
Improper Door Operation 

Glenmont, Silver Spring, Braddock Road and Innovation stations 

 May 9, 2024, September 1, 2024, September 3, 2024, September 23, 2024 and September 24, 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 June 10, 2025. 

WMSC staff recommend adoption of these investigations. 

Improper Door Operation 

In 2024, there were 25 improper door operations safety events reported by Metrorail to the WMSC. As of June 1, 2025, 

there have been 13 such events reported, an increase from the 9 events reported during the same time period last 

year. Starting in December 2023, following the substantial completion of Metrorail safety certification activities Metrorail 

received WMSC concurrence to activate the Automatic Door Operation (ADO) feature on the Metrorail system 

incrementally, starting with the Red Line in December 2023. By June 2024, the WMSC provided concurrence for 

activation of ADO on all Metrorail lines. Direct causes of improper door operations can include human factors (such as 

pressing a button to open doors on the wrong side or opening doors when the train is not on the platform) or mechanical 

defects. Investigations into other 2024 improper door events will be addressed in other reports. 

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

• Lack of a standardized territory familiarization and physical characteristics training that includes assessing this

knowledge prior to being assigned to conduct train operations

• Loss of/lack of focus and situational awareness

• Non-compliance with written operational rules and procedures including those related to door operation

procedures, station overrun reporting and station stop misalignment

• Obstructed line of sight of 8-car marker at Silver Spring Station due to temporary construction scaffolding

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

• Metrorail re-issued RTRA-603-117-00 “September 1st Reopening of Silver Spring, Forest Glen, Wheaton, &

Glenmont Following Summer Shutdown”



 

 

• Personnel attended refresher training applicable rules and procedures, including door operations and proper 

hand signals 

• Metrorail posted communication signage at the beginning of the scaffolding at Silver Spring Station, alerting 

train operators to continue to the 8-car marker 

• Metrorail assigned a rail supervisor to Silver Spring Station to monitor trains entering the station while 

construction scaffolding is present 

Metrorail is in the process of implementing related corrective action plan CAP C-0183 address the finding that Metrorail 

created safety risks by not requiring and conducting territory familiarization and physical characteristics training and not 

assessing knowledge of physical characteristics prior to assigning operations personnel work on a line, in a terminal or 

yard (Scheduled completion date December 2026). 

 

Safety event summaries: 

W-0378 – Glenmont Station – May 9, 2024 (WMATA ID: E24364) 

A Train Operator, operating a Red Line train from Glenmont Rail Yard to the mainline in preparation to go into passenger 

service, manually opened the train’s doors on the non-platform side of the train after properly berthing at the 8-car 

marker at Glenmont Station. The doors were open for approximately three minutes when a Rail Supervisor, who was 

present on the platform, informed the Train Operator of the improper door operation and instructed the Train Operator 

to close the doors. The Rail Supervisor reported the event to the Glenmont Rail Yard Terminal Operator, who then 

reported it to the Radio Rail Traffic Controller in the Control Center. The Rail Supervisor conducted a ground walkaround 

inspection to ensure there was no one on the roadway and no damage to the train. The Operator was removed from 

service for post-event toxicology testing, and the Rail Supervisor transported the train back to Glenmont Yard for 

inspection. 

A review of Vehicle Monitoring System data following the event determined there were no mechanical deficiencies that 

contributed to the safety event and that the Train Operator manually activated the right-side doors open pushbutton. 

During an investigative interview, the Train Operator indicated they believed they had pressed the Train Berth 

pushbutton and did not realize their error until notified by the Rail Supervisor. Metrorail policy requires that when a train 

is operating in manual mode, the train operator shall depress the Train Berth pushbutton and properly berth the train 

on the platform. This enables the train to automatically open train doors to service the station.  

 

W-0379 – Silver Spring Station – September 1, 2024 (WMATA ID: E24690) 

On Sunday, September 1, 2024, a Train Operator manually opened train doors on a passenger-occupied, while not 

being properly berthed at Silver Spring Station’s 8-car marker on two separate occasions. This was the Train Operator’s 

first time operating at Silver Sprins Station. At the time of this event, there was construction scaffolding on the station’s 

platform, which obstructed the line of sight to the 8-car marker. On August 30, 2024, a Rail Operations Personnel Notice 

(ROPN) was distributed to Rail Transportation personnel regarding the reopening of several Red Line stations following 



 

 

a summer shutdown for scheduled maintenance that notified personnel of scaffolding on the platform at Silver Spring 

on the platform and discussed the procedure for properly berthing at the station’s 8-car maker. 

At 8:30 p.m., after entering Siver Spring Station, the Train Operator stopped their train 191 feet short of the 8-car 

marker, leaving 2.5 railcars off the platform. Train Operators are required to properly berth all trains, regardless of 

consist size, at the 8-car marker before servicing a station. An investigative review of onboard operator cab footage 

showed the operator pressing the Train Berth pushbutton to initiate Automatic Door Operations (ADO). However, ADO 

failed to initiate due to the train not being properly berthed at the 8-car marker. The Train Operator then manually 

opened train doors without the required MICC authorization using the Door Open pushbutton.  

A Rail Supervisor, who was in the blockhouse at the end of the station’s platform, identified that the train had stopped 

short of the 8-car marker. The Rail Supervisor went out to the platform and motioned for the train to stop, using incorrect 

hand signals. The supervisor instructed the operator to move the train forward to the 8-car marker, without conducting 

a ground walkaround as required by Metrorail policy. Customers were offloaded from the train by the Supervisor and 

the Silver Spring Station Manager. The Rail Supervisor notified the Assistant Operations Manager in the Control Center 

and requested Foul Time protection for a ground walkaround inspection to ensure no one had fallen onto the roadway. 

After the inspection determined the roadway was clear, the Rail Supervisor took over train operations to Shady Grove 

Rail Yard and the Train Operator was removed from service for post-event toxicology testing. The train was removed 

from service for an inspection, which found no defects that would have contributed to this safety event. 

During an investigative interview with the Train Operator on, September 3, 2024, two days after the reported event 

occurred, the Train Operator indicated they had also performed another improper door operation at Silver Spring Station 

on the same day as the reported event. CCTV footage and Vehicle Monitoring and Diagnostic System data confirmed 

that at 5:53 p.m., the Train Operator stopped 188 feet short of the 8-car maker. CCTV also showed that the Train 

Operator did not visually verify that all doors were on the platform before opening railcar doors.  

 

W-0380 – Braddock Road Station – September 3, 2024 (WMATA ID: E24693) 

At 4:20 p.m., the Train Operator of Train 332, which was operating in Automatic Door Operation (ADO) mode, stopped 

13 feet short of Braddock Road Station’s 8-car maker and manually opened train doors on the non-platform side of the 

train. Metrorail policy requires train operators to contact a rail traffic controller before performing manual door operations 

when a train is in ADO mode. The Train Operator did not report the event to a Rail Traffic Controller in the Control 

Center as required by Metrorail policy. This safety event was only identified when a rider posted a photo of train doors 

open on the non-platform side of the train at Braddock Road Station via the social media platform “X” (formerly Twitter).  

At 4:30 p.m., the Train Operator of Train 332 reported a door problem while at Huntington Station to a Rail Traffic 

Controller in the Control Center, stating “The doors were popping open.” When contacted by the Rail Traffic Controller, 

the Terminal Supervisor at Huntington indicated that the Train Operator had not reported a door issue. Approximately 

43 minutes later, at 5:15 p.m., Maintenance Operations Control personnel in the Control Center notified the Control 

Center Assistant Operations Manager of the report of an improper door operation at Braddock Road received via “X”. 

An investigative review of data and CCTV footage confirmed the safety event. According to the data reviewed, at 

4:20:44, the Train Operator of Train 332 manually opened doors on the non-platform side of the train, then 7 seconds 



 

 

later, opened doors on the correct side. During this time, doors on the non-platform side of the train remained open. 

The doors on the platform side of the train were closed 14 seconds later. Doors on the non-platform side of the train 

were closed at 4:21:36 p.m., approximately 51 seconds after being opened by the Train Operator. The Train Operator 

continued operating the train in passenger service without reporting the event or performing a ground walk around 

inspection to ensure no one had fallen onto the roadway. 

Due to the delayed safety event identification, the Train Operator was off duty when the event was confirmed. The Train 

Operator was removed from service when they reported for duty for post-event toxicology testing in accordance with 

Metrorail policy. During an investigative interview, the Train Operator indicated they only had 5 hours and 15 minutes 

of sleep and that they were experiencing fatigue at the time of the event, stating they “fighting sleep.” Data review 

determined that there were no faults with the train and that the doors operated as commanded by the Train Operator.  

 

W-0381 – Innovation Station – September 23, 2024 (WMATA ID: E24749)   

A Train Operator, who was operating a train alone for the first time after completing train operator certification and on-

the-job training, opened train doors on the non-platform side of the train at Innovation Station. When the 8-car Silver 

Line Train arrived at the station, the Train Operator stopped the train two feet short of the 8-car marker. The Train 

Operator did not identify their error. When train doors did not open as is expected (Automatic Door Operations), the 

Train Operator incorrectly stated to the Radio Rail Traffic Controller in the Control Center that the train was properly 

berthed and requested to open the doors manually, using the Door Open pushbutton. The Radio Rail Traffic Controller 

granted the Train Operator permission to open the doors manually. At 11:15:11 a.m., the Train Operator improperly 

activated the right-side Door Open pushbutton, instead of the left-side Door Open pushbutton. The train doors were 

open for approximately 10 seconds before the Train Operator, realizing their error, closed the doors and then opened 

doors on the correct side of the train at 11:15:33 a.m. At 11:20:23 a.m., approximately five minutes after the improper 

door operation occurred and while still on the platform at Innovation Station, the Train Operator reported the safety 

event to the Radio Rail Traffic Controller. The Train Operator was instructed to offload customers from the train and to 

perform a ground walk around to ensure no one had fallen onto the roadway. A Rail Supervisor was dispatched to take 

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

transported to Dulles Rail Yard for an inspection, which found no defects that would have contributed to the improper 

door operation. 

 

W-0382 – Silver Spring Station – September 24, 2024 (WMATA ID: E24755) 

A Rail Supervisor, who was operating Red Line Train 126, which consisted of an 8-car consist, stopped 188 feet short 

of the 8-car marker at Silver Spring Station and opened train doors while two railcars were outside the platform limits. 

During this time, construction scaffolding on the station’s platform obstructed the line of sight to the 8-car marker. 

Without notifying a Rail Traffic Controller or conducting a ground walkaround as required, Rail Supervisor #1 closed 

the doors and moved the train without a permissive block. Rail Supervisor #1 stopped the train approximately seven 

feet beyond the 8-car marker, resulting in a station overrun. The Silver Spring Rail Terminal Supervisor, Rail Supervisor 

#2, signaled for Rail Supervisor #1 to stop as the train started to pass the 8-car maker and immediately reported the 



 

 

event to the Button Rail Traffic Controller in the Control Center. The Rail Traffic Controller was initially unable to contact 

Rail Supervisor #1. A good radio check to another train at Silver Spring Station determined the communication issue 

was isolated to Train 126. Customers were offloaded from Train 126 onto the station platform, and the Rail Supervisor 

#2 was instructed to conduct a ground walkaround to ensure no one had fallen onto the roadway. Rail Supervisor #2 

was instructed to take over train operations, and Rail Supervisor #1 was removed from service for post-event toxicology 

testing. The train was removed from service for inspection, which determined that there were no faults that contributed 

to the safety violations. 

 

WMSC staff observations 

Several of these improper door operation events show data that confirms that the train operators involved did not 

comply with Metrorail policy and procedures for safe operations. The WMSC’s noted in its 2022 audit of Metrorail Rail 

Operations report that “Elements of Metrorail have a culture that accepts noncompliance with written operational rules, 

instructions, and manuals.” As a result the WMSC required that Metrorail “ provide consistent supervisory oversight 

and effective training and safety promotion to ensure that personnel follow all rules and procedures, document 

compliance with rules and procedures, and ensure that the “just culture” and other principles embodied in the safety 

management system Metrorail has committed to in its Public Transportation Agency Safety Plan (PTASP) are 

implemented.” Metrorail implemented several corrective steps including preparing a training video for operations 

personnel, reinforcing reporting of hazards, compliance with rules and mechanisms for reporting, tracking and 

implementing mitigations to correct such safety issues, when necessary and providing records to the WMSC showing 

that all train operators received have training information.  
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Washington Metropolitan Area Transit Authority 
Department of Safety (SAFE) 

Office of Safety Investigations (OSI) 
FINAL REPORT OF INVESTIGATION A&I E24364 

Date of Event: May 9, 2024 
Type of Event: O-15(a): Improper Door Operation
Incident Time: 16:03 hours 
Location: Glenmont Station, track 2 
Time and How received by SAFE: 16:28 hours SIO 
WMSC Notification Time: 17:26 hours 
Responding Safety Officers: N/A 
Rail Vehicle: Train ID 108 

[L3130/31x3161/60x3162/63T] 
Injuries: N/A 
Damage: N/A 
Emergency Responders: N/A 
SMS I/A Number 20240319#11557MX 
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Abbreviations and Acronyms 

ADO Automatic Door Operations 

ARS Audio Recording System 

CCTV Closed-Circuit Television 

CM Chain Marker 

CMOR-IIT Office of Chief Mechanical Officer Incident Investigation 
Team 

MICC Metro Integrated Command and Communications Center 

MOR Metrorail Operating Rulebook 

NOAA National Oceanic and Atmospheric Administration 

OAP Operations Administrative Policy 

RTC Rail Traffic Controller 

RTRA Office of Rail Transportation 

SAFE Department of Safety  

SOP Standard Operating Procedure 

SPOTS System Performance On-Time Summary 

VMS Vehicle Monitoring System 

WMATA Washington Metropolitan Area Transit Authority  

WMSC Washington Metrorail Safety Commission 
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
*Note that all times listed are approximate and may contain minor variations due to differences between systems of 
record. * 
 
On Thursday, May 9, 2024, at 16:02 hours, a Brentwood Division Train Operator operating Train 
ID 108 [L3130x3031, 3161x3160, 3162x3163T] left Glenmont Yard and entered the platform limits 
of Glenmont Station, inbound on track 2. The train came to a complete stop at the 8-car marker 
and was not in service. At 16:03 hours, the Train Operator pushed the right-side open doors 
pushbutton. The Train Operator was unaware they opened the doors on the non-platform side. 
The Train Operator was supposed to be operating in automatic door operations (ADO) at the time 
of the incident.  
 
An Office of Rail Transportation (RTRA) Supervisor was located at the station, noticed the 
incident, and instructed the Train Operator to close the doors. The RTRA Supervisor reported the 
incident to Glenmont Yard Tower, instructed the Train Operator to close the doors, and reported 
the incident to the Metro Integrated Command and Communications Center (MICC) Radio Rail 
Traffic Controller (RTC).  
 
Train ID 108 did not service the station and returned to Glenmont Yard. The Train Operator 
remained out of service and was transported for post-incident testing. 
  
