM N2 1024, keyed down, advised RWIC 
and crew boarded train. 
MICC Radio RTC: Acknowledged. [Radio, Ops 4] 

10:41:41 hours RailPros Supervisor arrived at Spring Hill Station and met with AMF. [CCTV] 
10:47:56 hours RTRA Supervisor: Reported that the Train Operator confirmed that the AMF 

said the roadway was clear. 
AOM: Acknowledged. [Phone Rail 2] 

10:56:03 hours RTRA Superintendent: Confirmed with the AOM based on current information. 
Train Operator remained in service. 
AOM: Acknowledged. [Phone, Rail 2] 

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) Timeline 

Adopted from CMOR IIT report: 

Train ID 604, L7240-41 X7199-98x7618-19x7589-88T, was reported for an RWP violation, for 
speeding past wayside workers. Incident Investigation Team (IIT) completed downloads and 
analysis of data from the reported consist. 

Train ID 604 departed Spring Hill Station on track 2, in the direction of Wiehle-Reston Station. 
The train experienced a overspeed condition 2,828 feet after departing Spring Hill Station, while 
traveling 50.3 MPH, with an ATP speed limit of 50 MPH. The full-service brake applied, and Train 
speed decreased. The Overspeed alarm de-activated, and the train continued to operate as 
normal. An overspeed condition occurred two more times on the way to Wiehle-Reston Station. 

2,022 feet before entering Wiehle-Reston Station, the master controller was placed in the 
emergency position, initiating emergency braking. The train speed was 57 MPH at that time. 

Based on NVR video and ER data, the train passed wayside workers 1,724 ft. before Wiehle- 
Reston Station, while emergency brakes were applied. The train came to a complete stop 1,318 
feet before entering Wiehle-Reston Station. 

After recharging the brake pipe and being stopped for approximately 12 seconds, the master 
controller was moved to a P1-P4 power position and the train continued to the 8- Car marker at 
Wiehle-Reston Station, track 2. 

There was no activation of the road horn during the incident time. 

Based on VMDS an ER Data, there was no fault with the train that contributed to the cause of this 
incident. The train performed as commanded. NVR 

Time Description of Events 

10:07:14.950 The train departed Spring Hill Station Track #2 In the direction of Wiehle- 
Reston. 
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10:07:14.950 - 
10:08:09.780 

The train operated various power and braking modes at speeds up to 50.3 
MPH. 

10:07:38.900 ATP Speed limit and ADU Regulated Speed limit increase from 40 MPH 
to 50 MPH. 

10:08:09.780 
Train speed reached 50.3 MPH, Regulated Speed limit is 50 MPH, 
Overspeed alarm activates, and Full-service Brake applies. 2,828 ft. 
after departing Spring Hill Station. 

10:08:16.090 Train speed decreased to 46 MPH, and Full-Service Brake Release and 
the train continued in normal operation. 

10:08:16.090 - 
10:08:49.870 

The train operated various power and braking modes at speeds up to 55.4 
MPH. 

10:08:21.130 ATP Speed limit and ADU Regulated Speed limit increase from 55 MPH 
to 54 MPH respectively. 

10:08:49.870 
The train's speed reached 55.3 MPH; the regulated speed limit was 54 
MPH at that time. An overspeed alarm was activated, and a full-service 
brake was applied. 5,753 ft. 
After departing Spring Hill. 

10:08:51.390 Train speed decreased to 54 MPH and Full-Service Brake Release; train 
continues in normal operation. 

10:08:51.390 - 
10:09:48.610 

The train operated various power and braking modes at speeds up to 62 
MPH. 

10:08:57.400 ATP Speed limit increases to 65 MPH. 
10:09:32.910 ATP Speed limit decreases to 55 MPH. 

10:09:48.610 
The train's speed reached 55.5 MPH; the regulated speed limit was 54 
MPH at that time. An overspeed alarm was activated, and a full-service 
brake was applied. 

10:09:51.410 Train speed decreased to 52 MPH, and Full-Service Brake was released; 
the train continued normal operation. 

10:09:51.410 - 
10:13:42.690 

The train operated various power and braking modes at speeds up to 62 
MPH. 

10:10:24.400 ATP Speed limit increases from 55 MPH to 75 MPH. 
10:13:42.690 Master Controller moved to the Coast position; the train speed was 56 

MPH. 
10:13:44.930 Master Controller moved to the B5 Braking position; train speed was 57 

MPH. 
10:13:45.450 Master Controller moved to the emergency position, initiated emergency 

braking, train speed was 57 MPH. 
Note: Times above may vary from other systems’ timelines based on clock settings. 
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Track and Structures (TRST) 

TRST determined that the RWIC and AMF would receive discipline in accordance with the 
Disciplinary Administration Program. The AMF received refresher training on the AMF procedures. 

Office of Rail Transportation (RTRA) 

RTRA distributed an Operations Personnel Directive regarding the changes to the Advanced 
Mobile Flagging Procedures. 

Interview Findings 

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

Train Operator – Train ID 604 

• The Train Operator stated that they did not receive a briefing from AMF at Spring Hill
Station.

• The Train Operator stated that they did not recall hearing any announcements of
personnel on the roadway.
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• The Train Operator stated that the AMF’s equipment was a distance away from the 8-car
marker, and the lantern was not illuminated.

• The Train Operator stated that they encountered the RWIC within a curved track with
limited visibility.

• The Train Operator stated that stopped the train and believed the work crew ended up
near the middle of the 8-car consist.

• The Train Operator stated that due to the curve and the consist placement they did not
observe the crew.

• The Train Operator stated that they had no contact with the RWIC and resumed operating
towards Wiehle-Reston Station.

• The Train Operator stated that the RTC asked if the Train Operator had spoken with the
AMF.

• The Train Operator stated that they had seen the AMF but had not been briefed.
• The Train Operator stated that they were interviewed by a Supervisor and remained in

service.

AMF 

• The AMF stated that they took their equipment, flag, horn, and lantern out of the bag and
placed them in the 8-car marker area.

• The AMF stated that a train arrived while the RWIC was waiting for foul time.
• The AMF stated that the train was able to go, so they let the train go.
• The AMF stated that the RWIC started requesting their walk, and 30 seconds, the train

left.
• The AMF stated that they could not get on the radio with the RWIC to advise a train was

leaving the platform because of the noise of the train.
• The AMF stated that they were not using the AMF equipment and was 10 feet from the

train, further away from the equipment, and the flag was in the bag, and the lantern was
not illuminated.

• The AMF stated they had responded to the RWIC that they were in place and ready to
flag.

• The AMF stated that they transmitted that a train had just left and wasn’t briefed.
• The AMF stated that they did not brief the Train Operator of Train ID 604.
• The AMF stated that they did not hear confirmation from the RWIC or MICC after the

transmission that a train had left without being briefed.

RWIC 
• The RWIC stated that they contacted the MICC to request foul time to begin the inspection

and was instructed to standby.
• The RWIC stated that they contacted the AMF via radio and was advised the AMF was in

place at the 8-car marker, at Spring Hill on track 2, ready to flag, and a train had just left.
• The RWIC stated that foul time was granted, and they began to walk when they reached

CM 820+00, and they relinquished foul time.
• The RWIC stated that they moved to a place of safety upon seeing the train.
• The RWIC stated that they had forgotten that the train was coming.
• The RWIC stated that they contacted the MICC via cell phone and reported the event.
• The RWIC stated that they were instructed to standby for a train pickup.
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Weather 

On January 26, 2024, at the time of the incident, NOAA recorded the temperature as 64°F, with 
partially clear skies, winds of 9.9 mph, and 69% humidity. The weather was not a contributing 
factor in this incident (Weather source: NOAA) – Location: Reston, VA. 

Related Rules and Procedures 

• MOR 8.10.4.1 The Rail Vehicle Operator must remain vigilant and on the lookout for all
work crews.

• MOR 8.10.4.3 Upon observing a work crew, the Rail Vehicle Operator must reduce speed
to 15 mph, change to low-beam headlights, and be prepared to stop.

• MOR 8.10.5 As the Rail Vehicle Operator approaches the location of the
Watchman/Lookout and receives the approved hand signal to proceed, the Rail Vehicle
Operator will sound the appropriate horn signal to acknowledge the hand signal being
given by the Watchman/Lookout, then operate at Restricted Speed past the entire work
crew.

• MOR 8.10.6 If the Rail Vehicle Operator does not receive the proper approved hand signal
to proceed from the Watchman/Lookout, the Rail Vehicle Operator must immediately stop
one (1) car length away from the Watchman/Lookout and contact the Rail Traffic Controller
for further instructions.

• MOR 9.2.3 All Rail Vehicle Operators shall maintain a constant lookout in the direction in
which their vehicles are moving. When Rail Vehicle Operators observe persons on the
roadway, they shall:
a. Sound mainline horn (two (2) Long Sounds) to warn those people of the vehicle's
approach and immediately reduce the train's speed to 15-mph.b. When personnel are
located on the same track as the operating rail vehicle, and they do not physically clear
the roadway to a place of safety and appropriately acknowledge the horn signal, Rail
Vehicle Operators shall bring the vehicle to an immediate stop one (1) car length away
from the watchman's position.
c. Rail Vehicle Operators shall contact the Rail Traffic Controller and await their
instructions before moving the vehicle.
d. Rail Vehicle Operators shall report all near misses to the Rail Traffic Controller.

• MOR 17.8.7. a Rail Vehicle Operators will be attentive to all Rail Traffic Controller
announcements regarding the location(s) of fixed work zones and mobile work crews
within their routes.

• MOR 17.8.7. b. Rail Vehicle Operators must be vigilant and able to respond to all WMATA- 
approved hand signals given by Roadway Workers.

Human Factors 

Fatigue 

Signs and Symptoms of Fatigue 

Train Operator 

We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. The Train Operator reported feeling fully alert at the time of the incident. The Train 
Operator reported experiencing no symptoms of fatigue in the time leading up to the incident. 



Incident Date: 01/26/2024 Time: 10:07 hours 
Final Report – Improper RWP E24083 

Page 16 Drafted By: SAFE 709 – 03/27/2024 
Reviewed By: SAFE 707 – 03/27/2024 
Approved By: SAFE 707 – 03/27/2024 

AMF 

We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. The AMF reported feeling fully alert at the time of the incident. The AMF reported 
experiencing no symptoms of fatigue in the time leading up to the incident. 

RWIC 

We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue 
was present. The AMF reported feeling fully alert at the time of the incident. The TRST RWIC 
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 three days leading up to the incident. The employee was awake for 9 hours at 
the time of the incident. The Train Operator reported 5.5 hours of sleep in the 24 hours preceding 
the incident. The off-duty period was 12 hours, providing an opportunity for 7-9 hours of sleep. 
This was a comparable amount to the employee's usual workday sleep durations. The employee 
reported no issues with sleep. The employee worked day shifts in the days leading up to the 
incident. 

AMF 

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 AMF reported 
keeping a regular sleep schedule in the days leading up to the incident. The AMF worked four 
days in the days leading up to the incident. The AMF was awake for 6 hours at the time of the 
incident. The AMF reported 7 hours of sleep in the 24 hours preceding the incident. The off-duty 
period was 16 hours, providing an opportunity for 7-9 hours of sleep. This was a comparable 
amount to the employee's usual workday sleep durations. The employee reported no issues with 
sleep. 

