
 

Automatic Train Control Violations 

Innovation and Huntington stations 

March 17, 2023 – March 28, 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 October 22, 2024. 

WMSC staff recommend adoption of these investigations. 

Automatic Train Operation 

The WMSC continues to oversee Metrorail’s work to address findings related to the Automatic Train Control and Signals 

Audit issued in January 2024, the Revenue Vehicle (Railcar) Audit issued in May 2024, the Rail Operations Audit issued 

in April 2022, and the WMSC’s August 2022 train control room order. In addition, the WMSC continues its In-Depth 

Review of Metrorail’s safety certification work related to the Return to ATO project.    

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

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

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

when work crews are on the roadway, in low-adhesion conditions such as severe weather, when moving in rail yards 
or between rail yards and terminals.   

Safety event summaries: 

 

W-0348 – Station Overrun – Innovation Station – March 17, 2023 

A Train Operator operated a Silver Line train in Automatic Train Operation (ATO), contrary to current Metrorail operating 

procedures, and overran Innovation Station by one and a half cars. An investigative review of data determined the Train 

Operator placed the train in ATO just outside Loudon Gateway Station and continued in that mode until the train lost 

speed commands outside Dulles Station. After losing speed commands the Train Operator placed the train back into  

 



 
 

Manual mode, serviced Dulles station and then placed the train back in ATO. The train was in ATO when it overran 

Innovation Station. The train did not service the station and was instructed to offload at the next station stop, Herndon 

Station.  

An investigative data review showed the Train Operator had operated in ATO several times that day, including on their 

previous trip. Review of operator cab footage also showed the Train Operator eating as they operated that train, which 

Metrorail rules prohibit. The investigation determined that the train did not detect the PSS signal prior to entering the 

station platform, which would have permitted the train to properly berth within the platform limits. These actions 
demonstrate the Train Operator’s willful disregard for Metrorail policies. 

During this event, the Rail Traffic Controller's failed to monitor the Automatic Information Display System (AIMS) that 

detects when a train is operating in an improper mode. This demonstrates the necessity for comprehensive, deliberate 

training for those certified to operate trains, and rail traffic controllers prior to the Metrorail system returning to Automatic 

Train Operations. This will allow all responsible Metrorail personnel to be knowledgeable about the features available 

to perform their work when Automatic Train Operations is implemented.  

In 2023, Metrorail reported 144 station overruns.  As of October 1, 2024, there have been 155 such events reported. 

 

W-0349 – Huntington Station – March 28, 2024 

A Train Operator operated an out of service train from Huntington in Automatic Train Operation (ATO) and continued 

to operate in this prohibited mode through seven stations, contrary to current operating procedures. This noncompliance 

with Metrorail operating rules was discovered by Metrorail’s Enterprise Application Technical Lead who was 

investigating an event that occurred at the K&N Connector. The K&N Connector is where the Orange Line (K-Line) and 

the Silver Line (N-Line) meet. While reviewing an ATO and Motion Report the Technician Lead identified ATO 

Operations on the Yellow Line (C-Line), despite there being no ongoing ATO testing on that line. 

The Assistant Director of the Metro Integrated Command and Communications Center launched an investigation after 
being notified of this event, and it was determined that the Operator had also operated in ATO on four other occasions, 

including the day prior, on March 27, 2024. 

The Operator was removed from service for post-event toxicology testing. The Train was removed from service, and it 

was determined that the train operated as commanded by the Operator by manually depressing the ATO Start 

Pushbutton. 

During an investigative interview the Operator cited curiosity regarding the ATO system as the reason they repeatedly 

operated in ATO and did not comply with operational protocols. 

 

 

 



 
 

The causes and contributing factors include:  

• Non-compliance with written operational rules and procedures 

As a result of this investigation, Metrorail implemented corrective actions including: 

• Re-issued RTRA Operations Personnel Notice – Prohibited Use of ATO Operations 

• Issued a Memorandum to Metro Integrated Command & Communication staff – Observation of ATO Instruction for 

Rail Traffic Controllers, Rail 1, and Rail 2 

• Operator completed a refresher course 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS  Audio Recording System 

ATC  Automatic Train Control 

ATO  Automatic Train Operation 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

COMR  Office of Radio Communications 

CMOR  Office of Chief Mechanical Officer 

ER  Event Recorder 

IIT  Incident Investigation Team 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

OHAW  Occupational Health and Wellness 

PSS  Program Station Stop 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

RWP  Roadway Worker Protection 

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, March 17, 2023, at 08:12 hours, an Office of Rail Transportation (RTRA) Train 
Operator operating Train ID 614 (L7134x35.7529x28.7665x64.7619x18T) overran Innovation 
Center Station, track 1, by one and a half cars. Innovation Center Station was not serviced, and 
the train was offloaded at Herndon Station. There were no injuries or damage reported as a result 
of this event.  

Post-incident analysis of the event and the Train Operator's written statement indicated that the 
train was intentionally placed in Automatic Train Operation (ATO) mode prior to Loudoun Gateway 
Station and operated in that mode until just outside Dulles Station, where it lost speed commands. 
The Train Operator placed the mode selector into Manual Operations and serviced Dulles Station. 
After departing the station, they placed the train back into ATO operations, where it remained until 
overrunning the platform at Innovation Center Station.  

Further analysis of the Advanced Information Management System and the train's Event 
Recorder identified that the Train Operator also utilized the ATO operating mode during their 
previous trip between Ballston and Ashburn Stations on Track 2. The Train Operator entered the 
mode three times during that section of their run but did not experience a Station Overrun.  

RTRA removed the Train Operator from service for post-incident testing. The train consist was 
removed from service for post-incident inspection. 

The Probable Cause of the Station Overrun event was the Train Operator's intentional action to 
operate the train in Automatic Train Operation mode without authorization. A few Contributing 
Factors to the event was the train did not detect the PSS signal prior to entering the station 
platform, which would have permitted the train to properly berth within the platform limits. The 
Train Operator’s inattention to safety-critical tasks during operation including but not limited to 
eating and failure to monitor the train console indications during train operations was a major 
safety violation. Also, the Rail Traffic Controllers (RTC) failure monitor the Automatic Information 
Display System (AIMS) that detects when a Train is operating in an improper mode of operation 
such as Automatic Train Operation (ATO). However, as the rail system is not currently certified to 
operate in ATO mode, this failure is not evidence of a deficiency. 

Incident Site 

Innovation Center Station, track 1 
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Field Sketch/Schematics 

The above depiction is not to scale.

Purpose and Scope 

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

Investigative Methods 

The investigative methodologies included the following: 
• Site assessment through video and documents review.

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

• Train Operator

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

• Employee Training Procedures & Records
• Employee Training and Certification Records
• Employee 30-Day Work History
• Metro Safety Rules and Procedures handbook (MSRPH)
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• National Oceanic and Atmospheric Administration (NOAA) data
• Office of Chief Mechanical Officer (CMOR) / Incident Investigation Team (IIT) post-

incident analysis data
• Maximo

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

• Audio Recording System (ARS) playback include OPS 3 Radio
• Closed-Circuit Television (CCTV)
• Advanced Information Management System (AIMS)
• Event Recorder (ER) Data

Investigation 

On Friday, March 17, 2023, at 08:12 hours, an RTRA Train Operator operating Train ID 614 
(L7134x35.7529x28.7665x64.7619x18T) overran Innovation Center Station, track 1, by one and 
a half cars. Innovation Center Station was not serviced, and the train was offloaded at Herndon 
Station. There were no injuries or damage reported resulting from this event.  