The probable cause for the Improper Door Operation at Glenmont Station on May 9, 2024, was 
the Train Operator's lack of situational awareness by unintentionally pressing the open doors 
pushbutton on the non-platform side. 
 
Incident Site 
 
The Glenmont Station is an indoor station with a center platform. The platform limit at Glenmont 
Station is Chain Marker (CM) B1/2 719+15 – 725+15.  
 
Field Sketch/Schematics 
 

 
The above depiction is not to scale. 
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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 Door Operation at the Glenmont Station on May 9, 
2024, SAFE team members worked with relevant Washington Metropolitan Area Transit Authority 
(WMATA) subject matter experts to review the incident's facts and data and conduct the 
subsequent investigation. 
 
The investigative methodologies included the following: 
 

• Site assessment through document review  
 

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

• Train Operator – Train ID 108 
 

• 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) 
• Standard Operating Procedure (SOP) 40: Procedure for Platform Berthing, Station 

Servicing, and Overruns 
• National Oceanic and Atmospheric Administration (NOAA)  
• CMOR Incident Report  
• SAFTE-FAST Console biomathematical fatigue modelling 
• RTRA Supervisor’s Report 
• RTRA Manager’s Report 
• Train Operator 30 Day Work History 
• Train Operator Training Record 
• Train Operator Certification Record  

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback 
• Closed-circuit television (CCTV)  
• Maintenance and Material Management System (Maximo) 
• Vehicle Monitoring System (VMS) 
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Investigation 

On Thursday, May 9, 2024, at 15:54 hours, a Brentwood Division Train Operator operating Train 
ID 108 [L3130x3031, 3161x3160, 3162x3163T] contacted Glenmont Yard Tower and advised 
they were ready for mainline. At 16:02 hours, Train ID 108 entered the platform limits at Glenmont 
Station, inbound on track 2. The train was not in service and came to a complete stop at the 8-
car Marker.  

At 16:03 hours, the Train Operator pushed the right-side open doors pushbutton, activating the 
doors to open opposite side of the platform. The platform side doors were not opened.  

The CMOR-IIT determined that based on the VMS data, there was no mechanical failure 
observed that could have contributed to this incident. The VMS data identified that the right-side 
doors open pushbutton was activated, opening passenger doors on the non-platform side. At 
16:06 hours, the Train Operator closed the doors. As a result, the doors on the non-platform side 
were open for approximately three minutes. The VMS data indicated the train berth button was 
not pressed. 

The Train Operator was interviewed regarding the incident. The Train Operator stated they were 
unaware that the train’s non-platform side doors had been opened until the RTRA Supervisor 
notified them of the incident and instructed them to close the doors.  

The RTRA Supervisor’s written report stated that after briefly talking with and then walking away 
from the Train Operator, they noticed all the train door signal lights were illuminated but the doors 
on the platform side were closed. However, the non-platform side doors were opened. The RTRA 
Supervisor stated that they instructed the Train Operator to close the doors and reported the 
incident to Glenmont Yard Tower, which reported to the MICC Radio RTC. 

The CCTV video shows Train ID 108 (Lead Car 3130) entering and stopping at the 8-car marker, 
the door signals were illuminated, the non-platform side doors opened and closed, and the 
interaction between the Train Operator and RTRA Supervisors. 

Train ID 108 did not service the station, returning to Glenmont Yard. The Train Operator remained 
out of service and was transported for post-incident testing. 

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

Time Description 
15:48:16 hours Car 3130 keyed up in Glenmont Yard and began to move toward Glenmont 

Station. [VMS] 
15:54:59 hours Train Operator: Contacted Glenmont Yard Tower and advised Train ID 108 

(L3130) was ready for mainline. 
Glenmont Tower: Acknowledged ready for mainline. [GM-YD2] 

15:57:25 hours Train Operator: The radio is “terrible.” 
Glenmont Yard Tower: Instructed the Train Operator to go when lunar was 
given. [Glenmont Yard Control Tower Telephone] 

16:02:58 hours Train ID 108 (Lead Car 3130) arrived and came to a complete stop at 
Glenmont Station, Track 2. [VMS] 

16:03:03 hours The right door open pushbutton was activated, opening the non-platform 
side doors. [VMS] 

16:06:35 hours The right door closed pushbutton was activated. [VMS] 
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Time Description 
16:07:18 hours Non-platform side doors were opened. [CCTV C-B11-P-045] 
16:08:09 hours RTRA Supervisor: Approached and spoke with the Train Operator. [CCTV 

C-B11-P-044]
16:09:19 hours Train Operator: Contacted Glenmont Terminal.  

Terminal Supervisor: You have “2 minutes”. [GM-YD1] 
16:10:03 hours RTRA Supervisor: Noticed non-platform side doors were open. [CCTV C-

B11-P-044] 
16:10:27 hours Terminal Supervisor: “Do not put that train in service. Do not put that train 

service. Close the Door.”  
Train Operator: No response. [GM-YD1] 

16:10:34 hours The RTRA Supervisor spoke with the Train Operator. [CCTV C-B11-P-044] 
16:10:45 hours Terminal Supervisor: “How do you copy Operator? Do not put that train in 

service.”  
Train Operator: No response. [GM-YD1] 

16:10:56 hours Non-platform side doors got closed. [CCTV C-B11-P-044] 
16:10:59 hours Car 3130 keyed down. [VMS] 

16:11:26 hours Train Operator: Responded (“Yeah”) to Glenmont Terminal. Advised 
Glenmont Terminal that train doors opened on the non-platform side.  
Terminal Supervisor: Instructed the Train Operator, “Stay right there.” [GM-
YD1] 

16:12:54 hours Terminal Supervisor: Advised MICC that the Train opened non-platform side 
doors at Glenmont Station, coming out from Glenmont Yard.  
MICC RTC: Advised to perform a walk around the train. [VAHQ ROCC Rail 
2] 

16:15:21 hours Train Operator left the train, being placed out of service. [CCTV C-B11-P-
044] 

16:15:57 hours Train ID 108 keyed up on the opposite end in car 3163, facing Glenmont 
Yard. [VMS] 

16:20:45 hours Terminal Supervisor: Advised the Button RTC that a good ground 
walkaround was complete. [VAHQ ROCC Ops. 1]  

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

The CMOR-IIT determined that based on the VMS data, there was no mechanical failure 
observed that could have contributed to this incident. The VMS data recorded the right open doors 
pushbutton was activated that open and close doors opposite side of the platform. The berth 
button was not pressed. 

Figure 2 – Train 304 VMS Sequence of Events. 
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Figure 3 – Lead Car 3130 VMS Event Recorder data. 
 
CCTV Pictures 
 

   
Image 1 – At 16:07:15 hours, Train ID 108 (Lead Car 3130)  
arrived and stopped at Glenmont Station. The doors were not opened. 
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Image 2 – At 16:07:18 hours, Train ID 108 
door lights were illuminated. The non-platform side doors were opened. 

Image 3 – At 16:10:03 hours, the RTRA Supervisor  
noticed the door lights were illuminated, noticing the non-platform side doors had been opened. 
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Image 4 – CCTV: At 16:10:03 hours, the RTRA Supervisor advised the Terminal Supervisor of the incident. 

Image 5 – At 16:10:56 hours, the non-platform doors were closed. 
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Image 6 – At 16:15:43 hours, the Train Operator was removed from service. 
 
 
System Performance On-Time Summary (SPOTS)  
 
The SPOTS report recorded that the right, non-platform side, doors were opened during the 
incident at Glenmont Station. 
 

 
Figure 1: This shows that the non-platform side doors were opened for three minutes. 
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Interview and Written Statement Findings 

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

Train Operator 

• The Train Operator stated they unintentionally pushed the right-side open doors
pushbutton, instead of the train berth button.

• The Train Operator was unaware that they opened the non-platform side doors. The
platform side doors were not opened.

• The Train Operator stated that they knew the berthing and door operating procedures.
• The Train Operator explained that they have to break their sleep pattern every morning to

take their child to school, i.e., “in bed by 2:30 am and up at 6:30 am” to take their child to
school by 8:00 am.

• The Train Operator stated they sleep until 12:00 pm after taking their child to school.

RTRA Supervisor Written Report 

• The RTRA Supervisor reported that they noticed the Train Operator properly berthed their
train at the 8-car Marker.

• The RTRA Supervisor reported that they noticed all the door signal lights were illuminated
but the doors were closed on the platform side.

• The RTRA Supervisor reported that they noticed the off-platform side doors were open.
• The RTRA Supervisor reported that they instructed the Train Operator to close the doors

and reported the incident to the Radio RTC.
• The RTRA Supervisor conducted a ground walk-around.

Weather 

On May 9, 2024, NOAA recorded the average temperature as 78°F and 65% relative humidity. 
No significant weather was observed. The weather did not contribute to this incident (Weather 
source: NOAA) – Location: [Washington, DC]. 
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Related Rules and Procedures 

The MOR, in part, states the following: 

Guiding Safety Principles 

SOP 40: Procedure for Platform Berthing, Station Servicing and Overruns 

6.2 Door Opening Procedures 
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Human Factors 

Fatigue 

Conditions at the time of the incident were evaluated to distinguish whether evidence of fatigue 
was present. Video of the incident was not available to ascertain whether signs of fatigue were 
present. The Train Operator reported feeling moderately alert at the time of the incident and 
reported experiencing no symptoms in fatigue in the time leading up to the incident. 
Fatigue Risk  

Incident data was evaluated for fatigue risk factors. The incident time of day (16:03 hours) does 
not suggest an increased risk of fatigue-related impairment. The Train Operator worked evening 
shifts in the days leading up to the incident. The Train Operator reported a total of 6 hours of sleep 
in the last sleep period preceding the incident and was awake for 4 hours at the time of the 
incident. The off-duty period preceding the incident was 15 hours, which, given the Train 
Operator’s reported 40-minute commute, provided the opportunity for 7-9 hours of sleep. The 
Train Operator reported usual workday sleep durations of 6 hours and no issues with sleep. 

A biomathematical fatigue modeling application (SAFTE-FAST Console) was used to further 
evaluate fatigue risk factors that may have been present in the Train Operator’s schedule. The 
analysis was based on the Train Operator’s work schedule, reported sleep from the day before 
the incident, and reported habitual sleep durations. The estimated performance effectiveness at 
the time of the incident was 88.8%. There were no major risk factors for fatigue identified.  

Figure 4 – Biomathematical Fatigue Modeling using SAFTE-FAST Console
Modeling analysis output shows estimated performance effectiveness during the incident work shift and for the week leading up 
to the work shift, based on the Train Operator work and reported sleep schedule. Estimates were based on the Train Operator’s 
work schedule, reported sleep from the day preceding the incident, and reported habitual sleep durations (6 hours a day). Bold 
portions of the modeled curve show work (in black) and sleep times (in blue). Effectiveness is shown on the vertical axis, with 
colored fields in the chart background signifying ranges of effectiveness scores including high effectiveness (>90%) in green, and 
low effectiveness (<65%) in red. Time is shown on the horizontal axis. Markers for work and sleep times are shown in the lanes 
above the time of day on the horizontal axis. 
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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. The test results were negative. 
 
Findings 
 

• The Train Operator reports to Brentwood Division and was certified as a Train Operator in 
October 2023.  

• Train ID 108 was not in service at the time of the incident. 
• The Train Operator pushed the right-side open doors pushbutton at Glenmont Station, 

thinking they pushed the train berth button.  
• The Train Operator was unaware they activated the doors on the non-platform side. The 

platform side doors were not opened.  
• The RTRA Supervisor was at the station, noticed the incident, and instructed the Train 

Operator to close the doors.  
• The RTRA Supervisor reported the incident to the Radio RTC.  
• The RTRA Supervisor conducted a ground walk around.  
• The Train Operator remained out of service and was transported for post-incident testing. 
• Train ID 108 remained out of service and returned to Glenmont Yard. 

 
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 102.06, the ROCC promptly removed Train ID 108 from revenue 
service for post-incident investigative measures. This action adhered to the Rail Vehicle 
Event Investigation Policy, ensuring a comprehensive incident examination.  

 
Probable Cause Statement 
 
The probable cause for the Improper Door Operation at Glenmont Station on May 9, 2024, was 
the Train Operator's lack of situational awareness by unintentionally pressing the open doors 
pushbutton on the non-platform side. 
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
11557_SAFE
CAPS_RTRA
_001 

The Train Operator will have to complete refresher 
training with an emphasis on door operation 
procedures,  

RTRA SRC Completed 

    

 
Appendices 
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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.  

The Train Operator stated that they have been a WMATA employee since May 2023. They have 
been certified as a Train Operator since October 2023. 

The Train Operator stated that the day of the incident started normal and that they were alert and 
fit for duty.  

The Train Operator explained that they try to get as much sleep as possible during the day 
because their sleep is broken due to their shift and their child’s school in the morning. They are a 
new Train Operator, lacking seniority for a preferred schedule. 

The Train Operator did not experience any mechanical issues with Lead Car 3130. 

The Train Operator explained there are always radio communication issues at the yard but that 
did not affect this incident. 

The Train Operator explained their understanding of the door operating procedures. Currently, 
they are using automatic door operations (ADO) with the train berth button and if manual operation 
was required, Central would be contacted for permission. 

The Train Operator explained that in hindsight, upon stopping at the 8-car marker, they pressed 
the open-door pushbutton and not the train berth button. The Train Operator stated they did not 
know how they opened the non-platform side doors. 

The Train Operator reiterated they were unaware that they opened the non-platform side doors, 
and that would be accidental and unintended. They believed they had a “brain freeze.”  

The Train Operator stated after the incident, the RTRA Supervisor even took a few minutes and 
then realized the non-platform side doors were open. The RTRA Supervisor came inside the train. 
The Train Operator heard from the Tower, Don’t move, close the door and key down. The RTRA 
Supervisor conducted a ground walkaround. 