RWIC 

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 TRST RWIC 
reported keeping a regular sleep schedule in the days leading up to the incident. The TRST RWIC 
worked for four days leading up to the incident. The employee was awake for 5 hours at the time 
of the incident. The TRST RWIC reported 7 hours of sleep in the 24 hours preceding the incident. 
The off-duty period was 16 hours, providing an opportunity for 7-9 hours of sleep. This was a 
comparable amount to the employee's usual workday sleep durations. The employee reported no 
issues with sleep. The employee worked day shifts in the days leading up to the incident. 
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Post-Incident Toxicology Testing 

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

Findings 

• The AMF did not brief the Train Operator of Train ID 604.
• The train passed the mobile work crew at 45 MPH.
• The Train Operator did not notify the MICC of the event.
• The RWIC acknowledged that they heard the transmission from the AMF of the train

departing the platform and not advise the MICC.
• The train reached speeds up to 62 MPH between Spring Hill Station and Wiehle-Reston

Station.
• The incident occurred during the Train Operator’s last trip of the day.

Immediate Mitigation to Prevent Recurrence 

• The RWIC and crew were removed from the roadway by train pick-up.
• The Train Operator was interviewed by an RTRA Supervisor and remained in service.
• The AMF was removed from service.

Probable Cause Statement 

The probable cause of the Improper RWP event between Spring Hill Station and Wiehle-Reston 
Station on January 26, 2024, was the AMF's lack of communication when they did not provide 
instruction for the train to remain on the platform after foul time was established. 

Recommended Corrective Actions 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
113910MX _S 
AFECAPS_R 
TRA_001 

AMF to attend Retraining on AMF procedures. TRST SRC Completed 

113910MX _S 
AFECAPS_O 
OP_001 

Update AMF flagging policy to ensure work crews are 
under AMF protection once enroute to the work zone. 

OOP SRC Completed 

113910MX_S
AFECAPS_R
TRA_002 

RTRA Train Operator to received retaining on general 
speed restrictions and procedures related to notifying 
MICC upon encountering unanticipated personnel on 
roadway. 

RTRA SRC Completed 
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Appendices 

Appendix A – Interview Summaries 

The below narratives summarize the incident and represent the statements made by the 
involved individual. As such, times and details may present a conflict with the data contained in 
systems of record. 

RTRA 

Train Operator 

The Train Operator is a WMATA employee with 14 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 May 2024. 

On the day of the incident, the Train Operator started their shift at 04:30 hours, completing several 
trips with sufficient break periods. The incident occurred on their last trip of the day. 

During the formal interview, the Train Operator stated that they did not recall hearing any RTC 
announcements related to track walkers. 

The Train Operator stated that upon entering Spring Hill Station, track 2, they observed the 8-car 
marker, the AMF was present on the platform, moving near the shelters without an illuminated 
lantern and not in close proximity to the 8-car marker. 

The Train Operator stated that they engaged with the AMF which involved a simple greeting of 
"Good Morning" through the window. The Train Operator stated that they initiated the door open, 
and they inquired about proceeding and received a non-verbal reply from the AMF in the form of 
a wave. 

The Train Operator stated that the AMF did not provide any briefing, and their equipment was 
positioned at a distance from the 8-car marker. The Train Operator stated that they departed at a 
regulated speed and then encountered the work crew around a curved portion of the track. The 
Train Operator stated that they stopped the train in B5 and had been unable to observe the crew 
due to the curve and consist placement. 

The Train Operator stated that they had no direct contact with the road crew and continued 
towards Wiehle-Reston Station. The Train Operator stated that later, the RTC contacted them on 
the radio, questioning their interaction with AMF. The Train Operator stated that they had seen 
the AMF but had not received a briefing. 

The Train Operator stated that they continued and had been met by a Supervisor who interviewed 
them and obtained a written statement. The Train Operator stated that they were not taken out 
of service. 
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TRST 

AMF 

The AMF is a RailPros employee with 2 months of experience as an AMF. The AMF holds a 
Roadway Worker Protection (RWP) Level 2 certification that expires in November 2024. 

During the formal interview, the AMF stated that they met the RWIC at Dulles Yard, completed 
the RJSB, and traveled to Spring Hill Station. Upon arrival, the AMF contacted the RWIC by text, 
notifying them of their presence at the station. 

The AMF stated that they took out their equipment, including a flag, horn, and lantern, placing 
them in the 8-car marker area. The AMF stated that the MICC to initiate the track inspection, and 
the RTC put the AMF on standby. The AMF stated that when the RWIC called back, a train had 
left the station during the standby, and their equipment remained in the bag. 

The AMF stated that as the train approached, the AMF was still on standby and allowed the train 
to continue. The AMF stated that RWIC resumed requesting the track inspection, and due to the 
delay, the train had left the platform by the time the AMF was ready with their equipment. 

The AMF stated that they could not communicate with the RWIC due to the noise from the train. 
The AMF stated that after the train passed, the AMF informed the RWIC that they were ready, 
and mentioned that a train had just left without being briefed. 

The AMF stated that they did not attempt to communicate about the unbriefed train, due to radio 
distortion and multiple transmissions. The AMF stated that shortly after, the RWIC called on the 
radio, notifying the AMF that foul time was relinquished. The AMF stated that they resumed their 
duties under AMF protection. 

The AMF stated that 15 minutes later, the RWIC requested a train pickup, because the AMF didn't 
hear foul time was in place. The AMF stated that RWIC called about the foul time, and the AMF 
reiterated their lack of awareness. 

The AMF stated that a Rail Pros Supervisor met them at Spring Hill Station, and they learned of the 
incident. 

The AMF stated that they were removed from service. 

RWIC 

The Track Walker is a WMATA employee with 4 years of service and 2 years of experience as a 
RWIC. The RWIC holds a Roadway Worker Protection (RWP) Level 4 certification that expires 
in August 2024. 

During the formal interview, the RWIC stated that the event began with the RWIC and crew 
members meeting at Dulles Yard, completing the RJSB, and traveling to Wiehle-Reston Station. 
The RWIC stated that they and one crew member exited while the AMF continued to Spring Hill 
Station. 
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The RWIC stated that when they contacted the MICC via radio to request foul time for the track 
inspection, the MICC initially instructed them to standby, and then the MICC advised the RWIC 
to go direct with the AMF for confirmation. 

The RWIC stated that upon making radio contact, the AMF informed the RWIC that they were in 
place at the 8-car marker, Spring Hill Track 2, ready to flag, and a train had just left. 

The RWIC stated that foul time was granted five to ten minutes later, allowing the RWIC to 
commence the inspection. The RWIC stated that they reached CM 820+00, relinquished foul time, 
and continued walking under AMF protection. The RWIC stated that at that point, a train 
approached at high speed. 

The RWIC stated that despite the elevated position of the Train Operator, the train did not sound 
the horn, prompting the RWIC and the crew to move to a place of safety. The RWIC stated that 
the train did not stop, leading them to contact the MICC via cell phone to report the incident. 

The RWIC stated that during the conversation, the RTC asked whether the AMF had briefed the 
train. The RWIC admitted forgetting about the oncoming train, emphasizing that the RTC granted 
foul time and should have been aware of the approaching train. 

The RWIC stated that the Train Operator should have been aware of radio transmissions 
concerning foul time, AMF protections, and workers on the track. The RWIC stated that RTC 
assured them that reporting of the incident and intercepting the train for an interview was 
underway. 

The RWIC stated that following the incident, the RWIC and crew were picked up by a train and 
returned to the Wiehle-Reston Station. The RWIC stated that upon the return, the Train Operator 
informed the RTC that the AMF had not briefed them. 

The RWIC stated that they remembered the AMF's statement about the train not being briefed 
that had just left the platform. The RWIC stated that they believed the MICC would have identified 
the train and not grant foul time. The RWIC stated that they did not follow up on the AMF's 
statement and thought it was directed towards the RTC and not the RWIC. 
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Appendix B – Written Statements 

Document 1 - Train Operator Incident Report 
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Document 2 - TRST RWIC Written Statement. 
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Document 3 - TRST Track Inspector Written Statement. 
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Document 4 - AMF Written Statement. 
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Appendix C – Safety Bulletin – Advanced Mobile Flagging 

Document 5 – SB-24-03-A, Page 1 of 1 
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Appendix D – RTRA Operations Personnel Directive 

Document 6 – RTRA Personnel Notice – AMF Procedural Changes, Page 1 of 1 
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Appendix D – Permanent Order – Changes to AMF Procedures 

Document 7 – PO-23-21 Changes to AMF Procedures, Page 1 of 7 
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Document 8 - PO-23-21 Changes to AMF Procedures, Page 2 of 7 
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Document 9 - PO-23-21 Changes to AMF Procedures, Page 3 of 7 
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Document 10 - PO-23-21 Changes to AMF Procedures, Page 4 of 7 
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Document 11 - PO-23-21 Changes to AMF Procedures, Page 5 of 7 
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Document 12 - PO-23-21 Changes to AMF Procedures, Page 6 of 7 
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Document 13 - PO-23-21 Changes to AMF Procedures, Page 7 of 7 
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Appendix D - Root Cause Analysis 
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Washington Metropolitan Area Transit Authority 
Department of Safety (SAFE) 

Office of Safety Investigations (OSI) 

FINAL REPORT OF INVESTIGATION A&I E24156 

Date of Event: February 27, 2024 
Type of Event: O-23: Improper Roadway Worker Protection
Incident Time: 11:11 hours 
Location: Rhode Island Avenue Station, Track 2 
Time and How received by SAFE: 11:18 hours – MAC Desk 
WMSC Notification Time: 11:50 hours 
Responding Safety Officers: None 
Rail Vehicle: Train 805  

(L3209/08X3200/01X3154/55X3272/73) 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Number 20240227#115062MX 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

AMF   Advanced Mobile Flagger  

ARS   Audio Recording System  

ATC  Automatic Train Control  

CCTV  Closed-Circuit Television 

CMOR   Office of the Chief Mechanical Officer  

IIT  Incident Investigation Team  

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

RJSB  Roadway Job Safety Briefing  

RTC   Rail Traffic Controller  

RTRA  Office of Rail Transportation  

RWIC   Roadway Worker In Charge 

RWP   Roadway Worker Protection   

SAFE  Department of Safety  

SMS  Safety Measurement System  

VMS  Vehicle Monitoring System  

WMATA   Washington Metropolitan Area Transit Authority  

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

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

On Wednesday, February 27, 2024, at 10:11 hours, an Office of Track and Structures (TRST) 
Roadway Worker In Charge (RWIC) contacted the Radio Rail Traffic Controller (RTC) to request 
permission to conduct a switch inspection at Brentwood Yard and needed to access tracks 1 and 
2.  

The RWIC informed the Radio RTC that they had an Advanced Mobile Flagger (AMF) stationed 
at NoMa Station on track 1 and an AMF at Rhode Island Avenue Station on track 2 as their form 
of protection while they were working.  

The AMFs were positioned at their respective locations and were waiting to begin AMF duties. 
Train ID 805 (L3209/08X3200/01X3154/55X3272/73), an eight-car non-revenue consist, was 
being transported from Glenmont Yard to Brentwood Yard for collector shoe inspection. Train ID 
805 entered Rhode Island Avenue Station platform limits traveling at the required non-revenue 
speed of 25 MPH, but the Train Operator failed to sound the train horn.  

The AMF was located at the 8-car marker on track 2, however they were not properly positioned 
to flag the train to stop. When the AMF realized that Train ID 805 was not going to stop, the AMF 
began to wave their hands in order to gain the attention of the Train Operator to stop the train. 
Train ID 805 came to a complete stop 194 feet beyond the 8-car marker, the train did not 
encounter any personnel on the roadway.  

The Radio RTC instructed Train ID 805 to continue into Brentwood Yard where the Train Operator 
was removed from service.  

The probable cause of the Improper Roadway Worker Protection (RWP) event on February 27, 
2024, at Rhode Island Avenue Station was the Train Operator’s lack of awareness when they did 
not observe the AMF positioned on the platform at the 8-car marker with the amber lanterns 
deployed. Additionally, the Train Operator failed to sound the horn as the train entered the 
platform limits since the train was in non-revenue service. 