The Audio Recording System (ARS) revealed that at 08:12 hours, the Train Operator reported 
overrunning Innovation Center Station, track 1 by 2 cars to the Radio RTC. The Train Operator 
was instructed to continue to Herndon Station operating at restricted speed0F

1. The Radio RTC 
instructed the Rail Supervisor located at Wiehle-Reston East Station to take over operating the 
train and transport it to West Falls Church Yard.  

At 08:15 hours, the ROIC Controller instructed the Station Manager at Herndon Station to assist 
with offloading the train. At 08:18 hours, the Button RTC instructed the Rail Supervisor located at 
Clarendon Station to report to West Falls Church Yard. At 08:21 hours, the Train Operator 
reported the train was clear of customers. At 08:46 hours, the train arrived at West Falls Church 
Yard and secured on track 1A. 

The Closed-Circuit Television (CCTV) revealed the train arrived at Innovation Center Station at 
08:12 hours, then overran the 8-car marker by one and a half cars. The train stopped, then at 
08:13 hours, the train continued without further incident. No door operations were observed. 

1 Movements made at restricted speed must not exceed 15 MPH. 
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Figure 1 – AIMS depiction of Train ID 614 located Innovation Center Station at the time of the station overrun with an 
indication of being operated in ATO (filled in triangle at the lead end of the train icon). 

Analysis of the train's event recorder and the Train Operator's statement indicated that the train 
was intentionally placed in ATO mode outside of Loudoun Gateway Station and operated in that 
mode until just prior to Dulles Station, where it lost speed commands due to a train located ahead. 
The Train Operator placed the mode selector into Manual Operations and serviced Dulles Station. 
After departing the station, they placed the train back into ATO operations. The Automatic Train 
Control (ATC) system failed to detect a Program Station Stop (PSS)1F

2 signal before entering 
Innovation Center Station2F

3, leading to the train overrunning the platform. 

In 2009, the use of Automatic Train Operation was prohibited. Manual train operation has since 
been the only approved mode of train operation for Train Operators.   

RTRA removed the Train Operator from service for post-incident testing. On March 19, 2023, the 
Occupational Health and Wellness (OHAW) Drug and Alcohol Compliance Program cleared3F

4 the 
Train Operator to return to duty. RTRA held the Train Operator on non-operational status until 
they completed their administrative investigation.  

After the event, the train consist was removed from service for post-incident inspection. On March 
18, 2023, CMOR/IIT completed the inspection of the consist and provided a detailed analysis. 
After discovering the same train consist was operating in ATO in several additional instances 

2 The automatic time-distance profile, initiated by wayside ATO markers, which causes a train to decelerate, 
under closed-loop braking, smoothly and berth at a predetermined location within the platform limits. 
3 PSS signaling has not been tested and certified for ATO operation. 
4 The clearance relates to the employee’s drug and alcohol test only. 
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CMOR/IIT conducted an additional inspection of the consist. On March 22, 2023, CMOR/IIT 
completed the inspection of the consist and provided a detailed analysis. 

According to the written statement dated March 17, 2023, from the Train Operator, "On March 17, 
at approximately 08:15 am, while leaving Loudoun Gateway Station because of all the speculation 
of using ATO Operation in the near future and because of curiosity, I placed the train in auto store 
and the train responded by moving forward. Unfortunately, while arriving at Innovation Center, 
the train continued past the station which caused a station overrun." 

During the formal interview, the Train Operator stated that when they were arriving at Loudoun 
Gateway Station, they became curious about ATO operation. They wanted to know what it was 
like to operate in ATO. The Train Operator stated that it was a mistake to operate the train in ATO 
and that they were aware that ATO was not an authorized mode of train operation.  

The Train Operator stated that while entering Innovation Center Station, the PSS signal dropped. 
They did not react quickly enough to slow the train down, leading to the station overrun. The Train 
Operator stated that they were aware that the train was more than one car off the platform, and 
they immediately notified ROCC. 

Through investigation and further review of AIMS playback data, it was discovered that there were 
several additional instances where the Train Operator entered ATO operations during their 
outbound trip on Track 2 in the direction of Ashburn Station. 

The Train Operator was presented with the findings and provided an additional written statement 
dated March 20, 2023. The Train Operator stated the following, "Please be advised, on March 17, 
2023, I received my work at 03:48 am. After hearing my train location, I began traveling towards 
Ashburn for service. During the trip, I operated my train in ATO in order to rest my hands. 
Unfortunately, although I cannot give the precise time and location of my indulgence prior to this 
incident, I do know and recall that I have operated in ATO several times this year before. This 
was done at least twice in the last several weeks. In closing, please be advised that I take full 
responsibility for my actions that I deeply regret. 

Continuing in my report, it has dawned on me that I did service Ballston Station in ATO operation 
on what I think was my second trip on ID 614. This information is submitted to all relevant parties 
to be as transparent and honest as possible." 

On March 18, 2023, CMOR/IIT completed an inspection and provided the following analysis: 
"The two major contributing factors are: The Train Operator entered ATO Mode, and the train 
failed to detect the Programed Station Stop markers.  

Train ID 614 was operating in ATO in approach to Innovation Center. Train ID 614 failed to detect 
the Programmed Station Stop Markers and proceeded through the platform without slowing down. 
The Train Operator pushed the ATO stop button and initiated Emergency Braking by depressing 
the Emergency Push Button on the console. The train was already nearing the end of the platform 
and ended up overrunning the platform by approximately 114 feet." The operator advised they 
placed the train in ATO to “rest their hands, however when operating a train in any mode of 
operation especially ATO requires train operator’s meticulous attention to detail especially when 
entering the station to properly berth.  
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Image 1 - Console video capture of Operator entering ATO prior to Loudoun Gateway Station. 

On March 22, 2023, CMOR/IIT completed an additional review and provided the following 
analysis: 

IIT completed download and analysis of the video and data from train 614. The train data supports 
the AIM data playback. During the data and video analysis the following actions were observed 
(in chronological order):  

1. The Train Operator initiated ATO by depressing the ATO start Push Button when he took
over Train 614 at Ballston.

2. The Train Operator terminated ATO to berth the train at East Falls Church.
3. The Train Operator initiated ATO by depressing the ATO start Push Button at East Falls

Church and terminated ATO to berth the train at McLean.
4. The Train Operator Operated the train in Manual Mode from McLean to Herndon.
5. The Train Operator initiated ATO by depressing the ATO start Push Button in Herndon.
6. The Train Operated in ATO and performed a Programmed Station Stop at Innovation

Center (outbound on Track 2).
7. The Train Operated in ATO and performed a Programmed Station Stop at Dulles

(outbound on Track 2).
8. The Train Operator terminated ATO to berth the train at Loudoun.