The Train Operator explained they break their sleep, totaling 6 – 7 hours. They sleep from 2 am 
to 6 am, then they take their child to school by 8 am. They took a nap for approximately 3 hours 
before reporting for work. 
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Appendix B – Certifications 
 

 
Document 1 – Train Operator’s Certification, Page 1 of 2 
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Document 2 - Train Operator’s Certification, Page 2 of 2 
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Appendix C – Supervisor Report 

 
Document 1 – Supervisor Report, Page 1 of 2 
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Document 2 – Supervisor Report, Page 2 of 2 
 
 
 
 
Appendix D – Why-Tree Analysis 
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Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E24690 

 
Date of Event: September 1, 2024 
Type of Event: O-15(a): Improper Door Operation 
Incident Time: 20:30 hours 
Location: Silver Spring Station, Track 2 
Time and How received by SAFE: 20:37 hours / MICC Notification 
WMSC Notification Time: 21:20 hours 
Responding Safety Officers:  None 
Rail Vehicle: Train ID 140 

(L7674/75x7503/02x7430/31x7721/20T) 
Injuries: None 
Damage: None 
Emergency Responders: None 
SUDS I/A Incident Number: 20240901#119502MX 
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Abbreviations and Acronyms 

 
ADO  Automatic Door Operations  

ADU  Aspect Display Unit 

AIMS  Advanced Information Management System 

ARS     Audio Recording System 
 
CCTV     Closed-Circuit Television 
 
CMNT     The Office of Car Maintenance 
 
CMOR    `` The Office of the Chief Mechanical Officer 
 
ER     Event Recorder 
 
IIT     Incident Investigation Team 
 
MICC  Metro Integrated Command and Communications Center 

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

OAP  Operations Administrative Policy 

ROPN  Rail Operations Personnel Notice  

RTC  Rail Traffic Controller 

RTRA  Office of Rail Transportation 

RVO  Rail Vehicle Operator  

SAFE  Department of Safety  

SPOTS    System Performance On-Time Summary  
 
SUDS     Safety Universal Data 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 Sunday, September 1, 2024, at 20:30 hours, Train ID 140, an eight (8) car, 7000 series consist 
(L7674/75x7503/02x7430/31x7721/20T), arrived at Silver Spring Station, on Track 2, in the 
direction of Shady Grove Station. The Rail Vehicle Operator (RVO) stopped 191 feet short of the 
eight-car marker with five and one-half (5.5) cars within the platform limits, manually performed a 
door operation, and opened the doors on the platform side of the consist, two and one-half (2.5) 
cars remained outside the platform limits. The RVO serviced the station, closed the doors, and 
began to move the train. A Rail Operations Rail Supervisor standing near the 8-car marker 
motioned for the RVO to stop. The Rail Supervisor questioned the RVO, and it was revealed that 
the RVO had an eight (8) car consist and serviced the station with cars outside of the platform 
limits. The Rail Supervisor instructed the RVO to move the train to the 8-car marker and place the 
train out of service. The Rail Supervisor and a Station Manager offloaded the train and verified 
that the train was clear of customers.  
 
At 20:34 hours, the Rail Supervisor contacted the Metro Integrated Command and 
Communications Center (MICC) Assistant Operations Manager and reported the incident. The 
Rail Supervisor then contacted the OPS-1 Radio Rail Traffic Controller (RTC) to request foul time 
to perform a ground walkaround inspection. The ground walkaround revealed no persons on the 
roadway. The Rail Supervisor then walked towards the lead car, assumed operation of the train, 
and continued to Shady Grove Station.  
 
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 RVO of 
Train ID 140 was removed from duty and sent 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 140 from revenue 
service for post-incident investigative measures. This action adhered to the Rail Vehicle Event 
Investigation Policy, ensuring a comprehensive examination of the incident.  
 
No injuries or damages were reported as a result of this incident. The CMOR IIT investigation 
revealed that no fault of the train contributed to the incident and the train functioned as designed. 
 
On Tuesday, September 3, 2024, the RVO of Train ID 140 was interviewed, and during the 
interview, it was revealed that on September 1, 2024, at 17:53 hours, the RVO performed a similar 
Improper Door Operation by opening the train doors with rail cars remaining outside the platform 
limits at Silver Spring Station on Track 2. This incident was not previously reported. The RVO was 
operating the same consist (L7674/75x7503/02x7430/31x7721/20T) during both incidents. A 
review of Silver Spring Station Closed Circuit Television (CCTV) and the train’s Vehicle Monitoring 
and Diagnostic System (VMDS) confirmed that the RVO stopped 188 feet from the 8-car marker 
and serviced the station with doors open outside the platform limits.  
 
No persons were observed entering the roadway, and no injuries or damages were reported as a 
result of this incident. The CMOR IIT investigation revealed that no fault of the train contributed 
to the incident, and the train functioned as designed.  
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The probable cause of both improper door operation incidents at the Silver Spring Station on 
September 1, 2024, was an obstructed line of sight to the 8-car marker blocked by scaffolding on 
the platform. 
 
Contributing to this incident was the RVO’s unfamiliarity with the station. The RVO was certified 
as a Rail Vehicle Operator on April 4, 2024, and was assigned to the Red Line during the work 
selection pick on June 1, 2024. September 1, 2024, was the RVO's first day operating at Silver 
Spring Station due to an extended rail service shutdown of Silver Spring, Forest Glen, Wheaton, 
and Glenmont Stations.   
 
Incident Site 
 
Silver Spring Station, Track 2. Silver Spring Station is an above-ground aerial station with a center 
platform. The station has ballasted tracks and an interlocking at this station. There are turnbacks 
on the inbound and outbound ends of the station. There is scaffolding 188 feet onto the platform 
due to ongoing maintenance. 
  
 
Field Sketch/Schematics 
 

 
Figure 1 - depicts the location where Train ID 140 stopped short on the Silver Spring Station, Track 2, and opened 
doors outside of the platform limit. 
 
The above depiction is not to scale. 
 



Incident Date:  09/01/2024         Time: 20:30 hours Page 6 
Final Report – Improper Door Operation Rev. 1  
E24690 
 

Drafted By:      SAFE 708 – 09/20/2024 
Reviewed By:  SAFE 707 – 11/01/2024 
Approved By:  SAFE 707 – 11/01/2024 

 
Figure 2 - aerial view depicting the location where Train ID 140 stopped short on the Silver Spring Station, Track 2, and 
opened doors outside of the platform limit. 
 
The above depiction is not to scale. 
 
Purpose and Scope 
 
The purpose of this accident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 
 
Investigative Methods 
 
The investigative methodologies included the following: 

• Site Assessment through video and document review. 
 

• Formal Interviews – SAFE interviewed two (2) 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 individuals:  

• Train ID 140 RVO 
• Rail Supervisor 

 
• Informal Interviews – Collected through conversations with individuals during the 

investigation to provide background and supporting information. Written statements were 
reviewed from personnel present during the event. 
 

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

• Train ID 140 RVO’s Training Records  
• Train ID 140 RVO’s Certifications  
• Train ID 140 RVO’s 30-Day work history review  
• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Metro Integrated Command and Communications (MICC) Incident Report 
• Maximo Data 
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• System Data Recording Review – Collection of information contained in Metro Data 

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

Vehicle Monitoring and Diagnostic System (VMDS)  
• Closed-Circuit Television (CCTV) 
• System Performance On-Time Summary (SPOTS) Report 
• Advanced Information Management System (AIMS) Data 

 
Investigation 
 
On Friday, August 30, 2024, a Rail Operations Personnel Notice (ROPN) was distributed to Rail 
Transportation personnel, informing them of the reopening of Silver Spring, Forest Glen, 
Wheaton, and Glenmont Stations following the extended summer shutdown. The notice 
discussed the specific procedure for RVOs to properly berth their trains at the 8-car marker using 
Automatic Door Operations (ADO) at Silver Spring Station due to construction scaffolding on the 
platform.  

On September 1, 2024, at 17:42 hours, Train ID 134, an eight (8) car, 7000 series consist 
(L7674/75x7503/02x7430/31x7721/20T), departed Glenmont Station, inbound towards Shady 
Grove Station. At 17:53 hours, Train ID 134 arrived at Silver Spring Station on Track 2. The RVO 
stopped short of the 8-car marker, pressed the train berth button with no response, and entered 
manual door operations without permission. A review of the Silver Spring Station CCTV revealed 
that the RVO opened the platform side doors before visually verifying that all cars were on the 
platform. The RVO serviced the station, with cars 188 feet outside the platform limits. It should be 
noted that no persons were observed exiting any doors outside the platform limits. The RVO then 
closed the doors and continued in revenue service to Shady Grove Station. This incident was not 
reported until September 3, 2024, when the RVO was interviewed.  

 
Figure 3 - depicts Train ID 134 opening the platform side doors before visually verifying all cars were on the platform. 
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Figure 4 - depicts 2.5 cars outside of the platform limits with doors opened at 17:53 hours. 
 

 
Figure 5 - depicts the obstructed line of sight to the 8-car marker due to scaffolding poles on the platform. 
 
At 19:00 hours, the train began its inbound trip from Shady Grove Station to Glenmont Station as 
Train ID 141, with 7720 as the lead car, without incident.  

At 20:19 hours, the train began its inbound trip from Glenmont Station to Shady Grove Station as 
Train ID 140, with 7674 as the lead car. At 20:30 hours, Train ID 140 arrived at Silver Spring 
Station on Track 2. The RVO stopped short of the 8-car marker. Cab CCTV from car 7674 showed 
the RVO pressing the Train Berth button, attempting to initiate ADO as the train came to a stop. 
After ADO failed to open due to the train not being properly berthed, the RVO initiated Manual 
Door Operation without MICC authorization. The RVO serviced the station, with cars 191 feet 
outside the platform limits.  



Incident Date:  09/01/2024         Time: 20:30 hours Page 9 
Final Report – Improper Door Operation Rev. 1  
E24690 
 

Drafted By:      SAFE 708 – 09/20/2024 
Reviewed By:  SAFE 707 – 11/01/2024 
Approved By:  SAFE 707 – 11/01/2024 

 
Figure 6 - Car 7674 CCTV cab-facing camera depicting the RVO attempting to initiate Automatic Door Operation. 
 

 
Figure 7 - depicts the Train Operation acknowledging Manual Door Operation on the platform side of the consist. 
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Figure 8 - depicts Train ID 140 doors opening before the RVO visually observing the platform. 
 

 
Figure 9 - depicts Train ID 140 trailing car doors opened off the platform at 20:30 hours. 
 

At 20:31 hours, Train ID 140 closed the platform side doors and placed the train at a point of 
power, exiting the station. A Rail Supervisor assigned to Silver Spring Station exited the 
blockhouse supervisor's office near the 8-car marker and waved down Train ID 140. It should be 
noted that a review of the Station CCTV revealed that the Rail Supervisor did not use the 
appropriate hand signal to direct the RVO to stop the train. The Rail Supervisor questioned the 
RVO and discovered the RVO had an eight (8) car consist and had serviced the station before 
reaching the 8-car marker.  
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Figure 10 - depicts the Rail Supervisor waving down Train ID 140 as the train approached. 
 

Station CCTV depicted the Rail Supervisor instructing the RVO to move the train to the 8-car 
marker. VMDS confirms that the train moved four (4) feet and came to a complete stop two (2) 
feet from the 8-car marker. The OPS 1 Radio RTC attempted to contact Train ID 140 to see if 
they were experiencing any issues. The Rail Supervisor informed them of the improper door 
operation incident and stated they would be offloading the train, performing a ground walkaround 
inspection, and taking control of the train. 

A Station Manager assisted the Rail Supervisor in offloading the train. At 20:40 hours, the Rail 
Supervisor contacted the OPS 1 Radio RTC to request foul time on track 2 at Silver Spring Station 
to perform a ground walkaround inspection. Foul time was granted, and a good track inspection 
was performed. No persons were observed in the roadway. It should be noted that Station CCTV 
revealed that the Rail Supervisor was wearing a backpack underneath their Safety Vest as they 
were fouling the roadway.  

 
Figure 11 - depicts the Rail Supervisor placing a safety vest over their backpack. 
 

At 20:43 hours, the Rail Supervisor relinquished their foul time and returned to lead car 7674. The 
Rail Supervisor was instructed to contact the MICC Operations Manager (OM). The OM asked 
the Rail Supervisor if improper door operation was due to an ADO malfunction. The Rail 
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Supervisor asked the RVO who stated they were utilizing ADO at the time of the incident. The 
OM instructed the train to be removed from service and notified the Shady Grove Yard Car 
Maintenance (CMNT) Superintendent to request permission to move the train to Shady Grove 
Yard and request a detailed analysis. The OM received permission to send the train to Shady 
Grove Yard. The Train ID was changed to non-revenue ID 740. At 21:04 hours, the Rail 
Supervisor operated the train to Shady Grove Station.  

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

Time Description 
17:53:21 hours Train ID 134 arrived at Silver Spring Station (B08), track 2, stopped short of 

the 8-car marker, and opened the platform side doors with 188 feet of the 
consist off of the station platform. [AIMS][VMDS][CCTV] 

17:53:58 hours Train ID 134 closed the platform side doors and exited the station. 
[VMDS][CCTV] 

20:27:41 hours Train ID 140: Reported having no speed commands on approach to Silver 
Spring Station on track 2. 
Radio RTC: Instructed the RVO to verify that they had a lunar aspect at 
signal B08-42 32 and granted a permissive block to the 8-car marker on track 
2 at Silver Spring Station. 
Train ID 140: Acknowledge the message with 100% repeat back and stated 
they had speed commands and would continue on. [OPS 1 Radio] 

20:30:41 hours Train ID 140 arrived at Silver Spring Station (B08), track 2, stopped short of 
the 8-car marker, and opened the platform side doors with 191 feet of the 
consist off of the station platform. [AIMS][VMDS] 

20:31:14 hours Train ID 140 closed the platform side doors and moved to a point of power. 
[VMDS][CCTV] 

20:31:36 hours A Rail Supervisor standing at the 8-car marker waved down the RVO. Train 
ID 140 came to a complete stop six (6) feet from the 8-car marker. 
[VMDS][CCTV] 

20:32:53 hours Train ID 142: Reported having no speed commands on approach to Silver 
Spring Station on track 2. 
Radio RTC: Instructed Train ID 142 RVO to standby and informed them that 
there was a train directly ahead of them. [OPS 1 Radio] 

20:33:17 hours The Rail Supervisor instructed the RVO to move the consist to the 8-car 
marker. [CCTV] 

20:34:15 hours Rail Supervisor: Contacted the MICC Assistant Operations Manager to notify 
them of the Improper Door Operation and requested a ground walkaround 
inspection. 
AOM: Acknowledged the message and instructed the Rail Supervisor to 
contact the OPS 1 RTC.  [MICC Rail 2 Phone] 

20:34:34 hours Radio RTC: Asked Train ID 140 twice if their train was exiting Silver Spring 
Station. 
Train ID 140: Stated, “Negative” 
Radio RTC: Asked the RVO if they were having any issues with speed 
commands. 
Radio RTC: Instructed Train ID 140 RVO to switch over to their handheld 
radio to communicate any issues with their train [OPS 1 Radio] 

20:35:42 hours Train ID 140 came to a complete stop two (2) feet from the 8-car marker. 
[VMDS][CCTV] 
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Time Description 
20:36:04 hours Radio RTC: Radioed for Train ID 140 

Rail Supervisor: Stated they were at Silver Spring Station 
Radio RTC: Instructed the Rail Supervisor to stand by as they adjusted rail 
service. 
Radio RTC: Instructed the Rail Supervisor to go with their message. 
Rail Supervisor: Informed the Radio RTC that Train ID 140 had stopped short 
and serviced the station with doors off of the platform. They are removing 
the train from service to perform a ground walkaround inspection and they 
would then assume command of the train.  
Radio RTC: Replied that they would set up roadway protection for the Rail 
Supervisor to perform a ground walkaround inspection and instructed the 
Rail Supervisor to stand by. 
Radio RTC: Asked the Rail Supervisor if the train was properly berthed. 
Rail Supervisor: Stated that the train was properly berthed and was being 
offloaded, they would verify that the train was clear and prepare for their 
ground walkaround inspection.  
Radio RTC: Instructed the Rail Supervisor to notify them once they were 
prepared to perform their ground walkaround inspection. 
Radio RTC: Instructed Train ID 142 in approaching Silver Spring Station to 
make good announcements to their customers regarding the delay. 
Train ID 140: Stated they were standing by and would make good 
announcements. [OPS 1 Radio] 