Incident Site 

Rhode Island Station is an outdoor aerial station with a center platform and direct fixation tracks. 
There is an interlocking on the outbound end of the station.  
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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 

Upon receiving notification of the Improper Roadway Worker Protection event at Rhode Island 
Avenue Station on February 27, 2024, SAFE dispatched a cross-functional team to assess the 
scene and conduct the subsequent investigation. SAFE team members worked with relevant 
WMATA subject matter experts to review the incident's facts and data. 

The preliminary investigative methodologies included the following: 

• Site assessment through video and document review

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

• Train Operator – Train ID 805
• AMF

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

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

• Metrorail Operating Rulebook (MOR)

Train ID 805
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• National Oceanic and Atmospheric Administration (NOAA)
• Train Operator 30 Day Work History
• Train Operator Written Statement
• Train Operator’s Manifest
• RTRA Post-Incident Interview Questionnaire
• Roadway Job Safety Briefing (RJSB) Form

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

• Audio Recording System (ARS) playback, include OPS 1 Radio, Brentwood
Tower, Ops.1 Phone

• Closed-Circuit Television (CCTV)
• Vehicle Monitoring System (VMS) Data

Investigation 

On Tuesday, February 27, 2024, at 10:11 hours, a TRST RWIC contacted the Radio RTC to 
request permission to conduct a switch inspection in Brentwood Yard and required access tracks 
1 and 2.  

The RWIC informed the Radio RTC that an AMF was positioned at NoMa Station on track 1 and 
a second AMF at Rhode Island Avenue Station on track 2 as protection while they were working. 
At 10:15 hours, the Radio RTC granted the RWIC permission to enter the roadway to conduct 
their switch inspection.  

The AMFs were positioned at their respective locations and were waiting to begin AMF duties. At 
10:20 hours, the AMF located at Rhode Island Station, track 2, started AMF duties.  

The Audio Recording System (ARS) revealed that at 10:56 hours, the Train Operator of Train ID 
805 contacted the Radio RTC on Radio Ops. 1 and advised that they were transporting an eight-
car non-revenue consist (L3273-72x3155-54x3201-00x3208-09T) from Glenmont Yard to 
Brentwood Yard for a collector shoe inspection.  

The Radio RTC acknowledged the transmission, and Train ID 805 proceeded towards Brentwood 
Yard. At 11:07 hours, Train ID 805 entered the Rhode Island Avenue Station platform limits, 
traveling at the required non-revenue speed of 25 MPH. However, the Train Operator failed to 
sound the train horn. The AMF was located at Rhode Island Avenue Station at the 8-car marker 
on track 2; however, they were not properly positioned to flag the train to stop. The AMF had the 
flag in their pocket when the train initially entered the platform limits.  

The AMF had deployed the amber lantern at the 8-car marker, and the orange flag was in their 
pocket as Train ID 805 approached the end of the platform.  

The Closed-Circuit Television (CCTV) revealed that the AMF began to wave their hands to gain 
the attention of the Train Operator to stop the train. Train ID 805 came to a complete stop 194 
feet beyond the 8-car marker, the train did not encounter any personnel on the roadway.  

The Radio RTC instructed Train ID 805 to continue into Brentwood Yard where the Train Operator 
was removed from service.  



Incident Date: 02/27/2024  Time: 11:11 hours Page 7 
Final Report – Improper RWP Rev. 1 
E24156 

Drafted By:      SAFE 703 5/2/2024 
Reviewed By:  SAFE 707 – 05/06/2024 
Approved By:  SAFE 707 – 05/06/2024 

Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 

Time Description 
10:11:57 hours TRST RWIC: Contacted the Radio RTC and requested permission to 

conduct a switch inspection at Brentwood Yard, they would have to access 
tracks 1 and 2, and would have an AMF at NoMa Station on track 1, and one 
at Rhode Island Avenue Station on track 2; then advised that a RJSB was 
completed.  
Radio RTC: Gave 100% repeat back and instructed to go direct with the 
AMFs. [Ops. 1]  

10:12:47 hours TRST RWIC: Contacted both AMFs directly and they both reported in place 
at their respective locations. [Ops. 1]  

10:15:26 hours Radio RTC: Granted TRST RWIC permission to enter the roadway at CM B1 
134+00 to perform a switch inspection and instructed to contact Central 
when they switch to track 2. 
TRST RWIC: Gave a 100% repeat back. [Ops. 1]  

10:21:04 hours TRST RWIC: Contacted the AMF at Rhode Island Avenue Station and 
advised that personnel were on track 2 and to begin AMF duties.  
TRST AMF: Advised they were at Rhode Island Avenue Station and ready 
to flag. [Ops. 1]  

10:39:40 hours ATC RWIC: Contacted the Radio RTC and requested permission to enter 
the roadway by way of an access gate for shunt verification, and they were 
using AMF protection in conjunction with foul time from CM B2 156+00 – B2 
204+00.  
Radio RTC: Gave 100% repeat back and instructed to go direct with the 
AMF. [Ops. 1]  

10:41:18 hours ATC RWIC: Contacted the AMF to verify that they were in position at the 8-
car marker at Rhode Island Avenue Station on track 2.  
ATC AMF: Responded they were located at the 8-car marker, at Rhode 
Island Avenue Station on track 2 and ready to flag. [Ops. 1]   

10:48:25 hours Radio RTC: Granted the ATC RWIC permission to enter the roadway using 
the access gate and instructed them to go direct with their AMF at Rhode 
Island Avenue Station.  
ATC RWIC: Contacted the AMF.   
ATC AMF: Advised that they were in place and ready to flag. [Ops. 1]  

10:56:01 hours Train ID 805: Advised that 8 cars and was being transported to Brentwood 
Yard.  
Radio RTC: Acknowledged. [Ops. 1] 

11:11:49 hours AMF: Reported, “Emergency, emergency, emergency, the train did not 
stop at the 8-car marker at Rhode Island Avenue Station, track 2”. 
Radio RTC: Gave a 100% repeat back. [Ops. 1]    

11:12:29 hours Button RTC: Contacted Brentwood Tower, instructed them to route Train ID 
805 into the yard, and advised they did not stop for the AMF briefing.  
[BW Tower Phone] 

11:14:17 hours Radio RTC: Instructed the Train Operator to switch to the Tower Ops , and 
to landline Central once they get settled in the Yard.  
Train ID 805: Gave 100% repeat back. [Ops. 1]   

**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
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Office of the Chief Mechanical Officer, Incident Investigation Team (CMOR/IIT) 

IIT completed a data download and analysis for the consist. Train ID 805 entered Rhode Island 
Avenue Station on Track #2 at a speed of 25 MPH with the Master Controller in the Coast position.  

The Master Controller was moved to the B1 Braking position 165 feet before the 8-car marker, 
then to the B5 Braking position 68 feet before the 8-car marker. The train passed the 8-car marker 
at a speed of 19 MPH, with the master controller moved in the B3 Braking position. The Master 
Controller was placed in a B1 position, then in the coast position 92 feet beyond the 8-car marker; 
the train speed at that time was 13 MPH. The Master Controller was placed at B4 Braking 17 feet 
after the 8-car marker at a speed of 9 MPH, and eventually coming to a complete stop 194 feet 
beyond the 8-car marker. The train failed to stop at the 8-car marker for the Advanced Mobile 
Flagger briefing. 

Based on VMS data, there were no faults with the train that contributed to the cause of this 
incident. The train performed as commanded. 

Time Description of Events 

11:07:08.760 Train ID 805 entered Rhode Island Avenue Station. Train speed 
25 MPH, with the Master Controller moved to Coast position.  

11:07:20.556 Master Controller moved to a B1 Braking Braking position, Train 
speed was 26 MPH, 165 feet before the 8-Car marker.  

11:07:23.208 Master Controller moved to a B5 Braking position, Train speed 
was 24 MPH, 68 feet before the 8-Car marker.  

11:07:25.480 The train passed the 8-Car marker. Train speed was 19 MPH, 
and the Master Controller was in the B3 Braking position. 

11:07:26.244 Master Controller placed in the B1 Braking position, Train speed 
was 16 MPH, 18 feet beyond the 8-Car marker. 

11:07:29.924 Master Controller placed in the Coast position, Train speed was 
13 MPH, 92 feet beyond the 8-Car marker. 

11:07:32.352 Master Controller placed in B2 Braking position, train speed was 
12 MPH. 

11:07:34.972 Master Controller placed in B4 Braking position, train speed was 
9 MPH, 17 feet beyond the 8-Car Marker. 

11:07:38.551 Master Controller was placed on B5 as the Train came to a 
complete stop 194 feet beyond the 8-Car marker. 

11:12:36.184 The Master Controller moved to the P2 Power position, and the 
train began to move.  

11:12:40.116 The Road Horn sounded 2 times, 6 feet after moving from stop.  
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Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
The Train Operator received discipline under the Disciplinary Administration Program, a Written 
Reprimand, and Refresher Training as a result of this event. 
 
See Appendix D: RTRA Investigative Report  
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed two people. The interviews identified 
the following key findings associated with this event. The findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 
 
Train Operator – Train ID 805 
 

• The Train Operator stated that they were working yard duties on the day of the incident.  
• The Train Operator stated that they were transporting an 8-car train from Glenmont Yard 

to Brentwood Yard.  
• The Train Operator stated that when they received permission to enter the mainline, they 

did not hear the RTCs make any roadway announcements to let the Operators know 
where the personnel were. 

• The Train Operator stated that they recalled entering Rhode Island Avenue Station 
traveling at 25 MPH or lower.  

• The Train Operator stated that they did not remember seeing the flashing amber lantern 
at the 8-car marker.  

• The Train Operator stated that they saw personnel near the 8-car marker and one 
appeared to be an AMF.  

• The Train Operator stated that they did not think they had to stop at the 8-car marker.  
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• The Train Operator stated that they noticed the AMF waving at them, so they began to 
stop the train.  

AMF 
 

• The AMF stated they have been serving as an AMF for three months.  
• The AMF is a contractor for Rail Pro.  
• The AMF was fully alert when the incident occurred.  
• The AMF was flagging for a TRST crew conducting an interlocking inspection at 

Brentwood Yard.  
• The AMF noticed the train was not slowing down to stop at the 8 car-marker.  
• The AMF waved violently at the Train Operator to get them to stop.  
• The AMF mentioned they do not use hand signals with the Train Operators instead they 

use the flag if they need to stop the Train Operator.  
• The AMF communicated, “emergency, emergency, emergency” via the radio when the 

Train Operator did not stop.  
 
Weather 
 
On February 27, 2024, at the time of the incident, NOAA recorded the temperature as 60.8°F, 
with clear skies, winds 10 mph, and 48.03% humidity. The weather was not a contributing factor 
in this incident. (Weather source: NOAA) – Location: [Washington, DC]. 
 
Related Rules and Procedures 
 

• 5.5.1: Hand signal indications shall be given facing the oncoming vehicle from a point 
where they may be plainly seen, in a manner that can be understood and sufficiently ahead 
of time to permit the train to comply.  
 

• 5.5.2: Rail Vehicle movement must be stopped if:   
o There is doubt of the meaning of a signal,  
o There is doubt for who the signal is intended, or  
o The signal disappears from view.  

 
• 5.5.3: Rail vehicle operators shall stop their vehicles immediately when observing anyone 

violently waving any object on or near the track.  
 

• 8.10.1: When an Advanced Mobile Flagger is present, Rail Vehicle Operators MUST come 
to a complete stop at the end of the station platform (eight (8) car marker or end gate 
area).  
 

• 17.8.7: a. Rail Vehicle Operators will be attentive to all Rail Traffic Controller 
announcements regarding the location(s) of fixed work zones and mobile work crews 
within their routes.  
 

• 17.22.6: f. The Advanced Mobile Flagger shall always hold the orange flag in their hand 
while they are on duty.  
 