Review of the Operator's cab video also found that the while operating from Ballston to Loudoun 
Gateway Station, the Train Operator ate and drank multiple items from a plastic shopping bag 
that was placed on the console by the front cab window. This occurred primarily while the train 
was in ATO mode. This distraction is a violation of the following Metro Rules and Safety 
Procedures Handbook (MSRPH), 

G.R. 1.46 – Employee shall not permit unnecessary conversation, readying, lounging, or any other 
action or condition of mind to divert their attention from the safe and efficient performance of duty. 

O.R. 3.18 – Employees shall not operate any vehicle in a reckless or unsafe manner. 



Incident Date: 03/17/2023 Time: 08:12 hours Page 10 
Final Report – Station Overrun Rev. 1 
E23181 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 

Image 2 - Screenshot from Operator's Cab Video of Car 7618 at 07:14 hours. Train Operating in Manual Mode. 

Image 3 - Train Operator entering ATO mode at 07:28 hours. Food and drink items open and on the console. 

A review of the Train Operator's work schedule revealed that between March 3, 2023, and March 
16, 2023, the Train Operator was paid for over 200 hours of work, including scheduled time and 
overtime without a day off. In the 24-hours leading up to the event, the Train Operator worked on 
their scheduled day off for a total of 14 hours, 50 minutes of overtime. There were no fatigue 
violations in accordance with WMATA’s Fatigue Policy for 689 Union employees. On the day of 
the event, they had worked 4 hours, 42 minutes of their 10 hours, 15 minutes schedule.  
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Document 1 – Train Operator’s Manifest detailing their work assignment for March 17, 2023 and the point within their 
work day that the event occurred. 

On March 22, 2023, RTRA distributed an RTRA Notification titled, Prohibited Use of ATO 
Operations. The Notification was directed to Rail Supervisors, advising them to review the RTRA 
Operations Personnel Notice: Prohibited use of ATO Operations. The RTRA Division Managers 
were instructed to ensure that the document was posted in all work locations. 

On May 1, 2023, the Train Operator involved in this event retired from WMATA. 

The Office of Automatic Train Control Engineering (ATCE) is currently performing ATO and 
Motion operational status checks at various points within the rail system for improved oversight. 
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Document 2 – Sample of the report that details ATO operation status at various points within the rail system. 

Chronological Event Timeline 

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

08:12:26 hours Train ID 614: Reported a station overrun by 2 cars. Requested to continue 
to the next station. 
ROCC Radio RTC: Confirmed to continue to Herndon Station. Instructed to 
offload. 
Train ID 614: Acknowledged. [Ops 4] 

08:13:30 hours ROCC Radio RTC: Instructed to operate at restricted speed. 
Train ID 614: Acknowledged. [Ops 4] 

08:13:49 hours ROCC Radio RTC: Requested the location of a Rail Supervisor. 
Rail Supervisor: Acknowledged and advised located at Wiehle-Reston. 
ROCC Radio RTC: Instructed to take over operating the next train to West 
Falls Church Yard. 
Rail Supervisor: Acknowledged and repeated. [Ops 4] 

08:15:31 hours ROIC Controller instructed the Station Manager at Herndon Station to assist 
with offloading the train. [Ops 5] 

08:15:46 hours Button RTC notification to Ashburn Terminal Supervisor. [Phone] 
08:17:35 hours ROCC Radio RTC: Instructed to re-block to 714 and pick up Rail Supervisor 

at Wiehle-Reston. 
Train ID 614: Acknowledged and repeated. [Ops 4] 

08:18:47 hours Button RTC instructed the Rail Supervisor located at Clarendon Station to 
report to West Falls Church Yard. [Phone] 

08:21:06 hours Train ID 714: Reported train clear of customers. 
ROCC Radio RTC: Acknowledged. [Ops 4] 

08:45:26 hours Train ID 714 arrived at West Falls Church Yard and secured on track 1A. 
[K99 YD] 

Train ID # Location Date Time 
Train 605 In ATO and motion at N02-2 platform 3/17/2023 04:36:24 
Train 605 In ATO and motion at N04-2 platform 3/17/2023 04:38:43 
Train 605 In ATO and motion at N06-2 platform 3/17/2023 04:45:14 
Train 605 In ATO and motion at N07-2 platform 3/17/2023 04:47:34 
Train 605 In ATO and motion at N08-2 platform 3/17/2023 04:49:29 
Train 605 In ATO and motion at N09-2 platform 3/17/2023 04:52:06 
Train 605 In ATO and motion at N10-2 platform 3/17/2023 04:56:42 
Train 605 In ATO and motion at N11-2 platform 3/17/2023 05:03:11 
Train 605 In ATO and motion at N12-2 platform 3/17/2023 05:10:16 
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Note: Times above may vary from other systems’ timelines based on clock settings. 

Office of the Chief Mechanical Officer, Incident Investigation Team (IIT) 
Adopted from CMOR IIT report with minor formatting and grammatical edits: 

On March 18, 2023, CMOR/IIT completed an inspection and provided the following analysis of 
the Station Overrun Event: 

“The two major contributing factors are: The Train Operator entered Automatic Train Operation 
(ATO) Mode, and the train failed to detect the Programed Station Stop markers.  

Train ID 614 was operating in ATO in approach to Innovation Center. Train ID 614 failed to detect 
the Programmed Station Stop Markers and proceeded through the platform without slowing down. 
The Train Operator pushed the ATO stop button and initiated Emergency Braking by depressing 
the Emergency Push Button on the console. The train was already nearing the end of the platform 
and ended up overrunning the platform by approximately 114 feet.  



Incident Date: 03/17/2023 Time: 08:12 hours Page 14 
Final Report – Station Overrun Rev. 1 
E23181 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 



Incident Date: 03/17/2023 Time: 08:12 hours Page 15 
Final Report – Station Overrun Rev. 1 
E23181 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 

On March 22, 2023, CMOR/IIT completed an additional inspection and provided the following 
analysis of the Train Operator's outbound trip on Track 2 from Ballston to Ashburn Station: 

IIT completed download and analysis of the video and data from train 614. The train data supports 
the AIM data playback. During the data and video analysis the following actions were observed 
(in chronological order):  

1. The Train Operator initiated ATO by depressing the ATO start Push Button when he took
over Train 614 at Ballston.

2. The Train Operator terminated ATO to berth the train at East Falls Church.
3. The Train Operator initiated ATO by depressing the ATO start Push Button at East Falls

Church and terminated ATO to berth the train at McLean.
4. The Train Operator Operated the train in Manual Mode from McLean to Herndon.
5. The Train Operator initiated ATO by depressing the ATO start Push Button in Herndon.
6. The Train Operated in ATO and performed a Programmed Station Stop at Innovation

Center (outbound on Track 2).
7. The Train Operated in ATO and performed a Programmed Station Stop at Dulles

(outbound on Track 2).
8. The Train Operator terminated ATO to berth the train at Loudoun.



Incident Date: 03/17/2023 Time: 08:12 hours Page 16 
Final Report – Station Overrun Rev. 1 
E23181 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 



Incident Date: 03/17/2023 Time: 08:12 hours Page 17 
Final Report – Station Overrun Rev. 1 
E23181 
 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 

 

 
 



Incident Date: 03/17/2023 Time: 08:12 hours Page 18 
Final Report – Station Overrun Rev. 1 
E23181 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 

"Train In Auto" Indication 

The information source for the train in "Auto" indication for either the AIMs displays in the ROCC 
or the TWC Report is the same. It is a bit within the TWC long message sent from the train to the 
wayside at station platforms. This specific bit is called "Train In Auto" (sometimes referred to as 
"Auto”) and is controlled by the lead car's ATC system.   