20:38:51 hours Radio RTC: Instructed the Glenmont Station Terminal Supervisor to halt 
dispatching trains due to the incident at Silver Spring Station [OPS 1 Phone] 

20:38:53 hours Radio RTC: Instructed the Rail Supervisor to call them by telephone. 
Rail Supervisor: Acknowledged the message and stated they were verifying 
the train was clear of customers and would call as soon as they were 
finished. [OPS 1 Radio] 

20:39:53 hours Radio RTC: Asked the Rail Supervisor why they were offloading the train. 
Rail Supervisor: Stated that it was the standard procedure when an improper 
door incident occurred. They did not observe anyone in the roadway. They 
would call over the radio for permission to perform a ground walkaround 
inspection. [OPS 1 Phone] 

20:40:57 hours Rail Supervisor: Requested foul time for Silver Spring Station, track 2 only, 
to perform a ground walkaround inspection. 
Radio RTC: Granted the Rail Supervisor foul time to perform the ground 
walkaround inspection. [OPS 1 Radio] 

20:42:57 hours Rail Supervisor: Stated that they were clear of the roadway. A good ground 
walkaround inspection was performed. No persons were observed in the 
roadway. They requested Train ID 142 enter Silver Spring Station at a 
reduced speed and perform a track inspection as a precaution. 
Rail Supervisor: Stated they were walking towards the lead car. 
Radio RTC: Instructed Train ID 142 in approaching Silver Spring Station to 
continue to make good announcements to their customers regarding the 
delay. [OPS 1 Radio] 

20:43:41 hours Button RTC: Asked the Rail Supervisor for the lead car number. 
Rail Supervisor: Stated that they were heading back towards the lead car 
and would tell them momentarily. They advised that their ground walkaround 
was completed and requested the train in approach to Silver Spring Station 
perform a track inspection and enter at a reduced speed.  
Button RTC: Asked the Rail Supervisor if they were relinquishing their foul 
time. 
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Time Description 
Rail Supervisor: Acknowledged that they were relinquishing their foul time. 
Button RTC: Instructed the Rail Supervisor to hold their location once they 
return to the lead car. 
Rail Supervisor: Acknowledged with 100% repeat back and informed the 
Button RTC that the lead car was 7674. 
 Button RTC: Acknowledged the message. [OPS 1 Radio] 

20:48:09 hours Button RTC: Informed the Rail Supervisor that the B08-08 signal would 
display a red aspect. 
Rail Supervisor: Acknowledge the message with 100% repeat back. [OPS 1 
Radio] 

20:53:35 hours Button RTC: Instructed the Rail Supervisor to call the AOM by telephone. 
[OPS 1 Radio] 

20:54:23 hours Rail 1: Asked the Rail Supervisor who moved the train to the platform. 
Rail Supervisor: Stated the RVO moved the train. 
Rail 1: Asked when the RVO stopped short initially, did they open the doors 
manually or under ADO? 
Rail Supervisor: Asked the RVO, and the RVO replied under ADO. 
Rail 1: Asked if the RVO touched the manual door open button. 
Rail Supervisor: Replied that the RVO stated the doors opened under ADO. 
Rail 1: Asked for the lead car number. 
Rail Supervisor: Replied that the lead car was 7674. 
Rail 1: Informed the Rail Supervisor that the RVO had to be removed from 
service. They asked the Rail Supervisor if the RVO closed the doors, moved 
it onto the platform, and properly berthed. 
Rail Supervisor: Replied, when they noticed the train about to leave the 
station they stopped the RVO and asked them why they did not stop at the 
8-car marker. They then asked how many cars were in the consist. When 
the RVO stated that they had an eight (8) car consist they informed the RVO 
that the train needed to be removed from service, because they serviced the 
station with two (2) cars off of the platform. 
Rail 1: Informed the MICC Director that the RVO claimed ADO caused the 
doors to open with doors off of the platform. [Rail 1 Phone] 

20:57:06 hours Rail 1: Informed the Shady Grove Yard CMNT of the incident and requested 
permission to move the train. 
Shady Grove CMNT: Granted permission for the train to be sent in. [Rail 1 
Phone] 

20:59:16 hours Rail 1: Informed the Rail Supervisor they had permission to move the train 
to Shady Grove Rail Yard. Instructed them to keep the RVO with them, and 
they would get a Rail Supervisor to escort the RVO for post-incident testing. 
They instructed the Rail Supervisor to contact Central once they were ready 
to move the train.  [Rail 1 Phone] 

21:04:34 hours Radio RTC: Instructed the Rail Supervisor to verify the lunar aspect at signal 
C08-08, rail alignments and speed commands. They then granted them 
permission to non-revenue to Shady Grove Rail  Yard. [OPS 1 Radio] 

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

 
Figure 12 - depicts Train ID 140 servicing Silver Spring Station, Track 2 at 20:30 hours. The trailing end of the consist 
is occupying the interlocking switch. 
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System Performance On-Time Summary (SPOTS) Report 
 

 
Figure 13 - SPOTS Report showing the arrival and departure times for trains at Silver Spring Station, Track 2. The red 
boxes depict the times when consist L7674/75x7503/02x7430/31x7721/20T was at Silver Spring Station, Track 2. 
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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: 
 
Second Improper Door Operation Incident 
 
Train ID 140, (L7674/75x7503/02x7430/31x7721/20T), was reported for an Improper Door 
Operation at Silver Spring Station on September 1, 2024. IIT has completed a download and 
analysis of data from the consist in question. Based on the Event Recorded (ER) data, Train ID 
140 was operated in Manual Mode prior to entering the Silver Spring Station at 
20:29:59.390 and during the incident. 
 
The train entered the station at a speed of 24.6 MPH, with the Master Controller placed in the 
“B1-B3” Braking mode. The Train Berthed Pushbutton was activated. The Left Doors Open 
Pushbutton was activated twice, and the left doors opened, 191 feet before the 8-car marker, with 
191 feet of the trailing car off the platform. Shortly thereafter, the Left Doors Close Pushbutton 
was activated, and the left doors closed. 
 
The Master Controller was moved to a “P1-P4” Power mode, and the train began to move toward 
the 8-car marker then came to the second complete stop six (6) feet before the platform limits. 
The Master Controller was moved to a “Coast” Power position and the train began to move toward 
the 8-car marker then came to the third complete stop two (2) feet before the platform limits. 
 
The Left Doors Open Pushbutton was activated, the left doors opened, and the station was 
serviced. Afterwards, the Left Doors Close Pushbutton was activated, and the left doors closed, 
followed by the lead car 7674 being keyed down at 20:45:00.510 hours. 
 
Based on the VMDS and ER data, there were no faults observed with the train that contributed to 
the cause of this incident. The train performed as commanded.” 
 

Time Description of Events Train 
Speed 

Master 
Controller 

Distance from  
8-Car Marker 

20:29:59 hours 
Train ID 140 entered Silver Spring Station (B08) 
Track #2 with the Master Controller placed in the 
“B1-B3” Braking mode, operating in Manual Mode. 

24.6 
MPH B1-B3 600 feet 

20:30:21 hours The train came to a stop, short 191 feet from the 
platform limits at Silver Spring Station. 0 MPH B4 191 feet 

20:30:21 hours The train Berthed Pushbutton activated. 191 feet 
from the 8-car marker. 0 MPH B4 191 feet 

20:30:36 hours 
20:30:41 hours 

Left Doors Open Pushbutton was activated twice, 
and the Left Doors opened, 191 feet before the 8-
car marker, with 191 feet of the trailing car off the 
platform. 

0 MPH B4 191 feet 

20:31:02 hours 
Left Doors close Pushbutton activated, and Left 
Doors closed, 191 feet before the 8-car marker, 
with 191 feet of the trailing car off the platform. 

0 MPH B4 191 feet 

20:31:14 hours 
The Master Controller was moved to “P1-P4” 
Power position, and the train again began to move 
toward the 8-car marker. 

<1 MPH P1-P4 191 feet 

20:31:36 hours The train came again to a stop, short 6 feet from 
the platform limits at Silver Spring Station. 0 MPH B4 6 feet 

20:33:15 hours 
The Master Controller was moved to “Coast” 
position and the train again began to move toward 
the 8-car marker. 

<1 MPH Coast 6 feet 
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Time Description of Events Train 
Speed 

Master 
Controller 

Distance from  
8-Car Marker 

20:33:20 hours The train came again to a complete stop, short 2 
feet from the platform limits at Silver Spring Station. 0 MPH B4 2 feet 

20:35:42 hours Left Doors Open T/L activated, and Left Doors 
opened, 2 feet before the 8-car marker. 0 MPH B4 2 feet 

20:37:44 hours Left Doors close Pushbutton activated, and Left 
Doors closed, 2 feet before the 8-car marker. 0 MPH B4 2 feet 

20:45:00 hours Car 7674 keyed Down at Silver Spring Station. 0 MPH A/S 2 feet 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
7674 ER Data Analysis 
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Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 
First Improper Door Operation Incident 
 
IIT was informed that the previously reported consist, operating as Train ID 134 at an earlier time, 
(L7674/75x7503/02x7430/31x7721/20T), was potentially involved in a similar incident earlier in 
the day. 
 
After additional review of the data, it was verified that at approximately 17:52 hours, the same 
consist stopped short of the 8-Car marker at Silver Spring Station, Track 2. Based on ER data, 
Train ID 134 entered into Silver Spring Station at a speed of 22 MPH. The Master Controller was 
placed into the “B1-B3” Braking position 33 feet after entering onto the station’s platform. 
 
The Master Controller was moved to the “B5” Braking position, traveling at 3 MPH, 190 feet before 
the 8-car marker, and came to a complete stop 188 feet before the 8-car marker, with 188 feet of 
the consist off of the platform. 
 
The Train Berth Pushbutton was activated, and the train berth signal went “HIGH.” The Left Door 
Open Pushbutton was depressed, and Aspect Display Unit (ADU) Door enable was activated. 
The Left Door Open Pushbutton was activated again, the Left Door Open Trainlines energized, 
and the left-side passenger doors opened with 188 feet of the consist off the station platform. The 
doors are commanded to close shortly after, and the Master Controller is placed in the “P5” Power 
position. The train began moving towards Takoma Station. 
 
Based on VMDS and ER data, this incident stemmed from the train berth pushbutton being 
activated and the doors being manually operated to open, while the train was not properly berthed. 
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There were no faults with the train that contributed to the cause of this incident. The train 
performed as commanded.” 
 

Time Description of Events 

17:52:59 hours Train ID134, an 8-car consist, entered Silver Spring Station, Track 2, at a speed of 22 
MPH with the Master Controller in the “Coast” position.  

17:53:00 hours The Master Controller was placed in the “B1-B3” Braking position. The train speed was 
22 MPH, 33 feet onto the station platform. 

17:53:18 hours The Master Controller was placed in a B4 Braking position, Train speed was 3 MPH, 
190 feet before the 8-car marker.  

17:53:21 hours The train came to a complete stop 188 feet before the 8-car marker, with 188 feet of the 
consist off of the platform. 

17:53:22 hours Train Berth Pushbutton was activated, and the Train Berth signal went “HIGH.”  

17:53:36 hours The Left Door Open Pushbutton activated 

17:53:40 hours ADU Door Enable went “HIGH.”  

17:53:41 hours The Left Door Open Pushbutton, and Left Door Open Trainlines energize, opening Left 
side passenger doors 188 feet off of the platform.   

17:53:58 hours The Left Door Close Pushbutton was activated, and the left doors closed.  

17:54:03 hours All Doors Closed and Locked Trainline energized, indicating all doors were fully closed 
and locked.  

17:54:11 hours The Master Controller was placed in the “P5” Power position, and the train began moving 
towards Takoma Station.  
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7674 ER Data Analysis 
 

 
 
Office of Rail Transportation (RTRA) 
Adopted from RTRA Supervisor’s report with minor formatting and grammatical edits: 
 
At approximately 20:32 hours, I observed a train stopped at track 2 of Silver Spring Station close 
to the 6-car mark. I did not see door indicator lights illuminated and believed the train may have 
lost its speed commands. I flagged the train down using hand signals. I asked the operator if they 
had serviced the station and they replied “Yes.” I then asked them how many cars were in their 
consist and they replied, “eight (8) cars.” I instructed the RVO to place the train out of service and 
that a ground walkaround would have to be performed.  
 
At no time did I instruct the operator to move or readjust the train. At approximately 20:34 hours, 
I contacted the MICC Assistant Superintendent and notified them of the incident by telephone due 
to constant radio chatter. I established radio contact with the OPS 1 RTC and advised them of 
the incident at approximately 20:35 hours. I informed them that the train was out of service due 
to doors opening off of the platform. I requested foul time and permission to perform a ground 
walkaround inspection. At approximately 20:45 hours, I completed my ground walkaround and 
observed no one on the roadway. I transported the incident train to Shady Grove Rail Yard and 
was relieved. The RVO was escorted by a Shady Grove Rail Supervisor for post-incident testing.  
 
When I interviewed the RVO, they stated that they used ADO Train Berth, and due to the 
scaffolding on the platform, they were confused about the location of the 8-car mark. 
 
The RVO also stated that this was their first time at Silver Spring Station and that they had been 
an operator for five (5) months. They believed the train was properly berthed.  
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Adopted from RTRA Division Management report with minor formatting and grammatical edits: 
 
At approximately 17:54 hours, Train ID 134 RVO on track 2 at Silver Spring Station, stopped short 
of the 6-car marker and opened the doors of the trains with two and a half (2.5) cars outside of 
the platform limits. After servicing the station the RVO continued in service without reporting the 
incident to the MICC or performing a ground walk-around inspection. This incident was brought 
to light during the in-person interview with the RVO. There were no reported damages to any 
equipment, injuries or, customers reported on the roadway.  
 
At approximately 20:32 hours, the same RVO was operating as Train ID 140 on track 2 at Silver 
Spring Station. The RVO once again stopped short of the 6-car marker and opened the doors of 
the train with two and a half (2.5) cars outside of the platform limits.  
 
After servicing the station, they closed the train doors and proceeded to properly berth at the 8-
car marker. An RTRA Supervisor who was assigned to Silver Spring Station came out of the 
terminal after witnessing the incident and flagged the operator to stop the train. The operator 
stopped at the 8-car marker and was questioned by the supervisor as to what happened. The 
supervisor notified the MICC of the incident and followed all instructions and procedures. There 
were no reported damages to any equipment, injuries, or customers observed on the roadway. 
The RVO was removed from service and transported for post-incident testing. 
 