• 17.22.6: l. As the rail vehicle approaches, the Advanced Mobile Flagger is to present the 
orange flag toward the Rail Vehicle Operator and confirm the amber lantern/E-flare is 
visible to ensure the rail vehicle comes to a complete stop at their location.  
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• 17.22.6: m.  If the Advanced Mobile Flagger hears multiple horn blasts from a Class 1 rail 
vehicle, indicating the vehicle is not planning to service the station, the Advanced Mobile 
Flagger must make every effort, to stop the rail vehicle by continuously displaying a stop 
hand signal using the orange flag.  
 

• 17.22.6: n.: If any rail vehicle fails to stop at the Advanced Mobile Flagger’s location and 
is proceeding towards the Mobile Work Crew, the Advanced Mobile Flagger must 
immediately contact the RWIC and advise them to clear personnel from the roadway, 
alerting them to the approaching rail vehicle. 

 
Human Factors 
 
Train Operator  
 
Evidence of Fatigue 
 
We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. No video of the involved person was available to ascertain whether evidence of fatigue 
was present. The 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. 
 
Fatigue Risk 
 
We evaluated incident data for fatigue risk factors. Risk factors for fatigue were present. The 
incident time of day did not suggest an increased risk of fatigue-related impairment. The Train 
Operator reported some variation in the sleep schedule in the days leading up to the incident. The 
Train Operator recently changed their schedule from working night shift to working day shift in the 
days leading up to the incident. The Train Operator was awake for four hours at the time of the 
incident. The Train Operator reported seven hours of sleep in the 24 hours preceding the incident. 
The off-duty period was 16 hours which provides an opportunity for 7-9 hours of sleep. This was 
a comparable amount of sleep 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. 
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Findings 
 

• A TRST work crew was conducting a switch inspection at Brentwood Yard.  
• The AMF stationed at Rhode Island Avenue Station, track 2 was a Rail Pros employee.  
• Train ID 805 was being transported from Glenmont Yard to Brentwood Yard for collector 

shoe inspection.  
• The Train Operator of Train ID 805 recently certified as a Train Operator.  
• The Train Operator reported that they misunderstood the radio communications on Ops. 

1 prior to arriving at Rhode Island Avenue Station.  
• The Train Operator failed to blow their horn as they entered Rhode Island Avenue Station 

as a non-revenue train.  
• The Train Operator identified personnel near the 8-car marker but did not identify the 

flashing amber lantern at the 8-car marker.   
• Train ID 805 failed to stop at the 8-car marker to be briefed by the AMF.  
• The AMF reported an emergency over Radio Ops 1 when Train ID 805 failed to stop.   
• The AMF deployed a flashing amber lantern which was positioned at the 8-car marker.  
• The orange flag was in the pocket of the AMF as Train ID 805 approached the 8-car 

marker.  
• The AMF did not provide proper hand signals to stop the train.  
• Train ID 805 stopped 194 feet beyond the 8-car marker.  

 
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 MICC promptly removed Train ID 805 from 
revenue service for post-incident investigative measures. This action adhered to the Rail 
Vehicle Event Investigation Policy, ensuring a comprehensive incident examination. 

• The AMF was removed from service following the incident.  
 
Probable Cause Statement 
 
The probable cause of the Improper Roadway Worker Protection (RWP) event on February 27, 
2024, at Rhode Island Avenue Station was the Train Operator’s lack of awareness when they did 
not observe the AMF positioned on the platform at the 8-car marker with the amber lanterns 
deployed. Additionally, the Train Operator failed to sound the horn as the train entered the 
platform limits since the train was in non-revenue service. 
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Recommended Corrective Actions 
 

Corrective Action 
Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
115062_SAFECAPS_
RTRA_001 

The Train Operator must complete refresher 
training emphasizing proper RWP procedures 
and entering a station as a non-revenue train.    

RTRA SRC Completed  
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Appendices 
Appendix A – Interview Summaries 
 
The below narratives summarize the incident and represent the statements made by the involved individual. As such, 
times and details may present a conflict with the data contained in systems of record.   
 
Train Operator – Train ID 805 
 
The Train Operator is a WMATA employee with ten (10) years of experience and less than one 
year of experience as a Train Operator. The Train Operator certified in train operations in August 
2023. The Train Operator holds an RWP Level 2, which expires in March 2024. 
 
During the formal interview, the Train Operator stated that they previously worked as a Bus 
Operator, and the most challenging part of train operation training was learning about the train 
because they had no prior experience unlike when they became a Bus Operator.  
 
The Train Operator stated that they were feeling moderately alert while operating the train. The 
Train Operator stated that no non-work-related circumstances affected their opportunity to get 
good sleep. The Train Operator stated that they did not experience any mechanical issues while 
operating Train ID 805.  
 
The Train Operator stated that they were working yard duties on the day of the incident. The Train 
Operator stated that they were transporting Train ID 805 from Glenmont Yard to Brentwood Yard 
for collector shoe inspection.  
 
The Train Operator stated that they received permission to enter the mainline, and they never 
heard the RTCs make roadway announcements to let the Operators know where personnel were 
located. The Train Operator stated that they were transporting Train ID 805 non-revenue so they 
were not making station stops.  
 
The Train Operator stated that they recalled entering Rhode Island Avenue Station traveling at 
25 MPH or lower. The Train Operator stated that when they entered the station, they did not see 
the flashing amber lantern at the 8-car marker. The Train Operator stated that they did notice 
personnel near the 8-car marker. The Train Operator stated that they heard radio communications 
that an ATC crew was being picked up, but it was the second train, and they thought the train was 
after them, so they stopped.  
 
The Train Operator stated that when they passed the 8-car marker, they saw the AMF waving at 
them violently from their peripheral vision. The Train Operator stated that they immediately 
stopped the train and heard the AMF say “emergency, emergency, emergency” over the radio.  
 
AMF  
 
The AMF has been an employee with contractor, Rail Pro, for three (3) months and only serves 
as an AMF. The AMF holds an RWP Level 2, which expires in December 2024. The AMF does 
not have a set work location. The AMF completed the required AMF training and did not complete 
any post-incident testing. The AMF mentioned feeling fully alert right before the incident. The AMF 
did not have any issues with their sleep.  
 
The AMF was knowledgeable of their roles and responsibilities as an AMF. The AMF stated they 
needed an e-lantern, safety vest, orange flag, and a script to read to the Train Operator to perform 
their duties. They completed AMF training with WMATA and Rail Pro. They did not experience 
any radio communication issues on the day of the incident. The AMF’s assignment was to flag at 
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Rhode Island Avenue Station, on track 2 for TRST personnel performing interlocking inspections 
at Brentwood Yard. They said they conducted an RJSB on the day of the incident at Brentwood 
Yard. The AMF mentioned that non-revenue trains typically tap their horn as they enter the station. 
The AMF noticed the train was not going to stop after they went to get the script to read to the 
Train Operator and the train speed was not slowing. The AMF never gives hand signals to Train 
Operators but instead uses the flag to stop trains.  
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Appendix B – Roadway Job Safety Briefing Form 
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Appendix C – Train Operator Written Statement  
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Appendix D – RTRA Investigative Report  
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Appendix E – Why Tree Analysis  
 

 
 

Problem
Statement

Root CausesCausesCausesMajor Cause

There was an
improper RWP at

Rhode Island
Avenue Station.

Root Cause Analysis

The Train Operator
failed to get briefed

by the AMF.

The Train Operator
misunderstood radio

communication
between the MICC and

ATC personnel.

The Train Operator failed to
follow proper procedures as a

non-revenue train and
established AMF procedures.

RC-1

Why?
Why?

Why?

Why?

The Train Operator was
unaware 2 AMFs were

at the 8-car marker.
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Washington Metropolitan Area Transit Authority 
Department of Safety (SAFE) 

Office of Safety Investigations (OSI) 

FINAL REPORT OF INVESTIGATION A&I E23452 

Date of Event: July 4, 2023 
Type of Event: O-23: Improper RWP
Incident Time: 01:58 hours 
Location: College Park Station CM E1 500+00 
Time and How received by SAFE: 02:18 Hours - Mission Assurance Coordinator (MAC) 
WMSC Notification Time: 02:58 Hours 
Responding Safety Officers: WMATA:  None 

WMSC: None 
Other: None 

Rail Vehicle: Train ID 502 
(L6082-6083-6112-6113-6072-6073-6172-6172T) 

Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 2023070706#109703 
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Abbreviations and Acronyms 

AIMS Advanced Information Management Systems 

ARS  Audio Recording System

CM              Chain Marker 

CCTV Closed-Circuit Television 

FT Foul time 

MSRPH Metrorail Safety Rules and Procedures Handbook 

NOAA National Oceanic and Atmospheric Administration 

RTRA Office of Rail Transportation  

ROCC Rail Operations Control Center 

RTC Rail Traffic Controller 

RWIC Roadway Worker in Charge 

SAFE Department of Safety  

SPOTS System Performance On-Time Management System 

SMS Safety Measurement System  

WMATA Washington Metropolitan Area Transit Authority  

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

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

On Tuesday, July 4, 2023, at 01:58 hours, a Department of Rail Transportation (RTRA) 
Supervisor was operating Train ID 502 (L6082-6083-6112-6113-6072-6073-6173-6172T) when 
they observed two roadway personnel on Track 1 holding onto Fiber Optic or telephonic cables 
between College Park Station (E09) and Chain Marker (CM) E1 500+00. The Train Operator 
transmitted an emergency message to the Rail Operations Control Center (ROCC) Radio Rail 
Traffic Controller (RTC), alerting them of the unexpected personnel on Track 1 near CM E1 
500+00. The Radio RTC stated that when they questioned the Roadway Worker in Charge 
(RWIC) , the roadway crew stated that they were off Track 1 but looking through the breezeway 
to complete their tunnel light inspection. The Train Operator further said they observed both 
personnel on Track 1 as they approached CM E1 500+00 wearing their prescribed Protective 
Personal Equipment (PPE). 

The Audio Recording System (ARS) playback revealed that at approximately 01:41 hours, a 
Power Department Low Voltage Technician, acting as the Roadway Worker in Charge (RWIC), 
contacted the Radio RTC via radio channel Ops 3 to request Foul Time (FT) for tunnel light 
inspections for themselves and one additional personnel for CM E2 491+00 to 493+00.  

At 01:43 hours, the RTC granted FT for a tunnel light inspection on Track 2, from CM 491+00 to 
493+00. The RWIC completed a 100% repeat-back of the instructions. 

After Train ID 502 reported that personnel were on the roadway, the Radio RTC contacted the 
RWIC to ascertain their location and, once verified, directed them to a place of safety and to await 
further instructions. 

At 02:01, the work crew transmitted that they were in a place of safety in Fan Shaft FE 13-E2, 
which is adjacent to College Park Station. 

Both work crew members were removed from service and transported for post-incident testing 
and subsequent investigation. 

There were no injuries because of this incident nor damage to any WMATA assets. 

The probable cause of the Improper Roadway Worker Protection event at College Park Station 
(CM E1 500+00) on July 4, 2023, was the failure of the work crew to follow established rules and 
procedures regarding Foul Time protection. The personnel fouled Track 1 instead of Track 2, as 
instructed and protected. The work crew assessed the risk of looking across to Track 1 as low 
and encroached into the area without requesting a change in their Foul Time protection. 

Incident Site 

College Park Station Chain Marker E1 500+00 
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Field Sketch/Schematics 

Figure 1 - Map of area with event location circled in yellow 

Purpose and Scope 

The purpose of this incident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 

Investigation Methods 

Upon receiving notification of the Improper RWP event near College Park Station, SAFE 
dispatched a cross-functional team to assess the scene and conduct the subsequent 
investigation. SAFE team members worked with relevant WMATA subject matter experts to 
review the incident's facts and data. 

The investigative methodologies included the following: 

• Field Response and site assessment through video and document review.