The "Train In Auto" bit reflects the state of the Mode Direction Switch (MDS) and is unrelated to 
whether the ATO controls propulsion/braking.  To initiate ATO mode (i.e. control of the 
propulsion/brakes), the ATO Start push-button must be pressed while the MDS is in Auto/Store 
and speed commands are received. The "Train In Auto" bit does not indicate the train is operating 
under the control of ATO. However, using an active "Train In Auto" bit (= 1), in conjunction with 
AIMs data that has been filtered to report trains in motion for more than 6 sec, has been proven 
to report trains operating in ATO Mode reliably. The "Train In Auto" bit cannot transition to Auto, 
unless the train is stopped.    

Image 4: Mode Direction Switch 
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Mechanical Interlocking Information: MDS Auto/Store vs Master Controller Auto/Store  
 
The Mode Direction Switch is interlocked with the key switch to lock it in Auto/Store unless the 
controlling cab is keyed on. Once keyed-on, the MDS switch can be moved between Auto/Store, 
Manual Forward, and Manual Reverse.   
 
If the MDS switch is in Manual (Forward or Reverse), the Master Controller handle interlock allows 
it to be moved out of the Master Controller Auto/Store (not to be confused the MDS switch position 
of the same name) to generate Power/Brake commands to the train.    
 
Office of Car Maintenance (CMNT)  
 
CMNT inspected the undercar on rail cars 7134-7135 and provided the following analysis. All 
trucks are good, ok for service, Visual check of the marker antenna, five connectors from P10 to 
P14, AMD Unit and power ATC cabinet, all ok. Daily Safety Inspection test, pass. ATC 
Maintenance test, pass.  
 
Inspected and replaced the Antenna Interface Board (AIB) and passed a Daily Safety Test (DTS). 
ITT performed a Mainline Track Test (MITT), and the ATC chart was downloaded and given to 
the supervisor.  
 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
COMR performed radio checks at Innovation Center Station platform, escalator, mezzanine, and 
kiosk areas. All radio checks were loud and clear.  
 
Automatic Train Control (ATC) 
 
Station Platforms have not been tested and certified for ATO operation. 
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Office of Rail Transportation (RTRA) 
 
Adopted from RTRA Station Overrun report: 

 
The Train Operator involved in this event retired from WMATA on May 1, 2023. 
 
Interview Findings 
 
As part of the investigation launched into the event, SAFE interviewed one person. The interview identified 
the following key findings associated with this event. Findings detailed below include reported information 
from involved personnel and may conflict with other data sources contained in the report. 
 

• The Train Operator stated that when they were arriving at Loudoun Gateway Station 
became curious about ATO operation.  

• The4F

5 Train Operator stated that they wanted to know what it was like to operate in ATO. 
• The Train Operator stated that it was mistake to operate the train in ATO.  
• The Train Operator stated that they were aware that ATO was not an authorized mode of 

train operation.  
• The Train Operator stated that while entering Innovation Center Station, the PSS signal 

dropped. They did not react quickly enough to slow the train down, causing the station 
overrun.  

• The Train Operator stated that they were aware that the train was more than one car off 
the platform, and they immediately notified ROCC. 

 
 

 
5 The Operator began working as a Train Operator in 2007 when ATO operations was permitted on the rail system.  
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Weather 
 
On March 17, 2023, at the time of the incident, NOAA recorded the temperature as 51° F, winds 
at 9 MPH, overcast, and 51% humidity. This event occurred on an above ground section of the 
rail system. Weather was not likely a contributing factor in this incident (Weather source: NOAA 
– Location: Herndon, VA) 
 
Related Rules and Procedures 
 

 

 
Figure 2 – SOP 40, Section 6 describing platform approach procedures. . 
 
 
Human Factors 
 
Evidence of Fatigue 
 
We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. No sign of fatigue was indicated by the available data. Video of the incident was reviewed 
for behaviors suggesting fatigue. No indications of fatigue were evident from the video. Employee 
reported feeling moderately alert at the time of the incident. Employee 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. Employee 
reported some variation in the sleep schedule in the days leading up to the incident. The employee 
worked mornings in the days leading up to the incident. The employee was awake for 5 hours 
and 45 minutes at the time of the incident. The employee reported 6 ½ to 7 hours of sleep in the 
24 hours preceding the incident. The off-duty period preceding the incident was 8 hours. This was 
a comparable amount to the employee's usual workday sleep durations. The employee reported 
no issues with sleep. The employee worked in the morning in the days leading up to the incident. 
  
Post-Incident Toxicology Testing 
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WMATA's Drug and Alcohol Program determined that the Train Operator complied with and was 
not in violation of the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 

 
• A policy violation set in motion the precipitating event for the overrun.  
• The Rail Traffic Controllers’ failure to monitor the AIM’s System which identifies trains 

operating in the incorrect mode.  
• A lack of supervisory oversight that would identify and outline data trends.  
• Train Operator intentionally placed the train into Automatic Train Operation mode without 

authorization multiple times between Ballston and Loudoun Gateway Stations on Track 2 
and again during their inbound trip leading up to the Station Overrun. 

• During their outbound trip, the Train Operator intermittently consumed food and beverage 
while operating the train in manual and ATO modes.  

• The train successfully berthed on the platform at two stations while in ATO mode on Track 
2. 

• ATC failed to detect a PSS before entering Innovation Center Station. 
• The Train Operator was assigned Work Time in excess of 200 hours in a two-week period, 

with no days off from March 3 to March 17, 2023. 
 
Immediate Mitigation to Prevent Recurrence 
 

• RTRA developed and distributed a Supervisor's Notice on March 21, 2023, that instructed 
Rail Supervisors to have documented discussions with Train Operators reiterating that 
ATO operation is not currently an approved mode of operation.  

• RTRA distributed an RTRA Operations Personnel Notice on March 22, 2023, regarding 
the prohibited use of ATO operations.  

• RTRA re-distributed a Personnel Notice dated October 2021, regarding prevention of 
Station Overruns. 

• ROCC notified Controllers and Managers to be vigilant for indications of ATO usage at or 
outside of terminal stations. When observed, the Controllers are to make contact with the 
Train Operator directly and confirm their operating mode. 

• The Office of Communications & Signaling developed a report that details ATO operation 
status at various points within the rail system for improved oversight. 

 
Probable Cause Statement 
 
The Probable Cause of the Station Overrun event was the Train Operator's intentional action to 
operate the train in Automatic Train Operation mode without authorization. A few Contributing 
Factors to the event was the train did not detect the PSS signal prior to entering the station 
platform, which would have permitted the train to properly berth within the platform limits. The 
Train Operator’s inattention to safety-critical tasks during operation including but not limited to 
eating and failure to monitor the train console indications during train operations was a major 
safety violation. Also, the Rail Traffic Controllers (RTC) failure monitor the Automatic Information 
Display System (AIMS) that detects when a Train is operating in an improper mode of operation 
such as Automatic Train Operation (ATO). However, as the rail system is not currently certified to 
operate in ATO mode, this failure is not evidence of a deficiency. 
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Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
106966_SAFE
CAPS_RTRA
_001 

Develop and distribute a Supervisor's Notice that 
instructs Rail Supervisors to have documented 
discussions with Train Operators reiterating that 
ATO operation is not currently an approved mode 
of operation. 