Interview Findings and Written Statements 
As part of the investigation launched into the event, SAFE interviewed two (2) 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 ID 140 RVO’s Written Statement  
 
The RVO stated they “Arrived at Silver Spring Station around 8:30pm. I stopped the train just 
before going under the scaffold. I serviced the platform I hit the train berthed button. I can’t 
remember if it opened or not. The supervisor told me to pull the train up to the 8-car marker. He 
then informed me to put the train out of service.”  
 
RVO’s Interview Findings 

• The RVO was hired in October 2023. 
• The RVO’s commute to and from work is 1.5 hours each way 
• They were certified as a Rail Vehicle Operator in April 2024. 
• This was the RVO’s first day operating through Silver Spring Station. 
• The RVO was issued a copy of the ROPN 
• The RVO suggested a photograph on the ROPN to identify the location of the 8-car marker 

due to the scaffolding on the platform at Silver Spring Station. 
 
Rail Supervisor’s Interview Findings 

• Was performing overtime at Silver Spring Station to assist RVOs in properly berthing their 
trains at Silver Spring Station due to construction scaffolding on the platform. 

• Stated they were on a meal break, looking at RPM when they observed Train ID 140 stop 
short, then move the train once again. 

• They exited the blockhouse and signaled for the RVO to stop their train. 
• They asked the RVO if they had serviced the station and the length of their consist. 
• Performed a ground walkaround inspection and found no persons fouling the roadway. 
• Took over operations of the train, transporting the train in non-revenue service to Shady 

Grove Rail Yard. 
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• Stated that they spoke to all of the operators two (2) to three (3) times, informing them to 
stop at the 8-car marker before pressing the Train Berth button. 

• When asked if they recalled seeing the RVO on their previous trip when they stopped 
short, the Rail Supervisor stated they did not. 

 
Weather 
 
On September 1, 2024, at the time of the incident, NOAA recorded the temperature as 79.7°F, 
with clear skies, winds of four (4) mph, and 73.65% humidity. [Silver Spring, MD].  Weather was 
not a contributing factor in this incident (Weather source: NOAA) – Location: [Silver Spring, MD]. 
 
Related Rules and Procedures 
 
SOP 40 – Procedure for Platform Berthing, Station Servicing and Overruns, dated August 
15, 2023 
 
6.2 Door Opening Procedures 
 
6.2.1 When train is operating in Mode 1 and the Door Mode Selector is in the Auto/Manual 

position:  
 
6.2.1.1 The doors should automatically open when the train arrives and is properly berthed at the 

station. 
6.2.2.2 Properly berth the train on the platform. 
 
6.2.3 When the Door Mode Selector is in the Manual/Manual position, the Rail Vehicle Operator 

shall:  
 
6.2.3.1 Use extreme caution before depressing the Open Doors pushbutton;  
 
6.2.3.2 Ensure the train is properly berthed on the platform;  
 
6.2.3.3 Verify the platform side of the train by placing their head out of the cab window and first 

look and identify the platform;  
 
6.2.3.4 Look at the doors on the platform side of the train to observe any activity in front of the 

doors, with hands to their side for five (5) seconds;  
 
6.2.3.5 Depress the Open Doors pushbutton on the platform side of the train;  
 
6.2.3.6 (Additional step only for 7000 Series Fleet) Depress the console ‘Ok’ pushbutton on the 

Aspect Display Unit;  
 
6.2.3.7 (Additional step only for 7000 Series Fleet) Depress the ‘Open Doors’ pushbutton on the 

platform side of the train.  
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6.3 Station Stop Misalignment Procedures 
 
6.3.1 When a train is approaching the station and stops short, the Rail Vehicle Operator shall 

adjust the train’s position in Mode 2 Level 1 to align it with the platform at the eight (8)-car 
marker position.  

 
6.3.1.1 The Rail Vehicle Operator shall:  
 
6.3.1.1.1 Activate the ATO STOP pushbutton if train is operated in Mode 1;  
 
6.3.1.1.2 Contact RTC for permission to change operating mode from Mode 1 to Mode 2 Level 1;  
 
6.3.1.1.3 Make sure vehicles are at a complete stop prior to changing operating modes;  
 
6.3.1.1.4 Announce over public address (PA) system, “Your attention please, this train will move 

forward”;  
 
6.3.1.1.5 Sound the horn;  
 
6.3.1.1.6 Properly berth train at the eight (8)-car marker position;  
 
6.3.1.1.7 Depending on the Door Selector Mode position, follow the appropriate door opening 

procedures outlined in 6.2 of this SOP;  
 
6.3.1.1.8 If in Mode 1, contact RTC to report a Station Stop Misalignment so it can be monitored 

for recurrence.  
 
Metrorail Operating Rulebook, dated September 1, 2023 
 
5.5 Hand Signals 
 
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. 

 
5.5.7 Hand signal names, indications, and aspects are: 
 



Incident Date:  09/01/2024         Time: 20:30 hours Page 25 
Final Report – Improper Door Operation Rev. 1  
E24690 
 

Drafted By:      SAFE 708 – 09/20/2024 
Reviewed By:  SAFE 707 – 11/01/2024 
Approved By:  SAFE 707 – 11/01/2024 

 
 
18.1 General Safety Rules 
 
18.1.7  Wearing backpacks, bags, or equipment with back and/or over the shoulder straps when 

the potential to foul tracks is present is prohibited. This equipment shall be hand carried 
and not worn while traversing in, on, and around tracks. 

 
Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
Safety evaluated incident data for fatigue risk factors. No signs or symptoms of fatigue were 
detected from the available data. The video of the incident was reviewed for signs of Train ID 140 
RVO's fatigue. No signs or symptoms of fatigue were evident from the video. The employee 
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   
 
Safety 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 employee 
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reported some variation in the sleep schedule in the days leading up to the incident. The employee 
worked PM shifts in the days leading up to the incident. The employee was awake for 7 hours at 
the time of the incident. The employee reported 9.5 hours of sleep in the 24 hours preceding the 
incident. The off-duty period was 13.91 hours, which provides an opportunity for 7-9 hours of 
sleep. This was more than the employee's usual workday sleep durations. The employee reported 
no issues with sleep. The employee worked PM shifts in the days leading up to the incident.  
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the RVO complied with the Drug 
and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 
 

• A ROPN was distributed to all rail personnel regarding proper train berthing at Silver 
Spring Station due to support scaffolding on the platform. 

• The RVO stopped short and opened their platform side doors on Track 2 of Silver Spring 
Station, with 2.5 cars off the platform at 17:53 hours and 20:30 hours. 

• The RVO did not notify the MICC and request permission to use Manual Door Operation 
at Silver Spring Station 

• The Rail Supervisor used the incorrect hand signal when they instructed the RVO to stop 
the train. 

• After waving down the RVO, the Rail Supervisor instructed them to move the train to the 
8-car marker. 

• The Rail Supervisor entered the roadway wearing a backpack underneath their Safety 
Vest. 

• This was the RVO’s first day servicing Silver Spring Station. 
• The Rail Supervisor was not at the 8-car marker during the RVO’s first trip to Silver Spring 

Station. 
• The Rail Supervisor stated they were on a meal break when they observed the RVO on 

their second trip at Silver Spring Station. 
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Immediate Mitigation to Prevent Recurrence 
 

• The RVO was removed from revenue service and sent for post-incident testing. 
• The RVO was sent for Fitness for Duty Testing after showing signs of fatigue while being 

escorted for post-incident testing. 
• The RVO passed the Fitness for Duty Testing 
• Train ID 140 was removed from service for further investigation. 
• The Rail Supervisor operated nonrevenue Train ID 740 to Shady Grove Rail Yard. 

 
Probable Cause Statement 
 
The probable cause of both improper door operation incidents at the Silver Spring Station on 
September 1, 2024, was an obstructed line of sight to the 8-car marker blocked by scaffolding on 
the platform. 
 
Contributing to this incident was the RVO’s unfamiliarity with the station. The RVO was certified 
as a Rail Vehicle Operator on April 4, 2024, and was assigned to the Red Line during the work 
selection pick on June 1, 2024. September 1, 2024, was the RVO's first day operating at Silver 
Spring Station due to an extended rail service shutdown of Silver Spring, Forest Glen, Wheaton, 
and Glenmont Stations.   
 
Recommended Corrective Actions 
 

Corrective Action 
Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
119502MX_SAFE
CAPS_RTRA_001 

The RVO will attend refresher training with the Rail 
Operations Quality Training (ROQT) department. 
(RC-1, CF-1)  

RTRA SRC 
 

Completed 
 

119502MX_SAFE
CAPS_RTRA_002 

(Red Line) Re-issue RTRA-603-117-00 September 
1st Reopening of the Silver Spring, Forest Glen, 
Wheaton, & Glenmont Stations Following the 
Summer Shutdown. 
 

RTRA SRC 
 

Completed 
 

119502MX_SAFE
CAPS_RTRA_003 

Post Communication signage at the beginning of 
the scaffolding to alert RVO’s to continue to the 8-
car marker. 
 

RTRA SRC 
 

Completed 
 

119502MX_SAFE
CAPS_RTRA_004 

Rail Supervisors assigned to Silver Spring Station 
to monitor trains entering the station.  
 

RTRA SRC 
 

Completed 
 

119502MX_SAFE
CAPS_RTRA_005 

West Falls Church Assistant Superintendent to 
discuss proper hand signals and entering the 
roadway with a backpack during their next Safety 
Meeting. 
 

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 ID 140 Rail Vehicle Operator (RVO) 
 
The Rail Vehicle Operator is a WMATA employee with 10 months of service and five (5) total 
months of experience as an RVO. The RVO holds a Roadway Worker Protection (RWP) Level 2 
certification that expires in October 2024. Prior to the interview, the RVO responded to Safety 
fatigue assessment questions.  
 
During the formal interview, the RVO described their daily job functions and was asked about any 
training challenges in becoming a RVO. They stated some challenges they faced were learning 
to read schedules and manifest correctly. The RVO noted that on the day of the event, they 
received a copy of the employee notice attached to their manifest instructing operators to pull to 
the 8-car marker at Silver Spring Station. When they arrived at Silver Spring Station, they could 
not see where the 8-car marker was located due to the scaffolding support beams on the platform. 
They stopped the train before the scaffolding and serviced the station because they were unsure 
if they were supposed to go to the area due to the caution markings on the support beams.  
 
The RVO explained how ADO functions. They stated that they pressed and held the Train Berth 
button; however, they were unaware that the consist doors opened automatically. The RVO noted 
that in the absence of ADO, they are supposed to contact the MICC and obtain permission to 
manually open the doors. The RVO described Manual Door Operations where the Door Open 
Pushbutton must be pressed, then the OK button on the console must be pressed afterward, and 
finally, the Door Open Pushbutton must be pressed once more. The RVO did not recall opening 
the doors using Manual Mode.  
 
When asked, the RVO explained that they had made a second trip on track 2 towards Shady 
Grove Station and again stopped and serviced Silver Spring Station before the scaffolding. As 
they were exiting the station, a Rail Supervisor waved them down and informed them that they 
had stopped short and needed to readjust their train to the 8-car marker. They moved the train to 
the 8-car marker and were instructed to make good announcements and take the train out of 
service.  
 
When asked if they noticed the 8-car marker as they exited the station on their first trip towards 
Shady Grove Station, they stated that they did not because they were concentrated on the rail 
and signals ahead. The RVO stated Silver Spring Station is on a curved track. The RVO stated 
they did not observe any 6-car marker at Silver Spring Station.  
 
Rail Supervisor  
 
The Rail Supervisor is a WMATA employee with 18 years of service and 7 total years of 
experience as a Rail Supervisor. The Rail Supervisor holds a Roadway Worker Protection (RWP) 
Level 2 certification that expires in August 2025. Before the interview, the Rail Supervisor 
responded to a series of Safety fatigue assessment questions.  
 
During the formal interview, the Rail Supervisor described their day-to-day functions as a Terminal 
Supervisor and stated that on the day of the event, they were working overtime at Silver Spring 
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Station to assist RVOs to properly berth their trains due to the ongoing construction on the 
platform. The Rail Supervisor instructed the RVOs to press the Train Berth button only when they 
reached the 8-car marker to prevent the train’s BEC from misaligning the train doors with the 
scaffolding support beams. The Rail Supervisor stated that he spoke to all of the RVOs two (2) to 
three (3) times, instructing them where to stop the train. The Rail Supervisor stated they were on 
their break and looking at their Rail Performance Monitor (RPM) when they stepped out of the 
blockhouse and observed the train stopped mid-platform on Track 2. The train began to move 
towards them, and they gave the hand signal for the train to stop. They asked the RVO if they 
had serviced the station, and they replied, “Yes.” They then asked the RVO how many cars were 
in their consist, and they stated eight (8) cars. The Rail Supervisor then instructed the RVO to 
hold their location and place the train out of service due to doors being opened off the platform.  
 
The Rail Supervisor stated they could not reach the MICC via the radio due to radio congestion. 
They then notified the MICC Assistant Superintendent of the incident via telephone.  
When asked if they recalled seeing the RVO on their previous trip when they stopped short, the 
Rail Supervisor stated they did not.   
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Appendix B – RTRA Managerial Investigation Report 
 

 
Figure 14 - RTRA Managerial Investigation Report, page 1 of 3. 
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Figure 15 - RTRA Managerial Investigation Report, page 2 of 3. 
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Figure 16 - RTRA Managerial Investigation Report, page 3 of 3. 
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Appendix C – Rail Operations Personnel Notice: Red Line Reopening 
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Appendix D – Photographs 
 

 
Figure 17 - Depicts signage at Silver Spring Station scaffolding instructing RVO's to continue to the end of the platform. 
 
 
  



Incident Date:  09/01/2024         Time: 20:30 hours Page 35 
Final Report – Improper Door Operation Rev. 1  
E24690 
 

Drafted By:      SAFE 708 – 09/20/2024 
Reviewed By:  SAFE 707 – 11/01/2024 
Approved By:  SAFE 707 – 11/01/2024 

Appendix E – Train ID 140 RVO’s Certification 
 

 
Figure 18 – Train ID 140 RVO’s Certification, page 1 of 2. 
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Figure 19 - Train ID 140 RVO’s Certification, page 2 of 2. 
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Appendix F – Train ID 140 RVO’s Automatic Door Operation Certification 
 

 
Figure 20 - Train ID 140 RVO’s Automatic Door Operations Certification. 
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Appendix G – Train ID 140 RVO’s Manifest 
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Appendix H – MICC Rail Approved Incident Report 
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Appendix I – 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 E24693 

 
Date of Event: September 3, 2024 
Type of Event: O-15(a): Improper Door Operation 
Incident Time: 16:20 hours 
Location: Braddock Road Station, Track 2 
Time and How received by SAFE: 17:19 hours – Safety Information Official (SIO) 
WMSC Notification Time: 18:08 hours 
Responding Safety Officers:  None 
Rail Vehicle: Train ID 332 

(L6132-6233x6173-6172x6011-6010T) 
Injuries: None 
Damage: None 
Emergency Responders: None 
SMS I/A Incident Number: 20240819#119168MX 
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Braddock Road Station – Improper Door Operation     
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 
ARS  Audio Recording System 
CCTV  Closed-Circuit Television 
CM  Chain Marker 
CMOR  Office of Chief Mechanical Officer  
COSI  Office of Communications and Signaling 
IIT  Incident Investigation Team 
MICC  Metro Integrated Command and Communications Center 
MOR  Metrorail Operating Rulebook 
NOAA  National Oceanic and Atmospheric Administration 
RTC  Rail Traffic Controller 
RTRA  Office of Rail Transportation 
RVO  Rail Vehicle Operator 
RWP  Roadway Worker Protection 
SAFE  Department of Safety  
SEI  Signaling Engineering Investigation 
SIO  Safety Information Officer 
SOP  Standard Operating Procedure 
SPOTS  System Performance On-time Summary 
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 Tuesday, September 3, 2024, at 16:33 hours, a photograph was posted to social media 
website “X,” formerly known as “Twitter,” showing a train at Braddock Road Station with the doors 
opened on the non platform side. This prompted personnel to verify the validity of the photograph. 
At 16:20 hours, Train ID 332, a six-car Yellow line consist (L6132-6233x6173-6172x6011-6010T), 
experienced an improper door operation when the non-platform side doors were opened. This 
was confirmed by a review of closed-circuit television (CCTV) camera at Braddock Road Station. 
The CCTV footage showed the door indicator lights illuminated meaning doors opened but the 
platform side doors were closed.  
 