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

• Low Voltage Technician 1 (RWIC)
• Low Voltage Technician 2
• RTRA Supervisor (Operator of Train ID 502)

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

• Low Voltage Technician 1 (RWIC)
• Low Voltage Technician 2
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• Documentation Review – A collection of relevant work history information and process 

documentation contained in Metro record systems. These records include the following: 
• Metrorail Safety Rules and Procedures Handbook (MSRPH) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Employee Training Records 
• Employee Certifications 
• Employee 30 Day Work History 
• Rail Operations Control Center (ROCC) Incident Report 
• Maximo Data 

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback, including OPS 3 Radio and Landline 

Communications. 
• Advanced Information Management System (AIMS) 
• System Performance On-Time Summary (SPOTS) 

 
Investigation 
 
On Tuesday, July 4, 2023, at 01:58 hours, a Department of Rail Transportation (RTRA) 
Supervisor was operating Train ID 502 (L6082-6083-6112-6113-6072-6073-6173-6172T) when 
they observed two roadway personnel on Track 1 holding onto Fiber Optic or telephonic cables 
between College Park Station (E09) and Chain Marker (CM) E1 500+00. The Operator 
transmitted an emergency message to the ROCC RTC alerting the ROCC of unauthorized 
personnel on Track 1 near CM E1 500+00. The Radio RTC stated that when they questioned the 
Roadway Worker in Charge (RWIC), the roadway crew stated that they were off Track 1 but 
looking through the breezeway to complete their tunnel light inspection. The operator further said 
they observed both track personnel on Track 1 as they approached CM 500+00 wearing their 
PPE. 
 
Prior to the event, at 01:41 hours, a Power Department Low Voltage Technician, acting as the 
RWIC for their work crew, contacted the Radio RTC via radio channel Ops 3 to request foul time 
for tunnel light inspections for themselves and one additional personnel for CM E2 491+00-
493+00.  At 01:43 hours, the Radio RTC granted FT for a Tunnel Light inspection on Track 2, 
from CM 491+00 to 493+00. Low Voltage Technician 1 completed a 100% repeat-back of 
instructions. 
 
At 01:58 hours, Train ID 502 reported to the ROCC RTC via Ops 3 that there were personnel on 
the roadway in the vicinity of E1 CM 500+00. At 02:00, the Radio RTC contacted Low Voltage 
Technician 1 to ascertain their location and, once verified, directed them to a place of safety and 
await further instructions. At 02:01, the work crew reported that they were in an area of safety in 
Fan Shaft FE 13-E2, which is adjacent to College Park Station on the North end of Track 2.  
 
At 02:00 hours, Train ID 502 arrived at College Park Station and had a dwell time of one minute 
and forty-three seconds. Train ID 502 departed College Park Station at 02:04 hours, verified by 
SPOTS. 
 
During their interview, the Low Voltage Technician stated that the crew accessed the roadway by 
utilizing a fan shaft. The team members did not adhere to Safety Rule 4.183.2, which states that 
employees must contact the Maintenance Operations Center (MOC) Power Desk with the 
coordination with the ROCC to grant access to the roadway from any ancillary location or building. 
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Both work crew members were removed from service and transported for post-incident testing 
and subsequent investigation. 

A team member served a five-day unpaid suspension as a result of this incident. 

Both members are scheduled to attend a refresher RWP class to focus on MSRPH Rules 5.10.1, 
5.13.5, and 4.183.2. 

There were no reported injuries or damage as a result of this incident. 

Chronological ARS Timeline 

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

01:41:14 hours Low Voltage Technician 1: Requested foul time for tunnel light inspection 
for themselves plus one for CM E2 491+00 – 493+00. [Ops3 Radio] 

01:43:42 hours Radio RTC: Granted foul time for tunnel light inspection, CM E2 491+00 – 
493+00 only. 
Low Voltage Technician 1: Acknowledged and Repeated. [Radio Ops3] 

01:58:19 hours Train 502: Reported personnel on the Roadway at CM E1 500+00. 
Radio RTC: Contacted Low Voltage Technician 1 for their location and 
directed them to relocate to a place of safety. [Radio Ops3] 

02:00:25 hours Radio RTC: Instructed the Low Voltage Technician 1 and crew to clear the 
roadway. 
Low Voltage Technician 1: Acknowledged the transmission. [Radio Ops3] 

02:00:35 hours Buttons RTC notified the AOM. [Phone, Ops 3] 
02:00:56 hours Train 502: Arrived at College Park Station. [SPOTS] 
02:01:27 hours Low Voltage Technician 1: Reported they were in a place of safety- Fan 

Shaft FE 13- E2 and relinquished Foul Time.  
Radio RTC: Acknowledged and repeated. [Radio Ops3] 

02:03:36 hours Radio RTC: Requested the Train Operator of 502 to give them a landline 
after arriving at Greenbelt Station platform. 
Train 502: Acknowledged the transmission. [Radio Ops 3] 

02:04:09 hours Train 502: Tail cleared College Park Station. [SPOTS] 
02:06:36 hours AOM: Interviewed Low Voltage Technician 1 regarding the incident. 

Low Voltage Technician 1: Stated that they stuck their heads through the 
cut out to conduct an inspection but did not enter onto track 1. [Phone Ops3] 

02:07:37 hours Train 502: The Train Operator called the ROCC to inquire whether a report 
is required for this event. 
Buttons RTC: Placed the Train Operator on hold. [Phone Ops3] 

02:10:12 hours 
Train 502: Contacted the AOM and updated them with a timeline of events 
that transpired with the work crew. 
AOM: Asked what happened during the event.  
Train 502: Stated the work crew was standing on track 1 holding onto the 
wall, when the Train 502 noticed the work crew, the Train Operator sounded 
their horn, stopped their train and contacted the Radio RTC. 
AOM: Instructed the Train Operator to complete an Incident Report. [Ops3 
Phone] 

02:12:54 hours AOM: Called Ops3 Button RTC to ascertain when Foul time was granted. 
[Phone Ops3] 



Incident Date: 07/04/2023 Time: 01:58 hours Page 8 
Final Report – Improper RWP 
E23452 
 

Drafted By:      SAFE 706 – 08/18/2023 
Reviewed By:  SAFE 702 – 05/26/2024 
Approved By:  SAFE 7 – 09/05/2023 

Time Description 
02:19:34 hours AOM: Called Low Voltage Technician 1 ’s supervisor to brief them on the 

incident. [Phone Ops3] 
**Note: Times above may vary from other systems’ timelines based on clock settings and reporting sources. 
 
Interview Findings  
 
As part of the investigation launched into the event, SAFE interviewed two employees. The interviews 
identified the following key findings associated with this event. The findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 
 
RTRA Train Operator (Written Statement) 
 

• Train Operator's Observation: The Train Operator reported that while operating train 502, 
they observed two personnel on the catwalk holding onto the cables as they approached. 
They immediately acted by sounding the horn and yard horn to warn the personnel and 
began stopping the train. 

 
• Communication with ROCC: The Train Operator contacted the ROCC to inquire about 

personnel on the roadway. The ROCC responded that no one should be on Track #1. The 
ROCC then contacted the Power Personnel, who were supposed to be on Track #2, to 
determine their location. 

 
• Confirmation of Personnel on Track #1: The Train Operator observed the personnel on 

Track #1 wearing yellow safety shirts and safety helmets.  
 

• Clearing the Roadway: Following the communication with the ROCC, Personnel stated 
that they were clear of Track #1 and indicated that they were clearing the roadway as per 
the request of the ROCC. This information allowed the Train Operator to resume 
movement to the next station at restricted speeds. 

 
• ROCC Instructions and Incident Report: The Train Operator received instructions from the 

ROCC via radio, requesting a landline. They were then instructed to complete an incident 
report, highlighting the importance of documenting the event for further investigation. 

 
Low Voltage Technician 2 (Formal Interview) 
 

• Tunnel Light Inspection: The Low Voltage Technician 2 was conducting a tunnel light 
inspection in the cut-away portion of the tunnel. They briefly extended their head through 
the tunnel's cutaway to assess the operability of the tunnel lights on Track 1. They stressed 
that they did not enter Track 1 or encroach upon the track during the visual inspection. 

 
• Foul Time Authorization: The Low Voltage Technician had explicit authorization for foul 

time, specifically granted for conducting tunnel light inspections on Track 2. They said they 
followed the approved plan and adhered to the designated work area. 

 
• Safe Entry Point: The Low Voltage Technician utilized a fan shaft room adjacent to the 

College Park Station to access the roadway. This ensured a safe and designated entry 
point for their activities. 

 
Radio Communication Challenges: The Low Voltage Technician experienced difficulties 
with radio communications during the incident. The point-to-point communication with 
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the RTC was unreliable, resulting in intermittent and disrupted exchanges throughout the 
night.  

Low Voltage Technician 1 - RWIC (Formal Interview) 

• Low Voltage Technician 1 stated that they contacted the ROCC to request foul time for
CM 491+00 – 493+00 track 2 to conduct tunnel light inspections. They further said they
were only granted foul time at 01:46 hours for track 2.

• Low Voltage Technician 1 stated that they walked from CM 530+00 to 533+00 and noticed
two tunnel lights were inoperable; they further noted that they observed a cutaway
between the tracks 1 and 2, and instead of requesting foul time for the additional Chain
Markers from the ROCC, they poked their head through the cut away to inspect the tunnel
lights on track 1.

• Low Voltage Technician 1 stated that while inspecting the tunnel lights from a place of
safety in the cutaway, they observed a train approaching on track 1. They further placed
themselves in a place of safety while the train passed their location.  The Low Voltage
Technician 1 stated that the train did not stop at any point to question them as to why they
were on track 1.

• Low Voltage Technician 1 stated that the ROCC communicated with them to return to a
place of safety and relinquish their foul time.

• Low Voltage Technician 1 stated that they returned to a place of safety in Fan Shaft room
F-E-13 and, relinquished their foul time, and awaited further instructions.

• Low Voltage Technician 1 acknowledged that they violated RWP protections in this event.
Weather 

On July 4, 2023, at the time of the incident, NOAA recorded the temperature as 70°F, with clear 
skies.  The weather did not contribute to this incident (Weather source: NOAA) – Location: College 
Park, Maryland. 
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Human Factors 

Low Voltage Technician 2 

Fatigue 

Evidence of Fatigue:    

SAFE evaluated incident data for evidence of fatigue that may have been present at the time of 
the incident. No signs or symptoms of fatigue were detected from the available data. The Low 
Voltage Technician 2 reported feeling fully alert at the time of the incident.  The Low Voltage 
Technician reported experiencing no symptoms of fatigue in the time leading up to the incident.  

Fatigue Risk:  

SAFE evaluated incident data for fatigue risk factors. Risk factors for fatigue were not identified. 
The incident time of day did not suggest an increased risk of fatigue-related impairment. The Low 
Voltage Technician reported a regular sleep schedule in the days leading up to the incident. The 
Low Voltage Technician performed overnight shift work in the days leading up to the incident. 
The Low Voltage Technician was awake for 5 hours at the time of the incident.  The Low 
Voltage Technician reported 7 hours of sleep in the 24 hours preceding the incident. The off-
duty period was 8 hours, providing an opportunity for 7 hours of sleep. This was more than a 
comparable amount of sleep to the Low Voltage Technician’s regular workday sleep durations. 
The Low Voltage Technician reported no issues with sleep.  

The 30-day work history was provided and analyzed. No overtime abuse or scheduling conflict 
was discovered.  

Low Voltage Technician 1 

Fatigue 

Low Voltage Technician 1 was unable to recall their sleep pattern data for the period leading up 
to the event. SAFE could not gather essential information regarding fatigue factors. This lack of 
data precluded the ability to perform a comprehensive analysis.  