RTRA Completed 

106966_SAFE
CAPS_RTRA
_002 

Distribute an Operations Personnel Notice 
regarding the prohibited use of ATO operations. 

RTRA Completed 

106966_SAFE
CAPS_RTRA
_003 

Re-distribute the Personnel Notice dated October 
2021, regarding prevention of Station Overruns. 

RTRA Completed 

106966_SAFE
CAPS_ATCE_
001 

Perform ATO and Motion operational status 
checks at various points within the rail system. 

ATCE Ongoing 
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Appendices 
 
Appendix A – Interview Summary 
 
The below narrative summarizes the incident and represents the statements made by the involved 
individual. As such, times and details may present a conflict with the data contained in systems 
of record.   
 
RTRA  
 
Train Operator 

The Train Operator has been a WMATA employee for 22 years, with 15 years of experience as a 
Train Operator. The Train Operator holds a Roadway Worker Protection (RWP) Level 2 
certification that expires in January 2024. 
 
• Employee Tenure: 22 years, 9 months, 29 days 
• Train Operator since June 21, 2007 
• Most recent Certification Date: 07/2022 - Passed with a QL-2 on the second attempt. 
• Work Schedule Information: This was the Train Operator's fourth trip of the day. 
 
During the virtual interview, the Train Operator stated that they were arriving at Loudoun Gateway 
and made a mistake of being curious about ATO operation. The Train Operator stated that they 
had been a WMATA employee for twenty-two years and wanted to know what it was like to 
operate in ATO. The Train Operator admitted to making the mistake of operating the train in ATO. 
The Train Operator stated that they were aware that ATO was not an authorized mode of train 
operation. 
 
The Train Operator stated that upon entering Innovation Center Station, the PSS signal dropped 
out and because they had not operated in ATO in a long time they did not react quickly enough 
to slow the train down, that's what caused the station overrun. The Train Operator stated that they 
were aware that the train was more than one car off the platform, and they immediately notified 
ROCC. They requested permission to continue to Herndon and was granted permission.  
 
The Train Operator stated that at Herndon Station they were instructed to offload the train. They 
made announcements, offloaded the train, and placed the train out of service. They confirmed 
with ROCC how many cars overran the platform at Innovation Center, they initially reported two 
cars, then changed to one and a half cars. The Train Operator stated that they knew the station 
was not serviceable5F

6.      
 
 
  

 
 
6 The Train Operator submitted an amended written statement that contradicted their statements made 
during the formal interview. 
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Appendix B – Train Operator Certification 
 

 
Document 3 - Train Operator Certification, dated 07/19/2022 – Page 1 of 2 
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Document 4 - Train Operator Certification, dated 07/19/2022 – Page 2 of 2 
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Document 5 - Train Operator Certification, dated 07/21/2022 – Page 1 of 2 



Incident Date: 03/17/2023 Time: 08:12 hours Page 28 
Final Report – Station Overrun Rev. 1 
E23181 
 

Drafted By:      SAFE 707 – 05/14/2023 
Reviewed By:  SAFE 71 – 05/16/2023 
Approved By:  SAFE [ID] [DATE] 

 
Document 6 - Train Operator Certification, dated 07/21/2022 – Page 2 of 2 
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Appendix C – Train Operator and RTRA Superintendent Incident Reports (Abridged) 
 
 

 
Document 7 - RTRA Division Manager STOV Report 
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Document 8 - RTRA STOV Report completed by Train Operator on 3/17/2023.  
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Document 9 - Train Operator's first Incident Report. Date completed: 3/17/2023. 
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Document 10 - Train Operator's second written statement. Page 1 of 2.  
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Document 11 - Train Operator's second written statement, page 2 of 2. Date completed: 3/20/2023. 
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Appendix D – Train to Wayside Communications 
 
The column labeled "Train Auto" indicates whether the Train listed under the "ID" column indicates 
that the train's Mode Direction Switch is in the Auto/Store position. A one (1) indicates that the 
train is transmitting a signal indicating that the train is in ATO. The "Motion" column indicates 
whether the train was moving at the time. A one (1) indicates that the train was moving at the 
given time point. Note: To initiate ATO mode, the "ATO Start" push-button must be pressed, with 
the MDS in auto/store and speed commands being received by the train. The TWC tool may be 
used in conjunction with AIMs data to determine if a train is operating in ATO mode, if the following 
conditions are met: 1) TWC (Train Auto= 1); 2) AIMs (Train in Motion for more than 6 seconds)

 
Table 1 - TWC and Occupancy Data ID 614 at K04-2.3 
 
 

 
Table 2 - TWC and Occupancy Data ID 614 at N08-2 
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Table 3 - TWC and Occupancy Data ID 614 at N09-2 
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Table 4 - TWC and Occupancy Data ID 614 at N10-2 
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Table 5 - TWC and Occupancy Data ID 614 at N11-2 
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Table 6 - TWC and Occupancy Data ID 614 at N12-1 
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Table 7 - TWC and Occupancy Data ID 614 at N11-1 
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Table 8 - TWC and Occupancy Data ID 614 at N10-1 
 

 
Table 9 - TWC and Occupancy Data ID 614 at N09-1 (Event Location) 
 
Appendix E – RTRA Personnel Notices 
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Document 12 - RTRA Supervisor's Notice 
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Document 13 – RTRA Personnel Notice 
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Appendix F – Train Operator's Schedule 
 
 

 
Document  14 - Train Operator's 30-day work schedule page 1 of 5 
 

 
Document 15 – Train Operator’s 30-day work schedule page 2 of 5 
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Document 15 – Train Operator’s 30-day work schedule page 3 of 5 
 

 
Document 14 - Train Operator's 30-day work schedule Page 4 of 5 
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Document 15 - Train Operator's 30-day work schedule Page 5 of 5 
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Appendix G – Why-Tree Analysis 
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Washington Metropolitan Area Transit Authority 

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

FINAL REPORT OF INVESTIGATION A&I E24242 
 
 
Date of Event: March 28, 2024 
Type of Event: O-25, Train Operating in Automatic Train Operations 

(ATO) Mode 
Incident Time: 00:12 Hours 
Location: Huntington Station (Various Stations) 
Time and How received by SAFE: 02:43 Hours – Safety Information Officer 
WMSC Notification Time: 03:15 Hours 
Responding Safety Officers: None 
Rail Vehicle: Train ID711 [L7290-91x7653-52x7568-69x7631-30T] 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Number 20240412#116131 
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Huntington Station (Various Stations) – ATO Violation      
                                 

March 28, 2024 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS  Audio Recording System 

ATO  Automatic Train Operations 

CAP  Corrective Action Plan 

CCTV  Closed-Circuit Television 

CMOR  Office of the Chief Mechanical Officer 

IBOP  Office of Internal Business Operations 

IIT  Incident Investigation Team 

IT  Information Technology 

MICC  Metro Integrated Command and Communications Center 

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

OAP  Operations Administrative Policy 

OSI  Office of Safety Investigations 

PSS  Program Station Stop 

SSS  Station Stop Skip 

RTRA  Office of Rail Transportation  

ROCC  Rail Operations Control Center 

SAFE  Department of Safety  

SMS  Safety Measurement System 

VMDS   Vehicle Monitoring and Diagnostic System 

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission   
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
*Note that all times listed are approximate and may contain minor variations due to differences between 
systems of record. * 
 
On Thursday, March 28, 2024, the Enterprise Application Technical Lead was investigating an 
event that occurred at the location where the (orange line) K-Line and (silver line) N-Line connect 
(K&N Connector). Upon their investigation, it was discovered that Train ID 711 (L7290-91x7653-
52x7568-69x7631-30T) departed Huntington Station in non-revenue service in Automatic Train 
Operation (ATO) by an Alexandria Rail Division Rail Vehicle Operator and continued for seven 
(7) stations.  
 