The review of CCTV indicated that at 16:20 hours, Train ID 332 came to a complete stop 13 feet 
before the 8-car marker at Braddock Station, and the train doors were manually opened on the 
non-platform side. The Rail Vehicle Operator (RVO) then opened the platform side doors for 14 
seconds, servicing the station, and then closed the platform side doors. At 16:21 hours, the RVO 
closed the non-platform side doors. The non-platform side doors were open for 45 seconds.  
 
The RVO did not report the Improper Door Operation and continued to Huntington Station. Upon 
arriving at Huntington Station, the RVO contacted the Metro Integrated Command and 
Communications Center (MICC) and reported that the train was experiencing door issues. The 
Radio Rail Traffic Controller (RTC) instructed a Rail Supervisor to board the train. The Rail 
Supervisor advised that they observed no issues with the train doors.  
 
The RVO was removed from service for post-incident testing. The train was removed from service 
for post-incident inspection.  
 
The probable cause of the Improper Door Operation event on September 3, 2024, at Braddock 
Road Station, was the RVO’s failure to adhere to established procedures for proper platform 
berthing and station servicing.  
 
Incident Site 
 
Braddock Road Station is an outdoor, center platform station with its platform limits at Chain 
Marker (CM) 529+30 – 523+30. Braddock Road Station has ballasted track and an interlocking 
on the inbound 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 Door Operation event on September 3, 2024, the 
Department of Safety (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 an 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: 

• RVO 
 

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

• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA) 
• RVO Incident Report 
• RVO 30-Day Work History  
• RVO Certification  
• RTRA Managerial Incident Investigation Report  
• RTRA Supervisor’s Written Statement  

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback 
• Closed-Circuit Television 
• Vehicle Monitoring and Diagnostic System (VMDS)/Event Record (ER) 

  
Investigation 
 
On Tuesday, September 3, 2024, a photograph was posted to the website “X,” formerly known 
as “Twitter,” showing a train at Braddock Road Station with the non-platform side doors open. A 
review of the CCTV at Braddock Road Station verified that at 16:20 hours, Train ID 332, a six-car 
Yellow line consist (L6132-6233x6173-6172x6011-6010T) experienced an improper door 
operation. The door indicator lights illuminated, meaning doors were opened, but the platform 
side doors were still closed.  
 
The train stopped 13 feet before the 8-car marker at Braddock Station and doors were manually 
opened the non-platform side. The non-platform side doors were open for 45 seconds. During 
that time, the RVO manually opened the platform side doors for 14 seconds, servicing the station. 
The RVO then closed the platform side doors. At 16:21 hours, the RVO closed the non-platform 
side doors. At 16:22 hours, Train ID 332 departed Braddock Road Station.  
 
Upon arrival at Huntington Station, the RVO contacted the MICC Button RTC via their personal 
cellphone and informed the Button RTC that the train doors were “popping” open uncommanded. 
 
At 16:32 hours, the Button RTC contacted an Office of Rail Transportation (RTRA) Terminal 
Supervisor regarding the RVO’s report of door problems with the train. The Terminal Supervisor 
advised the Button RTC that there were no door issues with the train and that another RVO was 
currently operating the train.  
 
At 16:33 hours, the Button RTC contacted the Terminal Supervisor again to identify the RVO's 
name. At 16:59 hours, the RVO was off duty as scheduled. 
 
On Wednesday, September 4, 2024, at 06:09 hours, the RVO reported for duty. The RVO was 
escorted for post-incident testing 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 RVO was removed from service for post-incident testing. 
 
The CMOR/IIT determined that based on the results of the Vehicle Monitoring and Diagnostic 
System (VMDS) data, no fault was observed with the pushbutton or the auto door open signals 
that resulted in the doors opening uncommanded. The door opened opposite the platform side as 
commanded. The door pushbuttons were subsequently exercised multiple times with no indication 
of sticking or binding. 
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Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
 
Time Description 
16:20:21 hours Train ID 332 (L6132) was observed entering the platform limits at Braddock 

Road Station, Track 2. [CCTV] 
16:20:43 hours Train ID 332 open door indicator lights illuminated; the left-side doors 

(platform side) closed. [CCTV] 
16:20:44 hours Manual door operation command started. [TWC] 
16:20:48 hours Right side doors (non-platform side) open. [TWC] 
16:20:55 hours Left side doors (platform side) open. The open door indicator lights remain 

illuminated. [CCTV] 
16:21:09 hours Left side doors (platform side) closed. The open door indicator lights remain 

illuminated. [CCTV] 
16:21:13 hours Open door indicator lights continue illuminated. [CCTV] 
16:21:35 hours Open door lights were turned off. [CCTV] 
16:21:36 hours Manual door operation command ended. All doors are closed. [TWC] 
16:22:53 hours Train ID 332 (6010T) observed, departing the platform limits. [CCTV] 
16:30:49 hours RVO: Contacted the MICC and informed the Button RTC that the train doors 

were popping open. [YL/GRN Phone] 
16:32:01 hours Button RTC: Contacted Huntington Terminal Supervisor about a report of 

door problems with the train at Huntington Station by an unidentified RVO.  
Terminal Supervisor: Advised Button RTC that there were no reports of any 
door issues and that the train was in operation. [YL/GRN Phone] 

16:33:37 hours Button RTC: Contacted the Terminal Supervisor to identify the name of the 
RVO. The Button RTC had the RVO’s phone number and were unsure of the 
exact name of the RVO. [YL/GRN phone] 

17:15:24 hours  AOM: Advised Rail 1 that the MOC desk was notified of an improper door 
operation at Braddock Road Station. [Phone]  

17:16:57 hours  Rail 1: Contacted the MOC desk to inquire how they were notified and they 
responded it was a message on Twitter. [Phone]  

17:19:45 hours  Rail 1: Contacted the SIO to inform them that they were notified of an 
improper door operation and they were investigating it. [Phone]  

Note: Times above may vary from other systems’ timelines based on clock settings. 
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Office of Communications and Signaling/Signal Engineering Investigation (COSI/SEI)  
 
According to the COSI/SEI report, based on the Train to the Wayside Communication (TWC) and 
Occupancy Data, Train ID 332 doors were opened manually on the right, non-platform side, for 
approximately 10 seconds before train doors state changed, closing the right side doors and then 
opening the left side doors (platform side).  
 

 
Figure 1 – TWC and Occupancy Data indicating Train ID 332 
 
Office of the Chief Mechanical Officer, Incident Investigation Team (CMOR/IIT) 
 
The CMOR/IIT determined that based on the results of VMDS and ER data, there was no fault 
observed with the pushbutton nor the auto door open signals that resulted in the doors opening 
un-commanded. The door opened opposite of the platform side as commanded. The door 
pushbuttons were subsequently exercised multiple times with no indication of sticking or binding. 
 

Time Description of Events 

16:19:02 Train ID332 entered into Braddock Rd. Station, Track #2 at a speed of 31 MPH, 
with the master Controller in the B4 Braking position.  

16:19:24 Train came to a complete stop 13 ft. before the 8-Car marker. 

16:19:35 
The Right Door Open pushbutton was depressed and Right Door Open 
trainlines energized, opening Right side passenger Doors opposite of the 
platform side. 

16:19:46 The Left Door Open Pushbutton was activated and the Left Door Open 
Trainlines energized, opening Left side passenger doors on the platform side. 

16:19:55 The Left Door Close Pushbutton was activated and the Left Door Close 
Trainlines energized, closing Left side passenger doors.  

16:20:20 The Right Door Close pushbutton was depressed and Right Door Close 
trainlines energized, closing Right side passenger Doors. 

 16:20:28 DCKR signal goes HIGH, indicating All Doors fully closed and Locked.  

16:22:58 The Master Controller was placed in a P5 Power position and the train began 
to move in the direction of King Street.  

Image 1: Train ID 332 VMDS Sequence of Events. 
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Image 2: Train ID 332 ER data 
 
Office of Rail Transportation 
Adopted from RTRA Preliminary Managerial Incident Investigation Report  
 
The RVO started their employment with WMATA on January 10, 2011, operating as an RVO on 
January 29, 2023. The RVO was last certified on May 16, 2024. The RVO worked a total of 44 
hours within the last seven (7) days and no overtime within the past 2 weeks.  
 
The RVO was not transported for post-incident testing on the day of the incident due to RVO not 
notifying MICC until off duty time. The RVO was transported for post-incident testing when they 
returned to work the following day.  
 
The RVO had two safety violations in the past 24 months. The RVO was issued a 10-day 
suspension for opening doors outside of platform limits on July 12, 2023. The RVO was issued a 
level 2 and four points for excessive speed between Van Dorn Street and King Street Stations on 
May 16, 2024. 
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Interview Findings and Written Statements 
As part of the investigation launched into the event, SAFE interviewed the RVO. In addition, SAFE reviewed 
a supervisor’s written statement and the RVO’s written statement. The statements identified the following 
key findings associated with this event. Findings detailed below include reported information from involved 
personnel and may conflict with other data sources contained in the report. 
 
RVO: 
 

• The RVO stated that just before the incident, they were “fighting sleep.”  
• The RVO stated that they experienced the following symptoms leading up to the incident: 

Yawning, difficulty keeping eyes open, feeling sleepy waves of sleepiness, falling asleep, 
feeling sluggish, and difficulty concentrating. 

• The RVO stated they manually opened the doors because the trains normally had berth 
problems at L’Enfant Plaza and Gallery Place Station.  

• The RVO also manually opened doors at Eisenhower and Ronald Reagan Washington 
National Airport Stations. 

• The RVO stated that Central advised them that they did not have to ask for permission to 
open the doors manually. 

• The RVO said they called the MICC at the end of the line because they experienced radio 
communications issues.  

• The RVO responded to a question about whether they experienced any distraction or 
mental lapses at the time of the event. The RVO stated that the trip that included the event 
was “probably the worst” with “dozing.”  

• The RVO did not contact anyone to take over the train operations because it was a “short 
trip.” 

• The RVO was asked about the event at Braddock Road Station. The RVO stated that they 
thought they “did things normally” and that they found out what happened this morning 
[the next day] regarding the Improper Door Operation. 

• The RVO was asked if it could have been possible that the RVO was in autopilot to press 
the door button. The RVO replied that was possible, but they did not remember. 

• The RVO stated that someone knocked on the door and told them the right doors were 
open (written statement). 

 
Rail Supervisor (written statement): 
 

• The supervisor stated a CMNT employee reported on Twitter that a train opened the doors 
on the opposite side of the platform. 

• The supervisor stated the operator serviced the station and continued without reporting 
this incident to the MICC and no ground walkaround was conducted. 

• The supervisor stated the operator subsequently reported to the MICC at Huntington 
Station that they had door problems at several stations. 
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Rail Terminal Supervisor (written statement) 
 

• The Terminal Supervisor received a call from the MICC that the RVO who was operating 
Train ID 332, track 1, called the MICC and stated the train was having door problems. 

• The RVO’s work shift ended when they arrived at Huntington Station. 
• The RVO did not report the improper door operation to the Terminal Supervisor at 

Huntington Station.  
 

Weather 
 
On September 3, 2024, NOAA recorded the average temperature as 69°F, average wind speed 
at 11.8 mph, and relative humidity 44 percent average. The weather was not a contributing factor 
in this incident (Weather source: NOAA) – Location: Washington, DC. 
 
Related Rules and Procedures 
 
The Metrorail Operating Rulebook (MOR), in part, states the following: 
 
1.1 Guiding Safety Principles 
 

 
 
8.18 Door Operation 
 

 
 
  



Incident Date: 09/03/2024  Time: 16:20 hours Page 12 
Final Report – Improper Door Operation Rev. 1 
E24693 
 

Drafted By:      SAFE 711 – 10/20/2024 
Reviewed By:  SAFE 703 – 10/25/204 
Approved By:  SAFE 707 – 11/12/2024 

Standard Operating Procedure (SOP) 40, Procedure for Platform Berthing, Station Servicing and 
Overruns, in part, states the following: 
 
6.2 Door Opening Procedures 
 

 
 
6.3 Station Stop Misalignment Procedures 
 

 
 
Human Factors 
 
Evidence of Fatigue:    
 
Conditions at the time of the incident were evaluated to distinguish whether evidence of fatigue 
was present. Video of the incident was not available to ascertain whether signs of fatigue were 
present. The RVO reported they were fighting sleep at the time of the incident and experienced 
the following symptoms of fatigue in the time leading up to the incident: Difficulty concentrating, 
feeling sluggish, yawning, feeling sleepy, waves of sleepiness, difficulty keeping eyes open, and 
falling asleep.  
  
Fatigue Risk:  
 
Incident data was evaluated for fatigue risk factors. Risk factors for fatigue were identified. The 
incident time of day (16:20 hours) does not suggest an increased risk of fatigue-related 
impairment. The RVO worked day shifts in the days preceding the incident. The RVO reported a 
total of 4 hours of sleep in the last sleep period preceding the incident and was awake for 11 
hours at the time of the incident. Although the RVO was off-duty in the two (2) days preceding the 
incident, they reported personal circumstances that affected opportunity for sufficient sleep. The 
RVO reported usual workday sleep durations of 6.5 hours and recent issues with sleep, 
specifically falling asleep.  
  
A biomathematical fatigue modelling application (SAFTE-FAST WebSFC) was used to further 
evaluate fatigue risk factors that may have been present in the RVO’s schedule. The analysis was 
based on the RVO’s work schedule, reported sleep from the day before the incident, and reported 
habitual sleep durations. Estimated performance effectiveness at the time of the incident was 
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88.4%. Specifically, the analysis identified short sleep duration in the last 24 hours as a factor 
contributing to an increased risk of fatigue at the time of the incident.  
  