Post-Incident Toxicology Testing 

WMATA's Drug and Alcohol Program determined that the Personnel Involved complied with and 
were not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 



Incident Date: 07/04/2023 Time: 01:58 hours Page 11 
Final Report – Improper RWP 
E23452 

Drafted By:      SAFE 706 – 08/18/2023 
Reviewed By:  SAFE 702 – 05/26/2024 
Approved By:  SAFE 7 – 09/05/2023 

Training and Work History 

The involved personnel were current with their training and certification for their positions. They 
had no prior history of RWP violations.  

Related Rules and Procedures 

Safety Rule 4.183.2. 

When access to a customer station or any rail support or ancillary building is required during non-
revenue service hours, authorized employees shall contact the MOC by telephone or radio and 
provide the following information: 

• Reason for access.
• Name of the facility to be accessed.
• Approximate length of time the personnel will be in the facility.
• Specific location or description of the point of access.
• Specific location or description of the exit point if different from the access point.
• Notice: If WMATA personnel are in a rail facility when it closes, they shall follow

the above procedures once the facility is closed.
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Advanced Information Management System (AIMS) 
 

 
Figure 2 AIMS - Foul time Track #2 CM 491+00-493+00 
 
Office of System Maintenance, Office of Radio Communications (COMM) 
 
On July 12, 2023, COMR completed communication testing and determined that the radio checks 
performed from Prince George Plaza [E08] to College Park Stations [E09] were loud and clear.   
 
System Performance On-Time Summary (SPOTS) 
 

 
Figure 3 Train ID 502 at College Park Station 
 
Findings 
 

• The Low Voltage technicians were granted FT for their assigned work area, from CM E2 
- 491+00 to CM 492+00. They did not request foul time to extend their work area to CM 
E1 500+00, leading to their unauthorized presence on Track 1. 

• The work crew failed to notify MOC of their use of the fan shaft in order to access the 
roadway. 

• The RWIC acknowledged that they went outside of their Foul Time protected area in order 
to perform a visual inspection of the lighting on Track 1. 

 
Immediate Mitigation to Prevent Recurrence 
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• The RTC instructed both Low Voltage Technicians to move to a place of safety. This 
instruction aimed to ensure their activities' immediate cessation and mitigate any further 
potential safety risks. 

 
• Both Low Voltage Technicians were promptly removed from service and taken for post-

incident testing. 
•   

Probable Cause Statement 
 
The probable cause of the Improper Roadway Worker Protection event at College Park Station 
(CM E1 500+00) on July 4, 2023, was the failure of the work crew to follow established rules and 
procedures regarding Foul Time protection. The personnel fouled Track 1 instead of Track 2, as 
instructed and protected. The work crew assessed the risk of looking across to Track 1 as low 
and encroached into the area without requesting a change in their Foul Time protection. 
 
Recommended Corrective Actions 
 
 

Corrective Action Code Description Responsible 
Party 

Due Date 

10973_SAFECAPS_LVEM_01 LVEM retraining for Low Voltage 
Technicians relating to MSRPH 
rule 5.13.5 Foul time Protection 
and 5.10.1 RWP level 2. 

LVEM Completed 

10973_SAFECAPS_LVEM_02 Review the MOC POWR Desk 
script/checklist (or similar) for 
granting permission to enter the 
roadway from any ancillary 
building or location. (MSRPH – 
Roadway Safety Section K – 
4.183.2) 

LVEM Completed 

10973_SAFECAPS_LVEM_03 Review Safety Bulletin SB-23-
01B7 – Roadway Worker 
Protection Awareness with 
personnel. 

LVEM 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 conflict with the data contained in systems of record.  
 
Train Operator (Written Statement) 
 
The Train Operator noted that at approximately 01:40 hours, they were operating train 502 lead 
car 6082.  The Train Operator noted that after leaving Hyattsville crossing, they resumed normal 
speeds of the railroad and observed two personnel on the catwalk holding on to the cables as 
they approached. The Train Operator stated that they began sounding the horn and yard horn to 
warn them and began to stop the train. The Train Operator noted that they contacted ROCC and 
asked if they had any personnel on the roadway. The Train Operator stated that the ROCC 
responded, “No one should be on track #1.”  

ROCC then contacted the Power Personnel that was supposed to be on track number #2 and 
asked which track they were on because they were supposed to be on number #2.  The Train 
Operator stated that the ROCC then asked my location, to which I replied track #1 at Chain Market 
E1 500+00.  The Power Personnel responded that they were looking at track #1 through a 
breezeway and were not on track #1. The Train Operator stated that they observed the 
personnel’s whole bodies on track #1, and they were wearing yellow safety shirts and safety 
helmets. The Train Operator said that ROCC asked the power personnel multiple questions about 
their whereabouts.  

At the end of the transmission, the Power Personnel stated they were clear of track number 1 and 
said they were clearing the roadway per the request of ROCC. The Train Operator noted that 
after they (Power Crew) stated they were clear, I began to move the train at restricted speeds to 
the next station. The Train Operator said that ROCC contacted them via the radio requesting a 
landline. They then instructed me to do an incident report. 

Low Voltage Technician 2 (Formal Interview) 
 
WMATA has employed the Low Voltage Technician for two years and has held their current 
position since employed. They hold RWP Level 2 certification, valid until 4/2024. 
 
The Low Voltage Technician described the situation during the incident as follows:  
 
They were present in the cut-away portion of the tunnel and engaged in a tunnel light inspection. 
While conducting the inspection, they briefly extended their head through the tunnel's cutaway to 
assess the operability of the tunnel lights, specifically on Track 1. They stressed that the Low 
Voltage Technicians did not enter the Track 1 area or encroach upon the track during the entire 
inspection process.  
 
The Low Voltage Technician confirmed they had received explicit authorization for foul time, 
allowing them to conduct tunnel light inspections on the designated Track 2 side. By their account 
of events, they followed the approved plan accordingly.  
 
To access the roadway, the Low Voltage Technician utilized a fan shaft room adjacent to the 
College Park Station, ensuring a safe entry point.  
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The Low Voltage Technician experienced difficulties with radio communications during the event. 
Specifically, the point-to-point communication with the Rail Traffic Controller (RTC) was found to 
be unreliable, resulting in intermittent and disrupted exchanges throughout the night. These 
communication challenges impacted the overall coordination and clarity of instructions during the 
incident. 
 
Low Voltage Technician 1 (Formal Interview) 
 
WMATA has employed the Low Voltage Technician 1 for ten years and has held their current 
position since employed. They hold RWP Level 4 certification, valid until 11/2023. 
 
The Low Voltage Technician 1 described the situation during the incident as follows:  
 
The Low Voltage Technician 1 stated they contacted the ROCC to request foul time for CM 
491+00 – 493+00 track 2 to conduct tunnel light inspections. They further stated they were 
granted foul time at 01:46 hours for track 2 only. To access the roadway, the Low Voltage 
Technician utilized a fan shaft room adjacent to the College Park Station, ensuring a safe entry 
point.  
 
The Low Voltage Technician 1 stated that they walked from CM 530+00 to 533+00 and noticed 
two tunnel lights were inoperable; they further stated that they observed a cutaway between tracks 
1 and 2, and instead of requesting foul time for the additional Chain Markers from the ROCC, they 
briefly extended their head through the cut away to inspect the tunnel lights on track 1.  
 
The Low Voltage Technician 1 stated that while inspecting the tunnel lights from a place of safety 
in the cutaway, they observed a train approaching them on track 1, and they placed themselves 
in a place of safety while the train passed their location at a reduced speed. 
 
The Low Voltage Technician 1 stated that the train did not stop at any point to question them as 
to why they were on track 1. The Low Voltage Technician 1 stated that the ROCC communicated 
with them to return to a place of safety and relinquish their foul time.   
 
The Low Voltage Technician 1 stated that they returned to a place of safety in Fan Shaft room F-
E-13, relinquished their foul time, and awaited further instructions. 
 
The Low Voltage Technician stated that the event was totally their fault. They further stated that 
they understand why the RWP rules are in place and serve as a safety component to prevent 
injuries while on the roadway. The Low Voltage Technician 1 is in full agreeance with the outcome 
of this investigation. 
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Appendix B – Employee’s Written Statements 
 

 
Figure 4 Employees Written Statement Pg-1 
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Figure 5 Employees Written Statement Pg-2 
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Figure 6 LVEM Investigative Report Pg-1 
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Figure 7 LVEM Supervisor Investigative Report Pg-2 
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Figure 8 LVEM Supervisor Investigative Report Pg-3 
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Figure 9 Train Operators Written Statement Pg-1 
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Figure 10 Train Operators Written Statement Pg-2 
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Figure 11 Train Operators Written Statement Pg-3 
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Appendix C – Why Tree 
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.  
 

 
Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E24049 

 
Date of Event:  January 18, 2024  
Type of Event:  Improper Roadway Worker Protection (RWP)  
Incident Time:  10:16 hours  
Location:  Glenmont Station, track 1  
Time and how received by SAFE:  11:00 hours – Mission Assurance Coordinator (MAC) 
WMSC Notification Time:  11:44 hours  
Responding Safety Officers:  None  
Rail Vehicle:  Train ID 891  

(L7076/77X7037/36X7058/59X7023/22T)  
Injuries:  None  
Damage:  None  
Emergency Responders:  None  
SMS I/A Number  20240118#114079MX  
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Glenmont Station – Improper RWP     
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

AMF  Advanced Mobile Flagger 

AOM  Assistant Operations Manager 

ARS  Audio Recording System 

ATC  Automatic Train Control 

CCTV  Closed-Circuit Television 

CMNT  Office of Car Maintenance 

CMOR-IIT  Chief Mechanical Officer – Incident Investigation Team 

MICC  Metro Integrated Command and Communications Center 

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

RTRA  Office of Rail Transportation  

RWIC  Roadway Worker In-Charge 

SAFE  Department of Safety  

SMS  Safety Measurement System  

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
*Note that all times listed are approximate and may contain minor variations due to differences between 
systems of record. * 
 
On January 18, 2024, at 10:16 hours, Train ID 891 (L7076/77X7037/36X7058/59X7023/22T) 
failed to stop for an Office of Track and Structures (TRST) Advanced Mobile Flagger (AMF) at the 
eight-car marker of Glenmont Station, track 1.  
  
The TRST Roadway Worker In-Charge (RWIC) had gained permission from the Radio Rail Traffic 
Controller (RTC) to conduct an interlocking inspection at Wheaton Station.  
  
At the same time, a Student Train Operator under guidance from a Train Operator Instructor was 
moving from the Glenmont Yard to the mainline by way of track 1 at Glenmont Station while 
operating Train ID 891. This was the first time the Student Operator had operated a train on the 
mainline.  
  
Closed-Circuit Television (CCTV) determined that the AMF had equipment set up at the eight-car 
marker of both tracks at Glenmont Station with amber lanterns deployed and functioning. At the 
time of the incident, the AMF was addressing the Train Operator on track 2 as Train ID 891 passed 
the flashing amber lantern.  
  
The Advanced Information Management System (AIMS) playback and written statements from 
both the Student Operator and Train Operator Instructor determined that Train ID 119 was 
positioned outside of the Glenmont Station on Track 1, facing Train ID 891, waiting to enter the 
platform at Glenmont Station. The Student Operator and the Train Operator Instructor reported 
that their vision was obscured by the train headlights, and they did not observe the AMF nor the 
amber lantern prior to departing Glenmont Station.  
  
The probable cause of the Improper RWP event on January 18, 2024, was a human factors error, 
a lack of experience, and a lack of situational awareness brought on by the orientation of the 
oncoming-oriented train lights and the RWIC’s failure to advise their AMF to commence flagging 
which in turn, contributed to the Terminal Supervisor Student’s failure to advise the Student Train 
Operator of personnel in the roadway.  
 