The Assistant Director of Metro Integrated Command and Communications Center (MICC) was 
notified and initiated an investigation. It was also discovered that Train ID 711 operated in ATO 
on March 27, 2024 (with open-end railcars 3025 & 3109) both times by the same Train Operator. 
This information was forwarded to the Office of Safety Investigations (OSI) for further 
investigation.  
 
The OSI team further identified and confirmed three additional dates that the Alexandria Division 
Train Operator departed Huntington Station in ATO0F

1. 
 
In adherence to Standard Operating Procedure 102-01-02, which outlines the protocol for 
Removing an Employee from Service for involvement in an operational safety event, the Radio 
RTC dispatched a Rail Supervisor to relieve the Train Operator from duty for post-incident testing.  
 
In accordance with the Office of the Chief Mechanical Officer (CMOR) Incident Investigation 
Team (IIT) Operations Administrative Policy (OAP) 102.06, the Metro Integrated Command and 
Communications Center (MICC) promptly initiated the removal of Train ID 711 from non-
revenue service for post-incident investigative measures. This action adhered to the Rail 
Vehicle Event Investigation Policy, ensuring a comprehensive examination of the incident. 
 
The probable cause of the ATO violation event at Huntington Station on March 28, 2024, was the 
Train Operator's complacency and disregard for established policies when they continuously 
initiated ATO operation without authorization.  
 
  

 
 
1 MOR 8.4.7 – Rail Vehicle Operators shall depress ATO START and verify lunar signal, speed commands and correct 
alignment one (1) minute prior to their scheduled departure. 
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Incident Site 
 
Huntington, Eisenhower Avenue, King Street, Braddock Road, Crystal City, and Pentagon City 
Stations. 
 
Field Sketch/Schematics 
 

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

• Site Assessment through video and document review. 
 

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

• Train Operator 
 

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

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

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

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

  
Investigation 
 
According to email correspondence, on Thursday, March 28, 2024, the Enterprise Application 
Technical Lead reported that during ATO testing on the N-Line1F

2, they noticed ATO operations on 
the C-Line through the ATO and Motion report. Upon their investigation, it was discovered that 
Train ID 711 (L7290-91x7653-52x7568-69x7631-30T) departed Huntington Station in non-
revenue service in ATO by an Alexandria Rail Division Train Operator and continued for seven 
(7) stations. The Assistant Director of MICC was notified and initiated an investigation.  
 
According to the Advanced Information Management System (AIMS), at 00:05, Train ID 310 is 
shown entering Huntington Station, track 1, in manual mode operation, identified with an 
unshaded triangle.  
 

 
Figure 1 - Depicts Train ID 310 entering Huntington Station operating in Manual Mode - by the incident operator at 
00:05 hours. 
 
According to the AIMS, at 00:11 hours, Train ID 310 was re-blocked to Train ID 711 and placed 
into ATO – identified with a shaded triangle.  
 

 
 
2 There was no ongoing ATO testing on the C-Line when the test was conducted on the N-Line. 
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Figure 2 depicts Train ID 310 being re-blocked to ID 711, with a shaded triangle indicating ATO operations at 00:11 
hours. 
 
According to the Office of the Chief Mechanical Officer (CMOR), the Incident Investigation Team 
(IIT) reported Train ID 711 operated in ATO from Huntington Station to King Street Station. ATO 
Stop was activated 1,895 feet after passing the 8-car marker. The ATO Start Pushbutton was 
depressed, and the train again began to move towards Braddock Road Station under ATO 
operation. A Program Station Stop (PSS) was activated as the train entered each station to stop 
them within the platform limits. The Train Operator initiated the Station Stop Skip (SSS) to bypass 
each station stop. 
 
Through investigation, OSI determined that Train ID 705 was operated in ATO on March 11, and 
Train ID 711 was operated in ATO on March 12, 21, 22, and 27, 2024, consistently by the same 
operator. 
 
According to the RTRA Operations Personnel Notice (RTRA-603-76-00) dated March 22, 2023, 
Rail Vehicle Operators were reminded that they must operate trains in manual mode at all times. 
Following this incident, the RTRA Operations Personnel Notice (RTRA-603-76-01) was reissued 
see Appendix B. 
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
Time Description 
00:05:34 hours AIMS displayed Train ID 305 arriving at Huntington Station track 1 in manual 

mode operation.2F

3 
00:05:38 hours Train Operator: Identified themselves as Train ID 310 with eight railcars 

operating in lead railcar 7290. 
Terminal Supervisor: Advised the Train Operator that the train would be out of 
service when it arrived on the Huntington Station platform and that an employee 
pick-up was needed at Pentagon City Station. 
Train Operator: Acknowledged. [Radio/HUNYD Ops] 

 
 
3 An unshaded triangle indicates the train is operating in manual mode, a shaded triangle indicates ATO operations. 
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Time Description 
00:11:29 hours Train Operator: Reported they were clear of customers; Confirmed that they 

have an employee pick-up at National Airport and Pentagon City Station. 
[Radio/HUNYD Ops] 

00:11:53 hours AIMS displayed Train ID 305, which was re-blocked to ID 711 and placed in 
ATO operations.  

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

 
Figure 3 - Yellow circles identify Train ID 711 operating in ATO at each station. 
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The Office of Chief Mechanical Officer (CMOR) / Vehicle Monitoring and Diagnostic System 
(VMDS)  
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 
March 28, 2024, Incident 
 
The Office of Chief Mechanical Officer (CMOR), Incident Investigation Team (IIT) completed an 
analysis of data from Train ID 711 [L7290-91x7653-52x7568-69x7631-30T], which was reported 
for ATO Violation. 
 
Based on ER data, on 03/28/24 at 00:11HRS, Car 7630 was keyed up at Huntington Station, 
Track #1. The Mode Selector switch remained in the Auto/Store position, and the ATO start push 
button on the console was depressed, which initiated the ATO operation. The train began to move 
in the direction of Eisenhower.  
 
The train entered Eisenhower at a speed of 25 MPH, with the ATO commanding a ‘B1-B3' Braking 
rate. The road horn was activated 65 feet before entering the station. The train didn’t stop at the 
station and passed the 8-car marker at a speed of 22 MPH, with the ATO commanding “Coast.” 
 
The Performing Program Station Stop (PSS) signal goes high, indicating the train was entering a 
station stopping profile governed by ATC, 2,315 feet before entering King Street Station. The 
Performing PSS Signal goes low, indicating the station stop skip was activated. The train passed 
the 8-car marker at King Street at 22 MPH with ATO commanding a “P1-P4” Power Position. 
 