 
Modeling analysis output shows estimated performance effectiveness during the incident work shift and for the week 
leading up to the work shift, based on the employee work and reported sleep schedule. Estimates were based on the 
RVO’s work schedule, reported sleep from the day preceding the incident, and reported habitual sleep durations (6.5 
hours a day). Bold portions of the modeled curve show work (in black) and sleep times (in blue). Effectiveness is shown 
on the vertical axis, with colored fields in the chart background signifying ranges of effectiveness scores including high 
effectiveness (>90%) in green, and low effectiveness (<65%) in red. Time is shown on the horizontal axis. Markers for 
work and sleep times are shown in the lanes above the time of day on the horizontal axis.  
 
Post-Incident Toxicology Testing 
 
The RVO did not complete a post-incident test on the day of the incident because when it was 
verified that an improper door operation occurred, the RVO had already completed their work shift 
for the day. When the RVO reported for duty the following day, they were transported for post-
incident testing. The alcohol testing was not conducted because the timeframe had passed but 
complied with the drug test as required. 
 
Findings 
 

• A photograph was posted to the website “X” showing the non-platform side doors opened 
at Braddock Road Station.  

• The RVO reported fighting sleep at the time of the incident.  
• The RVO reported symptoms of fatigue, including difficulty concentrating, feeling sluggish, 

falling asleep, waves of sleepiness, feeling sleepy, difficulty keeping eyes open, and 
yawning. 

• The biomathematical fatigue analysis identified short sleep duration in the last 24 hours 
as a factor contributing to an increased risk of fatigue at the time of the incident.  

• Train ID 332 came to a complete stop 13 feet before the 8-car marker at Braddock Road 
Station. 

• The RVO manually opened and closed the non-platform side doors for approximately 45 
seconds.  

• The RVO opened the doors manually without the MICC’s permission.  
• The RVO serviced Braddock Road Station, manually opening and closing the platform 

side doors for approximately 14 seconds. 
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• The RVO stated that someone knocked on their door and told them the right doors were 
open. 

• The RVO did not report the event at Braddock Road Station to the MICC. 
• The RVO arrived at Huntington Station and phoned the MICC regarding the door problems 

experienced at several stations. 
 
Immediate Mitigation to Prevent Recurrence 
 

• Upon RVO’s return to duty, 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 RVO was removed from service for post-incident testing. 

• The incident train was removed from service for post-incident inspection. 
  
Probable Cause Statement 
 
The probable cause of the Improper Door Operation event on September 3, 2024, at Braddock 
Road Station, was the RVO’s failure to adhere to established procedures for proper platform 
berthing and station servicing.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
119168MX_
SAFECAPS_
RTRA_001 

Refresher training for RVO of the applicable rules 
and procedures.     
 

RTRA Completed 
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Appendices 
 
Appendix A – Interview Summary  
The below narrative summarizes the incident and represent the statements made by the involved individual. As such, 
times and details may present a conflict with the data contained in systems of record.   
 
The RVO worked as an RVO for 18 months and is currently assigned to Alexandria Division. The 
RVO worked for WMATA for 13.5 years, previously as a Bus Operator. The RVO was certified 
Level 2 RWP, expiring in August 2025. The RVO was certified as an operator in February 2023. 
The RVO completed the post-incident testing. 
 
The RVO responded to fatigue-related questions. The RVO stated that just before the incident, 
they were “fighting sleep.” The RVO stated that they experienced all the symptoms asked, leading 
up to the incident: yawning, difficulty keeping eyes open, feeling sleepy waves of sleepiness, 
falling asleep, feeling sluggish, and difficulty concentrating. 
 
The RVO stated that the last bedtime before the incident was 12:30 a.m., and they did not take a 
nap. They woke up around 4:45 a.m. The RVO had the same work schedule, not switching 
between day and night. 
 
The RVO normally slept 6.5 hours. The RVO sometimes had trouble falling asleep. 
The RVO stated they experienced a personal “situation” that led to sleeping late the night before 
the incident. 
 
The RVO responded to a question about whether there was an option to be relieved without 
getting reprimanded for reporting their fatigue condition. The RVO stated there was an option for 
taking “personals.” There were a few times when personals were not allowed, but the RVO did 
not ask to take a personal. 
 
The RVO stated that certain trains did not berth at certain stations. They noted both 7k and legacy 
trains had similar rates of problems. In addition to stations on the list, every now and then, the 
RVO experienced problems at L’Enfant Plaza, Gallery Place, and the Archives. The RVO stated 
they manually berthed at Eisenhower and the airport. The RVO stated they were advised by 
Central that they did not have to ask for permission to open the door manually. The RVO stated 
the list was located at Huntington Block House. 
 
The RVO stated that they made a phone call at the end of the line because they experienced 
radio communications issues. They could not get through Central. Central did not respond to the 
RVO. The RVO recalled a customer emergency occurring at the time. The RVO tried contact via 
the radio at L’Enfant Station to report that they were experiencing problems with the berth button. 
The RVO explained that the berth button wasn’t working and that it was getting jammed and was 
loose. 
 
The RVO responded to a question whether they experienced any distraction or mental lapses at 
the time of the event. The RVO stated that the trip that included the event was “probably the worst” 
with “dozing.” The RVO did not contact anyone to take over the rail operation because it was a 
“short trip.” 
 
The RVO were asked about the event at Braddock Road Station. The RVO stated that they 
thought they “did things normally” and that they found out what happened this morning [the next 
day] regarding the Improper Door Operation. 
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The RVO was asked if it could have been possible that the RVO was an autopilot to press the 
door button. The RVO replied that was possible, but they did not remember. The RVO stated no 
one informed them of the event when they phoned Central at the end of the line.  
 
The RVO was asked about their previous instance of improper door operation. The RVO stated 
that at that time, they felt nervous due their supervisor rushing them and hit the wrong button. 
The RVO was asked and replied they called Central to report about the berth button issues. 
The RVO was asked generally if there were a policy or method to safely report their fatigue 
condition. The RVO stated that “they will hold it against you” for saying that they were fatigued 
and that they will send you to take a test. The RVO stated a lot of people would hold back on 
using that “F” word. 
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Appendix B – Certification 
 

 
 
Training Certification - Page 1 of 8 
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Appendix C – RTRA Preliminary Managerial Investigation Report 
 

 
 
 
 
RTRA Preliminary Managerial Investigation Report - Page 1 of 3 
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Appendix E – RVO Incident/Accident Report 

 
 
 
 
 
Appendix F – CCTV Digital Image 
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Appendix G – Why-Tree Analysis 
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Washington Metropolitan Area Transit Authority 

Department of Safety  
Office of Safety Investigations  

 
FINAL REPORT OF INVESTIGATION A&I E24749 

 
Date of Event: September 23, 2024 
Type of Event: O-15(a): Improper Door Operation 
Incident Time: 11:15 Hours 
Location: Innovation Center Station, Track 2 
Time and How received by Safety: 11:23 Hours 
Washington Metrorail Safety 
Commission (WMSC) Notification 
Time: 

12:01 Hours 

Responding Safety Officers:  WMATA:  None 
WMSC: None 
Other: None 

Rail Vehicle: Train ID 612 
(L7242-7243x7207-7206x7714-7715x737-7236T) 

Injuries: None 
Damage: None 
Emergency Responders: None 
Safety Management System 
Incidents/Accidents (SMS I/A) Incident 
Number: 

20240923#120066MX 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

AOM   Assistant Operations Manager  

ARS   Audio Recording System 

ATP  Automatic Train Protection    

CCTV  Closed-Circuit Television 

CM   Chain Marker  

CMOR   Office of the Chief Mechanical Officer  

ER   Event Recorder  

LCU   Logic Control Unit  

MICC  Metro Integrated Command and Communications Center  

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

OJT  On Job Training 

SAFE  Department of Safety  

SMS  Safety Measurement System 

RTC  Rail Traffic Controller  

RTRA  Office of Rail Transportation  

RVO  Rail Vehicle Operator   

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 Monday, September 23, 2024, at 11:14 hours, Train ID 612 (L7242-7243x7207-7206x7714-
7715x7237-7236T), a Silver line, eight-car consist, entered the platform limits of Innovation Center 
Station, track 2, and stopped two feet short of the 8-car marker. The Rail Vehicle Operator (RVO) 
pressed the train berth button but, the train doors did not open automatically. The RVO looked 
out from the cab window and noticed the platform side doors were not open. 
 
At 11:15 hours, the RVO advised the Radio Rail Traffic Controller (RTC) that the train was 
“properly berthed” and requested permission to open the doors manually. The RVO was granted 
permission. The RVO pressed the right-side Door Open button which opened the doors on the 
non-platform side. The RVO closed the doors, then looked out the cab window again, and noticed 
the platform side doors were not open.  
 
Closed-circuit television (CCTV) at Innovation Center Station confirmed that Train ID 612 
experienced an improper door operation. After reviewing CCTV, the train door indicator lights 
illuminated, indicating doors were opened, but the platform side doors were still closed.  
 
The RVO pressed the left-side Door Open button, which opened the doors on the platform side. 
At 11:16 hours, the RVO pressed the left-side Door Close button, which closed the platform side 
doors. 
 
At 11:20 hours, the RVO reported to the Radio RTC that the “wrong side” doors were opened. 
The RTC advised RVO to conduct a ground walkaround of the train. The RTC reported the event 
to the Assistant Operations Manager (AOM). At 11:39 hours, an Office of Rail Transportation 
(RTRA) Supervisor arrived at the station and took over operating the train at Innovation Center 
Station. The event occurred on the RVO’s first day operating the train alone after being certified 
as a RVO and completing On-the-Job (OJT) training. 
 
The probable cause of the Improper Door Operation event at Innovation Center Station on 
September 23, 2024, was the RVO’s loss of situational awareness.  
 
Incident Site 
 
Innovation Center Station is an outdoor, center platform station with its platform limits at Chain 
Marker (CM) 1301+53 – 1295+53. 
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Field Sketch/Schematics 
 

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

• Site Assessment through video and document review 
 

• Formal Interviews – Safety 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). Safety interviewed the following individual:  

• Rail Vehicle Operator – Train ID 612 
 

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

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

• Training Records  
• Certifications  
• 30-Day work history review  
• Metrorail Operating Rulebook (MOR) 
• National Oceanic and Atmospheric Administration (NOAA)  
• Metro Integrated Command and Communications (MICC) Incident Report 
• Maximo Data 
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• System Data Recording Review – Collection of information contained in Metro Data 
Recording Systems. This data includes: 

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

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

  
Investigation 
 
On Monday, September 23, 2024, at 11:14 hours, Train ID 612 (L7242-7243x7207-7206x7714-
7715x737-7236T), a Silver line, eight-car consist, entered the platform limits of Innovation Center 
Station, track 2, and made a complete stop approximately two feet short of the 8-car marker. The 
RVO was operating the train in automatic door operations (ADO). The RVO pressed the train 
berth button. The RVO looked out from the cab window and noticed the platform side doors were 
not open. 
 
At 11:15 hours, the RVO advised the Radio RTC that the train was “properly berthed” and 
requested permission to open the doors manually. The RVO was granted permission.  
 
The RVO pressed the right-side Door Open button which opened the doors on the non-platform 
side. The RVO pressed the right-side Door Close button, closing the doors. The RVO looked out 
from the cab window and noticed the platform side doors were still not open. The train door 
indicator lights were illuminated, meaning the doors were opened, but the platform side doors 
were still closed. After reviewing the CCTV at Innovation Center Station, it was verified that Train 
ID 612 experienced an improper door operation. 
 
At 11:15 hours, the RVO pressed the left-side Door Open button, which opened the platform side 
doors. At 11:16 hours, the RVO pressed the left-side Close button, which closed the platform side 
doors. 
 
At 11:20 hours, the RVO reported to the RTC that the “wrong side” doors were opened. The RTC 
instructed the RVO to offload the train and conduct a ground walkaround. The RTC reported the 
event to the appropriate personnel.  
 
At 11:27 hours, the RTC announced to all RVOs of single tracking between Innovation Center 
Station and Dulles International Airport. The RVO advised RTC that the train was clear of 
passengers. 
 
At 11:29 hours, the RVO completed the ground walkaround and advised the RTC of no concerns 
after the ground walkaround. The RTC advised RVO to standby for an RTRA Supervisor. 
 
At 11:39 hours, the RTRA Supervisor arrived at Innovation Center Station and took over operating 
the train. At 11:44 hours, the train was re-blocked as Train ID 712 and departed the station to 
Dulles Yard. 
 
At 11:47 hours, the Radio RTC announced that normal operation had resumed at Innovation 
Center Station. 
 
The RVO stated that it was their first day of operating the train alone after their OJT training. 
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Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
 

Time Description 
11:14:17 hours Train ID 612 (L7242) entered Innovation Center Station 2 feet short of the 

8-car maker on Track 2. 
11:14:30 hours Train ID 612 stopped at the Innovation Center Station. [CCTV] 
11:14:48 hours RVO looked out from the cab window and noticed the platform side doors 

were not open. [CCTV] 
11:15:02 hours RVO: Contacted the Radio RTC to inform them that they were properly 

berthed and requested to open the doors manually. 
RTC: Granted permission. [Radio, OPS 4] 

11:15:11 hours The red Door Open button (opposite side of the platform) was pressed on 
the right-side panel. [VMDS] 

11:15:20 hours The Door Open button was pressed on the console panel. [VMDS]  

11:15:21 hours The Door Close button was pressed on the right-side panel. [VMDS] 
11:15:25 hours Train opened door lights were illuminated. [CCTV] 
11:15:30 hours RVO looked out again and noticed the platform side doors still were not 

opened. [CCTV] 
11:15:33 hours The Door Open button was pressed on the platform side panel. [VMDS] 
11:15:35 hours The platform side doors were opened. [CCTV] 
11:16:15 hours The platform side doors were closed. [CCTV] 
11:16:24 hours RVO pressed the Close Door button on the right side panel and looked out 

from the cab window. [CCTV] 
11:20:23 hours RVO: Contacted the RTC, reporting that they “weren’t sure” but thought the 

“wrong side” doors were opened. 
RTC: Acknowledged and instructed the RVO to make announcements to 
the customers, offload the train, and conduct a ground walkaround. [Radio, 
OPS 4] 

11:21:07 hours MICC Operations Manager was advised of the preliminary report of Train 
ID 612, opening doors on the opposite side of the platform. [Phone, Rail 1] 

11:21:26 hours RTC: Confirmed with RVO that the Lead car number was 7242. [Radio, 
OPS 4] 

11:22:24 hours RTC: Asked RVO to confirm the non-platform side doors were opened. 
[Radio, OPS 4] 

11:23:08 hours MICC Operations Manager advised the Safety Information Official (SIO) 
and Division manager. [Phone, Rail 1] 

11:27:14 hours RVO: Advised passengers were offloaded. 
RTC: Advised all RVOs of single tracking at Innovation Center Station. 
[Radio, OPS 4] 

11:29:48 hours RVO: Completed the walkaround and had no other reportable event. 
[Radio, OPS 4] 

11:30:08 hours RTC: Advised RVO to wait for a supervisor. [Radio, OPS 4] 
11:35:30 hours RTC: Requested RTRA Supervisor advise them upon arrival at Innovation 

Center. [Radio, OPS 4] 
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Time Description 
11:39:43 hours RTRA Supervisor: Advised RTC of their presence at Innovation Center 

Station. 
RTC: Instructed the RTRA Supervisor to take over the train operations and 
head to the Dulles Yard with the RVO. [Radio, OPS 4] 

11:44:10 hours  Train ID 612 (712) [7236T] departed the station. 
11:47:41 hours Announced made to resume normal operation. [Radio, OPS 4] 
11:52:44 hours First train (Train ID 618) serviced Innovation Center Station, track 2, after 

resuming normal operation. [SPOTS] 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
Closed-Circuit Television (CCTV) 
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Office of Chief Mechanical Officer / Vehicle Monitoring and Diagnostic System (VMDS)  
Adopted from Office of Chief Mechanical Officer IIT report with minor formatting and grammatical edits: 
 
The CMOR/IIT determined that based on the review of Vehicle Monitoring and Diagnostic System 
(VMDS)/Logic Control Unit data (LCU) and Event Records (ER), the train operated as designed 
and found no defects that contributed to the event. Car 7242 was the Lead car. The train was in 
Manual with Automatic Train Protection (ATP). Both the right (opposite side of the platform) and 
left Open Door (the platform side) buttons were pressed after the train came to a stop.  
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Office of Rail Transportation  
Adopted from Office of Rail Transportation report: 
 
The RVO was employed as a Bus Operator on May 24, 2005, and certified as an RVO on August 
28, 2024. The RVO has no prior safety incident. The RVO worked a total of 33 hours within the 
last seven (7) days and no overtime within the past 2 weeks.  
 