Incident Site 
 
Glenmont Station, track 1  
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Field Sketch/Schematics 
 

 
Incident site notated by a red “star.” 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 
 
Upon receiving notification of the Improper RWP at the Glenmont Station on January 18, 2024, 
SAFE dispatched a cross-functional team to assess the scene and conduct the subsequent 
investigation. SAFE team members worked with relevant WMATA subject matter experts to 
review the incident's facts and data.  
 
The investigative methodologies included the following: 
 

• Site assessment through documentation review and video.  
 
• Formal Interviews – SAFE interviewed two individuals 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 Instructor 
• Student 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 systems of record. These records include:  
• Metrorail Safety Rules and Procedures Handbook (MSRPH)  
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• National Oceanic and Atmospheric Administration (NOAA) 
• Instructor’s Training Records 
• Instructor’s Certifications 
• Instructor’s 30-day Work History 
• Student Operator’s Training Records 
• Student Operator’s Certifications 
• Student Operator’s 30-day Work History 
• TRST RWIC’s Written Statement 
• TRST AMF’s Written Statement (Pending) 
• RTRA Student Written Statements 

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

Recording Systems. This data includes:  
• Advanced Information Management System (AIMS) Playback  
• Audio Recording System (ARS) playback  
• Closed-Circuit Television (CCTV)   

  
Investigation 
 
On January 18, 2024, at 09:55 hours, the Student Operator of Train ID 891 requested permission 
from the Interlocking Operator at Glenmont Yard to proceed out of the yard towards the mainline. 
At 09:58 hours, the Student Operator was provided an absolute block to Red Signal B11-38.  
  
At 10:02 hours, the TRST RWIC requested foul time to perform an interlocking inspection of 
Wheaton Station commencing between CM B2 632+84 to 637+45 for two minutes, and further 
advised that AMFs were positioned at both Wheaton and Glenmont Stations.  
  
At 10:03 hours, the Student Operator advised the Terminal Supervisor that they were standing by 
at B11-38. At 10:05 hours the AMF is observed by CCTV footage positioning and activating their 
amber lanterns at the eight-car marker of both tracks at Glenmont Station.  
  

 
Image 1: AMF is observed deploying their amber lantern on the track 1 side at 10:05 hours.  
  
At 10:12 hours, the Terminal Supervisor advised Train ID 891 to verify their lunar at B11-38 to 
B11-04 and that they had a permissive block across the interlocking to track 2.  
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At 10:16 hours, CCTV determined that Train ID 891 failed to stop for the AMF at the eight-car 
marker of Glenmont Station, track 1.  
  

 
Image 2: Train ID 891 on approach to the AMF on the track 1 side at 10:16 hours. Note the AMF addressing Train ID 
118 on track 2. Train ID 118 departed Glenmont Terminal at 10:19 hours.  
  

 
Image 3: Train ID 891, 2 seconds later, having not stopped for the AMF’s flashing amber lantern.  
  
As Train ID 891 passed, the AMF advised the TRST RWIC to stand by and stand clear as a train 
was approaching their location.  
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At 10:08 hours, the TRST RWIC advised the Radio RTC that the approaching train had cleared 
the area. The Radio RTC acknowledged and granted two minutes of foul time. The TRST RWIC 
did not advise the AMF to commence flagging.  
  
At 10:11 hours, the TRST RWIC relinquished foul time, however, did not advise the AMF of this 
occurrence.  
  
At 10:18 hours, forward-facing camera footage of Train ID 891 captured one of the members of 
the work crew in a place of safety, within the roadway.  
  

 
Image 4: A silhouette of personnel on the catwalk in the roadway at 10:18 hours.  
  
After the Terminal Supervisor noticed the train departed terminal without stopping at the 8-car 
marker, they exited the terminal and asked the AMF if Train ID 891 was briefed. The AMF advised 
they did not see the train.  
 
At 10:21 hours, the Terminal Supervisor advised the Buttons RTC that Train ID 891 did not stop 
for the AMF positioned at Glenmont Station, eight-car marker.  
  
At 10:45 hours, the Assistant Operations Manager (AOM) was advised of the incident.  
  
At 10:47 hours, the Train Operator Instructor advised the Buttons RTC that they did not observe 
an AMF at the eight-car marker of Glenmont Station.  
  
At 11:15 hours, the AOM advised the Assistant Director of RTRA Training that the Train Operator 
Instructor was operating Train ID 891 at the time of the incident.  The Assistant Director of RTRA 
Training advised the AOM to remove the Train Operator Instructor from service and post-incident 
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test them. No instruction was given in reference to the Student Operator. During the formal 
interview, it was determined a Student Train Operator was operating ID 891 during the time of the 
incident, not the Train Operator Instructor.  
  
At 11:39 hours, SPOTS confirmed that Train ID 891 was laid up at Shady Grove Yard.  
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 

Time  Description  
09:55:02 hours  Student Operator of Train ID 891: Requested permission from the Interlocking 

Operator to proceed towards Shady Grove Station.  
Interlocking Operator: Acknowledged.  
[Radio, GM Yard 1]   

09:58:14 hours  Interlocking Operator: Provided an absolute block to Red Signal to B11-38  
Student Operator of Train ID 891: Acknowledged.  
[Radio, GM Yard 1]   

10:02:39 hours  TRST RWIC: Requested foul time to perform an interlocking inspection of 
Wheaton Station starting between CM B2 632+84 to 637+45 for two minutes, 
AMFs at both Wheaton and Glenmont Stations.  
Radio RTC: Acknowledged and advised to go direct with their AMF.  
[Radio, OPS 1]   

10:03:39 hours  Student Operator of Train ID 891: Advised standing by at Red Signal B11-38.  
Terminal Supervisor: Acknowledged.  
[Radio, GM Terminal]   

10:04:37 hours  AMF: Advised in position ready to flag at Glenmont Station, tracks 1 and 2.  
AMF#2: Advised in position ready to flag at Wheaton Station, tracks 1 and 2. 
Further advised that a train just left the station without having been briefed.  
TRST RWIC: Acknowledged.  
Radio RTC: Acknowledged, then advised to standby for outgoing train. Further 
advised all personnel on OPS 1 that personnel would be in the area at 
Wheaton Station, both tracks.  
[Radio, OPS 1]   

10:05:30 hours  AMF is observed deploying amber lanterns in position on both tracks.  
[CCTV]  

10:08:02 hours  TRST RWIC: Advised the Radio RTC that the train had passed.  
Radio RTC: Acknowledged and granted foul time.  
TRST RWIC: Acknowledged.  
TRST RWIC did not advise the AMF.  
[Radio, OPS 1]   

10:11:31 hours  TRST RWIC: Relinquished foul time.  
TRST RWIC did not advise the AMF  
Radio RTC: Acknowledged.  
[Radio, OPS 1]   

10:12:53 hours  Terminal Supervisor: Advised Train ID 891 to verify their lunar at B11-38 to 
B11-04 and that they had a permissive block across the interlocking to track 
2.  
Student Operator of Train ID 891: Acknowledged.  
[Radio, GM Terminal]   

10:16:12 hours  Train ID 891 is observed passing the eight-car marker of track 1 at Glenmont 
Station without being briefed by the AMF.  
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[CCTV]  

10:16:39 hours  AMF: Advised the TRST RWIC to standby and stand clear and that one train 
was headed towards their position.  
TRST RWIC: Acknowledged.  
[Radio, OPS 1]   

10:21:12 hours  Terminal Supervisor: Advised the Buttons RTC that Train ID 891 did not stop 
for the AMF positioned at Glenmont Station, eight-car marker.  
Buttons RTC: Acknowledged.  
[Phone, OPS 1]  

10:26:06 hours  TRST RWIC: Requested foul time to perform an interlocking inspection of 
Wheaton Station interlocking back toward the platform by way of track 1.  
Radio RTC: Acknowledged and granted foul time.  
[Radio, OPS 1]   

10:29:11 hours  TRST RWIC: Advised the Radio RTC that they were clear of the Wheaton 
Interlocking.  
Radio RTC: Acknowledged.   
[Radio, OPS 1]   

10:45:15 hours  Buttons RTC: Advised the AOM of the incident.  
AOM: Acknowledged.  
[Phone, OPS 1]  

10:46:10 hours Radio RTC: Advised Train ID 891 to call the MICC. 
Instructor of ID 891: Acknowledged. [Radio, OPS 1] 

10:47:11 hours  Instructor of Train ID 891: Advised the Buttons RTC that no AMF was stationed 
at the eight-car marker of Glenmont Station.  
Buttons RTC: Acknowledged.  
[Phone, OPS 1]  

11:06:55 hours Terminal Supervisor: Advised the AOM that they noticed Train ID 891 did not 
stop at the 8-car marker. They exited the Glenmont Blockhouse asked the 
AMF if Train ID 891 was briefed. AMF advised they were not.  
AOM: Confirmed the AOM was unable to brief the AMF. 
Terminal Supervisor: Replied, No. Advised lanterns were in place.   
AOM: Confirmed via CCTV footage.  
Terminal Supervisor: Stated the Training Instructor should have stopped.  
AOM: Acknowledged. [Phone, Rail 2] 

11:15:21 hours  AOM: Advised the Assistant Director of RTRA Training that the Train Operator 
Instructor was operating Train ID 891 at the time of the incident.    
Assistant Director of RTRA Training: Acknowledged and advised the AOM to 
remove the Train Operator Instructor from service.  
[Phone, OPS 1]  

11:39:52 hours  Train ID 891 is laid up at Shady Grove Yard  
[SPOTS]  

Note: Times above may vary from other systems’ timelines based on clock settings. 
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Advanced Information Management System (AIMS) 
 

 Figure 1 – A work zone is set up on both tracks of Wheaton Station at 09:54 hours.    
  

Figure 2 –Train ID 891 arrived at Glenmont Station, track 1 at 10:16 hours.  
  

 Figure 3 –Train ID 891 crossed over to track 2 while en route to Wheaton Station at 10:17 hours. Note Train ID 119 is 
facing Train ID 891 with lights engaged.  
    
  
 
  
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 the data and video analysis. The forward-facing video and the data confirmed that 
train 891 did not stop at the Place the AMF left the flashing amber lights. The train continued 
towards Wheaton Station above half of the regulated speed. A silhouette that resembles a Worker 
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is seen in the forward-facing video at 10:18:59. At this time the train did not blow the road horn 
nor was it traveling at or under half of regulated speed. The video is available at SharePoint.    
  
Data Analysis  

Figure 3 –Train ID 891 speed and horn activations.    
  
Note: Times above may vary from other systems’ timelines based on clock settings.  
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ROCS SPOTS Report 
 

 
Figure 4 – Movement of Train ID 891  
 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
No communication system issues were identified as contributory or root cause effects in this 
incident. 
 
Interview Findings 
As part of the investigation launched into the event, SAFE interviewed two people. The interview identified 
the following key findings associated with this event. Findings detailed below include reported information 
from involved personnel and may conflict with other data sources contained in the report. 
 
Train Operator Instructor Train ID 891 Formal Interview 
  

• The Instructor stated they were teaching the Student Train Operator of Train ID 891 at the 
time of the incident.   

• The Instructor stated the Student Operator was on their second week of practical train 
operations and was their first time out of the yard and on to mainline. The Instructor stated 
the Student Operator had previously undertaken 5 weeks of classroom study and 
simulation.  

• The Instructor stated they started the day by laying up Train ID 891 at approximately 09:30 
hours. The Instructor stated they then had the Student operate the train while contacting 
the Interlocking Operator to Red Signal B11-38 on the Glenmont Yard channel. Once at 
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Red Signal B11-38, the Instructor stated they then had the Student Operator change 
channels to liaise with the Terminal Supervisor on the Glenmont Terminal channel.  