The ATO Stop was activated 1,895 feet after passing the 8-car marker at King Street, applying 
the “B4” brake rate and bringing the train to a stop 2,467 feet beyond the 8-car marker at King 
Street. The ATO Start Pushbutton was depressed, and the train again began to move towards 
Braddock Road under ATO operation.  
 
The train entered Braddock Road Station at 22 MPH with an ATO command for "B1-B3" braking 
rate. The train did not stop and passed the 8-car marker at a speed of 22 MPH. The Performing 
PSS signal went high 2,315 feet before entering Reagan National Airport Station and went low 
soon after as a result of the station stop skip pushbutton being depressed. The road horn was 
activated 37 feet before entering the station.  
 
The Train entered Reagan National Airport Station at a speed of 22 MPH, with ATO commanding 
a “B1-B3” braking rate. The train passes the 8-car marker at a speed of 22 MPH with ATO 
implementing a “Coast” command.  
 
The train enters Crystal City Station at a speed of 25 MPH, activating the road horn 38 feet onto 
the station platform. The train did not stop at Crystal City Station and passed the 8-car marker at 
a speed of 21 MPH, with the ATO calling for a “Coast” command. 
 
As the train approached Pentagon City Station, the Performing PSS signal again went high, 
indicating that a PSS profile was being implemented. Soon afterward, the Performing PSS signal 
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went low, indicating that the station stop skip button was activated on the operator’s console 2,212 
feet before Pentagon City Station.  
 
The Train enters Pentagon City Station at a speed of 22 MPH, with ATO commanding a “B1-B3” 
Braking Rate. The train did not stop and passed the 8-car marker at a speed of 22 MPH.  
 
The ATO stop pushbutton was activated, and the “B4” Braking Rate was applied, bringing the 
train to a complete stop 1,073 feet beyond the 8-car marker at Pentagon City Station.  
 
The Train was keyed down, reversed ends, and operated to Alexandria Yard in Manual mode. 
 
 

Time Description of Events 

00:11:02 hours Train ID 711 keyed up on Car 7630 

00:11:39 hours While in Auto Mode, The ATO start pushbutton is activated, and the Train 
begins to move toward Pentagon City. The ATP Limiting Speed is 45 MPH. 

00:12:31 hours The train entered Eisenhower Station. Its speed was 25 MPH, and ATO was 
commanding a “B1-B3” Braking Mode. 

00:12:33 hours The road horn was activated 65 feet before entering Eisenhower Station.  

00:12:49 hours The Train passed the 8-car marker at Eisenhower Station at a speed of 22 
MPH, with ATO implementing a "Coast" command. 

00:13:13 hours 
The Performing PSS goes high, indicating trains are entering a station 
stopping profile governed by ATC, 2,315 feet before Entering Eisenhower 
Station. 

00:13:13 hours The Performing PSS goes low, indicating the Station Stop Skip (SSS) 
pushbutton was activated 1,216 feet before King Street Station.  

00:13:54 hours The train entered King Street Station. Train speed was 21 MPH, and ATO 
commanded a “P1-P4” power mode.  The road horn was activated. 

00:14:14 hours The train passed the 8-car marker at King Street Station, Train speed 22 
MPH, with ATO commanding a “P1-P4” Power position. 

00:14:58 hours 
The ATO STOP Pushbutton was activated, applying a “B4” Braking Rate. The 
train speed was 41 MPH, with ATO commanding a "Coast" power/brake 
mode 1,895 feet after passing the 8-car marker at King Street Station. 

00:14:58 hours The train came to a complete stop 2,467 feet past King Street Station. 

00:15:19 hours The ATO Start Pushbutton was activated, and the ATC implemented “P1-P4” 
Power Mode. The train begins to move towards Braddock Road Station. 

00:17:49 hours The train entered Braddock Road Station with a train speed of 22 MPH, ATO 
commanding a “B1-B3” Braking mode.  The yard buzzer was activated. 

00:18:07 hours The train passed the 8-car marker at Braddock Road with a train speed of 22 
MPH and ATO, commanding a “B1-B3” Braking Mode.  

00:20:01 hours 
The Performing PSS goes high, indicating the train was entering a station 
stopping profile governed by ATC, 2,315 feet before Entering Reagan 
National Station. 
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Time Description of Events 

00:20:04 hours The Performing PSS goes low, indicating the Station Stop Skip pushbutton 
was activated. 

00:20:53 hours The road horn activated 37 feet before entering Reagan National Airport 
Station. 

00:20:54 hours The train enters Reagan National Station at a speed of 22 MPH, with the ATO 
commanding a “B1-B3” Braking command. The road horn was activated. 

00:21:13 hours The train passed the 8-car marker at a speed of 22 MPH, and the ATO 
implemented a "Coast" command.  

00:21:20 hours 
The ATP Speed limit decreased to 0 MPH, Applying the “B4” Braking Rate. 
The train speed was 19 MPH, 233 feet past the 8-car marker at Reagan 
National Airport Station. 

00:21:25 hours The ATP Speed limit increased back up to 40 MPH. The train speed was 12 
MPH at that time.   

00:22:10 hours The train enters Crystal City Station. The train speed is 25 MPH, and ATO 
commands a “B1-B3” Braking Mode.  

00:22:12 hours The road horn was activated, and the train speed was 23 MPH, 38 feet onto 
Crystal City Platform. 

00:22:29 hours The train passed the 8-car marker at Crystal City Station at a train speed of 
21 MPH, with ATO commanding a Coast Mode. 

00:22:31 hours The ATP Speed limit increased from 40 MPH to 50 MPH. The train speed 
was 22 MPH, with ATO initiating a “P1-P4” Power Mode.  

00:23:02 hours 
The Performing PSS went high, indicating the train was entering a station 
stopping profile governed by ATC, 2,316 feet before entering Pentagon City 
Station. 

00:23:04 hours The Performing PSS went low, indicating that the Station Stop Skip 
pushbutton was activated. It was 2,212 feet before Pentagon City Station.  

00:23:33 hours The road horn activated 325 feet before the 8-car marker. The train speed 
was 32 MPH, with ATO commanding a “B1-B3” Braking Rate. 

00:23:42 hours The Train entered Pentagon City Station at a speed of 22 MPH, with ATO 
commanding a “B1-B3” Braking rate.  

00:23:47 hours The road horn was activated, and the train speed was 22 MPH, with ATO 
commanding "Coast." 

00:24:01 hours The Train passed the 8-car marker at Pentagon City at a speed of 22 MPH, 
with the ATO commanding a “B1-B3” Braking Rate. 

00:24:23 hours 
The ATO STOP Pushbutton was activated, applying the “B4” Braking Rate, 
and the train passed the 8-car marker. The train speed was 25 MPH, 728 feet 
beyond the 8-car marker at Pentagon City Station. 

00:24:38 hours The train came to a complete stop 1,073 feet beyond the 8-car marker at 
Pentagon City Station and was keyed down. 
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Time Description of Events 

00:28:14 hours Car 7290 was keyed up on the outbound end. 

00:33:52 hours The train was operated in Manual Mode from Pentagon City Station to 
Alexandria Yard. 