• The Terminal Supervisor then instructed the Student Operator to verify their lunars and 
commence on to the mainline. The Instructor stated they then transitioned over to OPS 1 
while leaving Glenmont Station after verifying their lunar signals.  

• The Instructor stated they did not observe an AMF in position, the amber lantern, or a 
waving orange flag.  

• The Instructor stated that the light from a stationary, oncoming-oriented train (Train ID 
119), as well as actively verifying the flashing lunar ahead, made observation of any other 
lights difficult. The Instructor stated they did not observe any personnel in the interlocking 
prior to their approach to Wheaton Station.  

• The Instructor stated they felt rushed getting out of Glenmont Station due to the 
requirements of revenue service.  

• The Instructor stated it would have been helpful to plan a stop at the eight-car marker of 
Glenmont Station, track 1, regardless of the presence of an AMF.  

  
Student Train Operator of Train ID 891 Formal Interview 
  

• The Student Operator stated they were operating Train ID 891 at the time of the incident 
with the Train Operator Instructor.   

• The Student Operator stated prior to the incident, they had recently completed 2 weeks of 
yard operations. Prior to that, 5 weeks of theoretical training to include approximately 1 
hour of simulator time.  

• The Student Operator stated they did not remember passing Glenmont Station, nor did 
they remember observing an AMF in position.   

• The Student Operator stated they did remember observing the light of an oncoming-
oriented train (Train ID 119) as well as seeing a flashing lunar.  

• The Student Operator stated they then proceeded to the end of the line at Shady Grove 
and the Train Operator Instructor was removed from service and submitted to post-
incident testing.  

• The Student Operator stated they were not submitted for post-incident testing. The 
Student Operator stated they believed they were adequately prepared to operate the train 
on the mainline.  

 
Terminal Supervisor Instructor Written Statement and Informal Interview 
  

• The Instructor stated they were on duty at the time of the incident training the Terminal 
Supervisor Student. 

• The Instructor stated they observed the amber lanterns deployed at the eight-car makers 
of both tracks. 

• The Instructor stated they observed Train ID 891 moving through the platform of Glenmont 
Station at approximately 5-10 MPH and pass the AMF without stopping.  

• The Instructor stated they did not hear the communications between the TRST RWIC and 
TRST AMF. 

• The Instructor stated that their student did not advise Train ID 891 to stop at the eight-car 
marker and receive a briefing from the AMF having “forgotten” to do so. 

• The Instructor stated they then contacted the AMF outside who stated they did not observe 
Train ID 891. 

• The Instructor stated they then had their student notify the ROCC.  
 Terminal Supervisor Student Written Statement 
  

• The Student stated at 10:15 hours, they gave permission for Train ID 891 to enter the 
platform at Glenmont Station. 
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• The Student stated they advised the Student Train Operator of Train ID 891 to “Verify your 
lunar at B11-38 crossing over from track 2 to track 1; you have a permissive block to 
properly birth Glenmont track 1. Once you get to the 8-car marker verify your lunar at B11-
04 you got permission into mainline crossing over from track 1 to track 2 contact central 
Ops #1.” 

• The Student stated they observed the AMF at the eight-car marker with functioning amber 
lanterns across both tracks. 

• The Student stated the Student Train Operator did not stop at the eight-car marker to be 
briefed by the AMF. 

• Student stated the AMF did not observe Train ID 891 pass them as they were engaged 
with Train ID 118 on track 2. 

 
TRST RWIC Informal Interview and Written Statement 
  

• The RWIC stated they were on duty at the time of the incident and had organized to 
conduct an inspection of the interlocking at Wheaton Station, starting on the track 2 side.  

• The RWIC stated they had gone direct with their AMF once the Radio RTC had advised 
them to do so, however, an incoming train delayed their inspection.  

• The RWIC stated they did not recall whether they had interacted with their AMF after the 
train cleared the area.  

• The RWIC stated that they had already relinquished foul time at the time that Train ID 891 
had passed their location.  

• The RWIC stated they concluded their inspection by crossing over the interlocking by way 
of track 1.  

 
Student Operators on board Train ID 891 Written Statements Summary 
  

• Three additional Student Operators were on board Train ID 891 at the time of the incident. 
• None of these personnel were operating or assisting in operating Train ID 891. 
• All three students stated they did not observe the amber lanterns of the AMF, nor did they 

observe the AMF in position. 
 
Weather 
 
On January 18, 2024, at the time of the incident, NOAA recorded the temperature as 29°F, with 
significant cloud cover, winds 4.1 mph, and 53% humidity. Weather was not a contributing factor 
in this incident (Weather source: NOAA) – Location: Silver Spring, MD.  
  
Related Rules and Procedures 
 

• MOR 8.10: Advanced Mobile Flagging Operations  
• MOR 17.8.5: Advanced Mobile Flagger  
• MOR 17.22: Advanced Mobile Flagging (Mobile Work Crew)  

 
Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
OSI evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present.  Video of the incident was reviewed for behaviors suggesting fatigue.  No indications of 
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fatigue were evident from the video.  The Student 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   
 
OSI evaluated incident data for fatigue risk factors.  Risk factors for fatigue were not present. The 
incident time of day did not suggest an increased risk of fatigue-related impairment. The Student 
Train Operator reported keeping a regular sleep schedule in the days leading up to the incident. 
The Student Train Operator performed day and night work in the days leading up to the incident. 
The Student Train Operator was awake for 6.2666 hours at the time of the incident. The Train 
Operator reported 7 hours of sleep in the 24 hours preceding the incident. The off-duty period 
was 15.5 hours which provides an opportunity for 7-9 hours of sleep. The employee reported no 
issues with sleep.    
  
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the Student Operator was in violation of 
the Drug and Alcohol Policy and Testing Program 7.7.3/6 as they were not removed from service 
post-incident. The Train Operator Instructor was post-incident tested, however.  
 
Findings 
 

• Train ID 891 passed an AMF stationed at the eight-car marker of Glenmont Station, track 
1.  

• Train ID 891 was staffed by the Student Operator and the Train Operator Instructor.  
• The Student Operator had never taken a train on to the mainline prior.  
• The AMF had deployed across the eight-car makers of both tracks, however, was 

addressing the train on track 2 at the time of the incident.  
• Train ID 119 was oriented facing Train ID 891 as the operators attempted to locate their 

flashing lunar.  
• Both the Student Operator and the Train Operator Instructor failed to observe the flashing 

amber lantern.  
• The TRST RWIC failed to advise their AMF to commence flagging properly.  
• The TRST RWIC and crew were in a position of safety and had relinquished foul time at 

the time that Train ID 891 passed the eight-car marker and their location.  
• The Terminal Supervisor was advised by the AMF that they did not see Train ID 891. 
• The Instructor was removed from service and post-incident tested, however, the Student 

Operator was not due to the belief that the Train Operator Instructor was operating Train 
ID 891 at the time of the incident. 

• The Terminal Supervisor Student did not advise the Student Train Operator of Train ID 
891 of the AMF positioned at the eight-car marker across both tracks. 

 
Immediate Mitigation to Prevent Recurrence 
 

• The Train Operator Instructor was removed from service for post-incident testing. 
• Train ID 891 was removed from service at the end of the line. 

 
Probable Cause Statement 
 
The probable cause probable cause of the Improper RWP event on January 18, 2024, was a 
human factors error, a lack of experience, and a lack of situational awareness brought on by the 
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orientation of the oncoming-oriented train lights and the RWIC’s failure to advise their AMF to 
commence flagging which, in-turn contributed to the Terminal Supervisor Student’s failure to 
advise the Student Train Operator of personnel in the roadway.  
 
Recommended Corrective Actions 
 

Corrective Action 
Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
114079MX _SAFE
CAPS_RTRA_001 

Retraining of the Student Train Operator and Train 
Operator Instructor.  

RTRA SRC Completed 

114079MX _SAFE
CAPS_RTRA_002 

Retraining of the Terminal Supervisor Student and 
Terminal Supervisor Instructor. 

RTRA SRC Completed 

114079MX _SAFE
CAPS_TRST_001 

Retraining of the TRST RWIC. TRST SRC Completed 
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Appendices 
 
Appendix A – Interview Summary 
 
The below narratives summarize the incident and represent the statements made by the involved 
individual. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
Train Operator Instructor Train ID 891   
  
The Instructor stated they had been with WMATA for approximately 9 years, 3 of which had been 
spent as a Training Instructor. The Instructor stated they held an RWP Level 2 that expires on 
06/2024.  
  
The Instructor stated they were providing training to the Student Train Operator of Train ID 891 
at the time of the incident. The Instructor stated the Student Operator was on their second week 
of practical train operations and was their first time out of the yard and on to the mainline. The 
Instructor stated the Student Operator had previously undertaken 5 weeks of classroom study 
and simulation.  
  
The Instructor stated they started the day by laying up Train ID 891 at approximately 09:30 hours. 
The Instructor stated they then had the Student operate the train while contacting the Interlocking 
Operator to Red Signal B11-38 on the Glenmont Yard channel. Once at Red Signal B11-38, the 
Instructor stated they then had the Student Operator change channels to liaise with the Terminal 
Supervisor on the Glenmont Terminal channel.  
  
The Terminal Supervisor then instructed the Student Operator to verify their lunars and 
commence on to the mainline. The Instructor stated they then transitioned over to OPS 1 while 
leaving Glenmont Station after verifying their lunar signals.  
  
The Instructor stated they did not observe an AMF in position, the amber lantern, or a waving 
orange flag.  
  
The Instructor stated that the light from a stationary, oncoming-oriented train (Train ID 119), as 
well as actively verifying the flashing lunar ahead, made observation of any other lights difficult. 
The Instructor stated they did not observe any personnel in the interlocking prior to their approach 
of Wheaton Station.  
  
The Instructor stated they felt rushed getting out of Glenmont Station due to the requirements of 
revenue. The Instructor stated it would have been helpful to plan a stop at the eight-car marker of 
Glenmont Station, track 1, regardless of the presence of an AMF.  
  
The Instructor stated they were removed from service at Shady Grove Station after completing 
the run for post-incident testing.  
  
Student Train Operator of Train ID 891   
  
The Student Operator stated they had been with WMATA for approximately 11 years, less than 6 
months of which had been spent as a Train Operator. The Student Operator stated they held an 
RWP Level 2 that expires on 11/2024.  
  



Incident Date: 01/18/2024  Time: 10:16 hours 
Final Report – Improper RWP Rev. 1 
E24049 
 

Drafted By:      SAFE 705 – 03/18/2024 
Reviewed By:  SAFE 707 – 03/18/2024 
Approved By:  SAFE 707 – 03/18/2024 
 

The Student Operator stated they were in control of Train ID 891 at the time of the incident with 
the Train Operator Instructor. The Student Operator stated prior to the incident, they had recently 
completed 2 weeks of yard operations. Prior to that, 5 weeks of theoretical training to include 
approximately 1 hour of simulator time.  
  
The Student Operator stated they did not remember passing Glenmont Station, nor did they 
remember observing an AMF in position. The Student Operator stated they did remember 
observing the light of an oncoming-oriented train (Train ID 119) as well as seeing a flashing lunar.  
  
The Student Operator stated they then proceeded to the end of the line at Shady Grove and the 
Train Operator Instructor was removed from service and submitted to post-incident testing.  
  
The Student Operator stated they were not submitted for post-incident testing. The Student 
Operator stated they believed they were adequately prepared to operate the train on the 
mainline.  
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Appendix B – RTRA Documentation  

  
Document 1: Written Statement of the Terminal Supervisor Student Page 1 of 2  
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Document 2: Written Statement of the Terminal Supervisor Student Page 2 of 2  
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Document 3: Written Statement of the Terminal Supervisor Instructor Page 1 of 1 
Appendix C – TRST Documentation 
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Document 4: Written Statement of the TRST RWIC Page 1 of 1 
 
Appendix D – Why-Tree Analysis 
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