01:01:44 hours Car 7290 was keyed down at Alexandria Yard. 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
 

 
Figure 4 - depicts the ATO Start Pushbutton and ATO Operations from Railcar 7630. 
 
 
Office of Internal Business Operations (IBOP), Information Technology (IT)  
 
The Technical Team Lead of Information Technology (IT) at the Office of Internal Business 
Operations (IBOP) has reported that during ATO testing on the N-Line, they noticed ATO 
operations on the C-Line through the ATO and Motion report. It is important to note that there was 
no ongoing ATO testing on the C-Line when the test was conducted on the N-Line. 
 
The Technical Team Lead discovered a pattern of ATO operations on the C-Line with similar Train 
ID numbers and operation times on various previous dates. 
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Figure 5 - depicts the ATO and Motion Report of Train ID 711 operating in ATO on March 27 & March 28. 
 
 

 
Figure 6 – depicts the ATO and Motion Report of Train ID 711 operating in ATO on March 21 & March 22. 
 
 
 

 
Figure 7 depicts the ATO and Motion Report of Train ID 711 and 705 operating in ATO on March 11 and March 12. 
 
*Note – Steps to ATO Operations require a multi-step process with inputs from the operator, 
vehicle, and wayside. This allows redundant protection. 
 

1. The Master Controller must be placed in the Auto/Store position. 
2. Receipt of valid speed signal commands from the wayside and processing by the vehicle’s 

ATC software. 
3. The activation of ATO Start by the Operator. 

 
 
Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
As a result of the Automatic Train Operation Violation, the Rail Vehicle Operator was issued a 
thirty-day (30) work suspension, a final warning, and one (1) refresher training. The Rail Vehicle 
Operator was informed that future violations of any nature would result in progressive discipline, 
including termination from the Washington Metropolitan Area Transit Authority.  
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Interview Findings 
As part of the investigation launched into the event, SAFE interviewed one individual. The interview 
identified the following key findings associated with this event. The findings detailed below include reported 
information from involved personnel and may conflict with other data sources contained in the report. 
 
Train Operator 
 

• The Train Operator admitted to operating in ATO mode without authorization, citing 
curiosity as the motive. 

• The interview highlighted safety concerns and emphasized the importance of adherence 
to operational protocols. 

• The operator cooperated with the investigation and expressed an understanding of the 
seriousness of the situation. 

 
Weather 
 
At the time of the incident, NOAA recorded the temperature at 49 ° F. Weather was not a 
contributing factor in this incident (Weather source: NOAA – Location: Fairfax, Va. 
 
Related Rules and Procedures 
 
Metro Operating Rulebook (MOR) 
 
1.8 Prohibited Behaviors 
1.8.8 - Employees shall not operate any vehicle in a reckless or unsafe manner. 
 
 
Human Factors 
 
Evidence of Fatigue 
 
SAFE examined signs and symptoms of fatigue that may have been present at the time of the 
incident. No video of the involved person was available to ascertain whether signs of fatigue were 
present. The Rail Vehicle Operator reported feeling fully alert at the time of the incident and 
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 present. The 
incident time of day did not suggest an increased risk of fatigue-related impairment. The Rail 
Vehicle Operator reported keeping a regular sleep schedule in the days leading up to the incident. 
The Rail Vehicle Operator worked the evening shift in the days leading up to the incident. The 
Rail Vehicle Operator was awake for twelve hours and twenty minutes at the time of the incident. 
The Rail Vehicle Operator reported six hours of sleep in the 24 hours preceding the incident. This 
was less than the employee's usual workday sleep duration. The off-duty period was fifteen hours 
and twenty minutes, which provided 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 Rail Vehicle Operator complied with 
the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
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Findings 
 

• The automatic PSS activated as Train ID 711 entered each station and attempted to stop 
as designed when operating in ATO. Then, the SSS was activated by the Train Operator, 
indicating to the train to continue through the station in ATO without stopping. 

• The ATO STOP Pushbutton was activated 1,895 feet after passing the 8-car marker at 
King Street Station. The train came to a complete stop 2,467 feet past King Street Station. 
The ATO Start Pushbutton was activated, and the train continued to move towards 
Braddock Road Station. 

• The Train Operator operated in ATO mode on various days during both revenue and non-
revenue service. 

• ATO Operations require a multi-step process with inputs required from the operator, 
vehicle, and wayside. 

• No RTC identified that the train was in ATO on any of the days this occurred by noticing 
the shaded arrows on AIMS. 
 

Immediate Mitigation to Prevent Recurrence 
 

• The Train Operator was removed from service for post-incident testing. 
 
Probable Cause Statement 
 
The probable cause of the ATO violation event at Huntington Station on March 28, 2024, was the 
Train Operator's complacency and disregard for established policies when they continuously 
initiated ATO operations without authorization.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible Party Estimated 
Completion 

Date 
116131_SAFE
CAPS_RTRA
_001 

Re-Issue RTRA Operations Personnel 
Notice – Prohibited Use of ATO 
Operations. 

Safety Risk Coordinator, 
Office of Rail 

Transportation 
 

Completed 

116131_SAFE
CAPS_RTRA
_002 

The Train Operator is to attend refresher 
training. 

Safety Risk Coordinator, 
Office of Rail 

Transportation 
 

Completed 

116131_SAFE
CAPS_MICC_
001 

Memorandum Issued to the Metro 
Integrated Command & Communication 
Rail Section Staff – Observation of ATO 
Instruction for Rail Traffic Controllers, 
Rail 1, and Rail 2.    

Safety Risk Coordinator, 
Department of Metro 

Integrated Command and 
Communication Center 

 

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

Train Operator 

The Train Operator is a WMATA employee with nine years of experience as a Train Operator and 
holds a valid RWP Level 2 certification. The Train Operator has held various roles with WMATA 
including Bus Operations.  
 
During the interview conducted on March 28th, 2024, a Train Operator was engaged in a 
discussion concerning an incident that transpired at Huntington Station. The primary aim of the 
interview was to elucidate details regarding the train operations and the utilization of ATO by the 
rail vehicle operator. 
 
During the dialogue, the Rail Vehicle Operator corroborated their work history, current position, 
and tenure as a rail vehicle operator, spanning approximately nine years. It was clarified that the 
interviewee held a RWP Level 2 status. Pertinent details concerning recent sleep patterns, work 
schedule, and commute were garnered, with the interviewee affirming an absence of issues 
affecting their performance. 
 
Subsequent inquiries were directed toward the incident at Huntington station, with a particular 
focus on the interviewee's actions and rationale for engaging in ATO operations. The interviewee 
candidly admitted to voluntarily transitioning to ATO mode due to curiosity and familiarity with the 
operation. It was underscored that no external instructions or announcements influenced this 
decision. 
 
The discussion pivoted to safety considerations associated with unauthorized ATO operation, with 
an emphasis on potential risks. Throughout this discourse, they demonstrated an understanding 
of the hazards inherent in unauthorized ATO use. 
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Appendix B – RTRA Operations Personnel Notice 
 
 

 
Figure 8 – RTRA-603-76-01 Prohibited use of ATO Operations. 
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Appendix C – Why-Tree Analysis 
 
 
 
 

 
Figure 9 - Root Cause Analysis. 
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