Interview Findings and Written Statements 
As part of the investigation launched into the event, Safety interviewed one person. The interview identified the following 
key findings associated with this event. The findings detailed below include reported information from involved 
personnel and may conflict with other data sources contained in the report. 
 
RVO 

• The RVO stated that before the incident, they heard another RVO advise that the train 
doors did not open at Innovation Center Station.  

• The RVO was operating in auto-doors, but the doors did not open. 
• When the doors did not open, the RVO requested and received permission to open the 

doors manually. 
• The event occurred on the RVO’s first day operating the train alone after certifying as a 

RVO.   
• The RVO went to the right-side panel and hit the red button (Close Door) instead of the 

white button (Open Door).  
• The “off platform side” doors were opened. 
• The RVO then went to the left side panel and opened and closed the platform side doors. 
• The RVO experienced door problems for the first time. The RVO said they “panicked.” 
• After the incident, the RVO contacted Central and was advised to do a walk-around the 

train.  
• The RVO had no problems with their training. 

 
RTRA Rail Supervisor (written statement) 

• The RVO stated that the doors did not open on the platform side. 
• The RVO saw door signal lights, but the doors did not open. 
• The RVO pushed the right-side door indicator button and doors opened on the opposite 

side of the platform. 
 
Weather 
 
On September 23, 2024, NOAA recorded the average temperature as 66°F, average wind speed 
at 7.0 mph, and relative humidity at 86 percent average. The weather was not a contributing factor 
in this incident (Weather source: NOAA) – Location: Fairfax, VA. 
 
  



Incident Date: 09/23/2024 Time:  11:15 hours Page 14 
Final Report – Improper Door Operation Rev. 1 
E24749 
 
 
4132-4-05/00 Rail Investigation Final Report  

Drafted By:      SAFE 711 – 12/05/2024 
Reviewed By:  SAFE 703 – 12/05/2024 
Approved By:  SAFE 707 – 12/05/2024 

Related Rules and Procedures 
 
The Metrorail Operating Rulebook (MOR), in part, states the following: 
 
8.18 Door Operation 
 

 
 
Standard Operating Procedure (SOP) 40, Procedure for Platform Berthing, Station Servicing and 
Overruns, in part, states the following: 
 
6.2 Door Opening Procedures 
 

 
 
6.3 Station Stop Misalignment Procedures 
 

 
 
  



Incident Date: 09/23/2024 Time:  11:15 hours Page 15 
Final Report – Improper Door Operation Rev. 1 
E24749 
 
 
4132-4-05/00 Rail Investigation Final Report  

Drafted By:      SAFE 711 – 12/05/2024 
Reviewed By:  SAFE 703 – 12/05/2024 
Approved By:  SAFE 707 – 12/05/2024 

Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
We evaluated signs and symptoms of fatigue that may have been present at the time of the 
incident. No signs or symptoms of fatigue were detected from the available data. Video of the 
incident was reviewed for signs of RVO’s fatigue. No signs or symptoms of fatigue were evident 
from the video. The RVO reported feeling fully alert at the time of the incident. The RVO reported 
experiencing no symptoms of fatigue in the time leading up to the incident. 
 
Fatigue Risk   
We evaluated incident data for fatigue risk factors. No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. The RVO reported 
keeping a regular sleep schedule in the days leading up to the incident. The RVO worked the day 
shift in the days leading up to the incident. The RVO was awake for 9 hours at the time of the 
incident. The RVO reported 8.5 hours of sleep in the 24 hours preceding the incident. The off-
duty period was 63 hours which provides an opportunity for 7-9 hours of sleep. This was a 
comparable amount of sleep to the RVO's usual workday sleep durations. The RVO reported no 
issues with sleep. 
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that the RVO complied with the Drug 
and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 
 

• The RVO made a complete stop approximately two feet short of the 8-car marker.  
• The RVO requested permission to open the doors manually.  
• The RVO pressed the “red” Door Open button on the right panel that opened doors on the 

opposite side of the platform and then the “white” Door Close button, closing the opposite 
side doors.  

• The opposite side doors were open for approximately 10 seconds. 
• The RVO serviced the station, opening and closing the platform side doors. 
• The RVO reported that the “wrong side” doors were opened and conducted a ground 

walkaround. 
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Immediate Mitigation to Prevent Recurrence 
 

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

• In accordance with the Office of the Chief Mechanical Officer CMOR-IIT Operations 
Administrative Policy 102.06, the MICC promptly removed Train ID 612 from revenue 
service for post-incident investigative measures. This action adhered to the Rail Vehicle 
Event Investigation Policy, ensuring a comprehensive incident examination. 

 
Probable Cause Statement 
 
The probable cause of the Improper Door Operation event at Innovation Center Station on 
September 23, 2024, was due to the RVO’s loss of situational awareness.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
120066_SAFE
CAPS_RTRA_
001 

The Rail Vehicle Operator will complete refresher 
training with an emphasis on proper door operations.  

RTRA SRC Completed 
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Appendices 
 
Appendix A – Interview Summary 
 
The below narratives summarize the incident and represent the statements made by the involved individual. 
As such, times and details may present a conflict with the data contained in systems of record.   
 
The RVO was certified as a Train Operator in August 2024 and holds an RWP Level 2 
Certification. The RVO responded to the interview intake questions, having no sleep/fatigue 
issues. The RVO completed their post-incident testing. The RVO stated it was their first day 
operating the train alone and the last trip of the day. 
 
The RVO stated that before the incident, they heard another RVO advising Central that the doors 
did not open at Innovation Center Station. This was the first time the RVO had experienced 
problems with auto doors. The RVO stated that they tried auto doors, but they did not open. When 
their auto doors did not work, they requested and received permission to manually open them. 
 
The RVO stated they went to the right panel and pressed the button. The RVO reported hearing 
an alarm. They said they hit the red button instead of the white button, thinking they had opened 
the platform side doors, but the doors were not opened. The RVO stated they opened the doors 
twice because they panicked. 
 
The RVO stated that after the incident, they contacted Central and was instructed to conduct a 
ground walkaround the train. The supervisor came to meet and took over the train from them. 
They had no issues during the walkaround. 
 
The RVO stated they did not have any door issues with the train. 
 
The RVO stated that they had no problems with their training.  
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Appendix B – Certification 
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Appendix C – RTRA Supervisor’s Report 
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Appendix D – RVO Incident/Accident Report 
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Appendix E – Why-Tree Analysis  
 
 

 

Problem
Statement

Root CausesMajor Cause

There was an
improper door
operation at

Innovation Station.

Root Cause Analysis

The Rail Vehicle
Operator

depressed the
open doors button

on the non-
platform.

The Rail Vehicle Operator lost
situational awareness resulting
in the unintentional activation

of the non-platform side doors.

RC-1

Why?

Why?
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Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E24755 

 
Date of Event: September 24, 2024 
Type of Event: 0-15 (a) - Improper Door Operation 
Incident Time: 19:11 hours 
Location: Silver Spring Station, track 2 
Time and How received by SAFE: 20:10 Hours – Safety Information Officer (SIO) 
WMSC Notification Time: 20:18 Hours 
Responding Safety Officers:  None  
Rail Vehicle: Train ID 126 (L3239x38-3240-41x3265x64-3152x53T) 
Injuries: None 
Damage: None 
Emergency Responders: None 
SUDS I/A Incident Number: 20240924#120114MX 
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Silver Spring Station – Improper Door Operation     
                                 

September 24, 2024 
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Abbreviations and Acronyms 
 

AIMS  Advanced Information Management System 

ARS  Audio Recording System 

CCTV  Closed-Circuit Television 

CMOR  Office of Chief Mechanical Officer 

COMR  Office of Radio Communication 

IIT  Incident Investigation Team 

MC  Master Controller 

MICC  Metro Integrated Command and Communications Center 

MOC  Maintenance Operation Controller 

MOR  Metrorail Operating Rulebook 

NOAA  National Oceanic and Atmospheric Administration 

OAP  Operations Administrative Policy 

ROQT  Rail Operations Quality Training 

RTC  Rail Traffic Controller 

RTRA  Office of Rail Transportation  

SAFE  Department of Safety 

SIO  Safety Information Officer 

SOP  Standard Operating Procedures  

SUDS  Safety Universal Data 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 Tuesday, September 24, 2024, an eight-car 3000-series train (Train ID 126, consisting of car 
pairs L3239x38-3240x41-3265x64-3152x53T), operated by a Brentwood Division Rail 
Transportation Supervisor, stopped at Silver Spring Station on track 2. The train had six cars on 
the platform and two outside the platform limits. Despite the improper positioning, the train doors 
were opened to service the station. The train had stopped at the beginning of a construction 
scaffold on the platform, located 188 feet from the designated 8-car marker. The Rail 
Transportation Supervisor subsequently closed the doors and moved beyond the 8-car marker, 
resulting in a station overrun, following the improper door operation. 
 
The Silver Spring Terminal Supervisor promptly reported the incident to the Metro Integrated 
Command and Communication Center (MICC) Button Rail Traffic Controller (RTC), who then 
made internal departmental notifications. Following the incident, the Radio RTC could not 
establish communication with the Rail Transportation Supervisor. The Terminal Supervisor 
conducted a ground walkaround and assumed control of the train. 
 
In accordance with Standard Operating Procedure (SOP) 102-01-021 the Radio RTC dispatched 
a second Rail Transportation Supervisor to relieve the Rail Transportation Supervisor for post-
incident testing, which addresses the removal of employees involved in operational safety events. 
The Radio RTC followed established protocols for ensuring safety and compliance in such 
situations. Additionally, in alignment with the Office of the Chief Mechanical Officer (CMOR) 
Incident Investigation Team (IIT)2 Operations Administrative Policy (OAP) 102.06, MICC promptly 
removed Train ID 126 from revenue service to facilitate a detailed investigation under the Rail 
Vehicle Event Investigation Policy.3 
 
The probable cause of the improper door operation was the Rail Transportation Supervisor’s 
misjudgment in stopping the train, which led to incorrect positioning relative to the platform. A 
contributing factor was the presence of temporary scaffolding on the platform, which created a 
visual illusion of an earlier platform endpoint, further influencing the Supervisor’s misjudgment. 
  

 
 
1 SOP 102-01-02 outlines the protocol for removing employees from service in the event of safety violations 
or operational incidents. The footnote references this as “employee removal following operational safety 
events,” which is accurate but could be expanded to indicate that this protocol includes post-incident testing 
(such as drug and alcohol testing) to ensure compliance with safety standards. 
2 ensures prompt response by the Incident Investigation Team (IIT) and removal from service for further 
review, which is vital to maintaining safety protocols during investigations. 
3 this decision ensures safety and compliance while mitigating risk from the incident, and that such protocols 
are part of the broader Rail Vehicle Event Investigation Policy. 
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Incident Site 
 
Silver Spring Station track 2. The station platform had 188 feet of scaffolding from the 8-car marker 
towards the center of the platform.  
 
Field Sketch/Schematics 
 

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

• Site Assessment through video and document review. 
 

• 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 individuals:  

• Rail Operations Supervisor #1 
• Rail Operations Supervisor #2 

 
• Informal Interviews – Collected through conversations with individuals during the 

investigation to provide background and supporting information. Written statements were 
reviewed from personnel present during the event. 
 

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

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

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

Recording Systems. This data includes: 
• Audio Recording System (ARS) playback, Radio Ops 1 and landline.  
• The Office of Chief Mechanical Officer (CMOR) Incident Investigation Team (IIT) 

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

  
Investigation 
 
On Tuesday, September 24, 2024, at 19:11 hours, CCTV revealed that an eight-car 3000 series 
Train ID 126 (L3239x38-3240x41-3265x64-3152x53T) operated by a Rail Operations Supervisor 
#1 stopped at Silver Spring Station on track 2, with 5 and a half on and 2 and a half outside the 
platform limits and opened the train doors. Rail Operations Supervisor #1 stopped the train at the 
beginning of a construction scaffold that was installed on the platform, located 188 feet from the 
8-car marker, and serviced the station. 

 

Figure 1 - (CCTV) railcars 3152 and 3153 doors open outside the platform limits. 
 
Rail Operations Supervisor #1 closed the train doors and began moving toward the 8-car marker. 
However, Rail Operations Supervisor #2 stopped the train just after it passed the 8-car marker, 
leaving one door beyond the marker. This positioning resulted in a station overrun, preventing 
proper service at Silver Spring Station. 
 
According to the Incident Investigation Team (IIT) report, the train initially stopped 188 feet short 
of the 8-car marker and later stopped 7 feet beyond it. 
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At 19:14 hours, Rail Operations Supervisor #2 reported the incident to the MICC Button RTC, 
who notified Rail 2 and dispatched Rail Supervisor #3 from an unspecified location and the 
incident train cleared before their arrival. 
 
Following the incident, the Radio RTC was unable to re-establish communication with Rail 
Operations Supervisor #1. As a result, Rail Operations Supervisor #2 was instructed to complete 
a ground walkaround. 
 
At 19:23 hours, CCTV footage showed customers being offloaded from Train ID 126 with 
assistance from the Station Manager via the emergency doors on the platform due to the RTC 
unable to establish communication with Rail Operations Supervisor #1 operating the train. 
Simultaneously, trains began operating in a single-track configuration through Silver Spring 
Station on track 1 toward Shady Grove Station. 
 
At 19:25 hours, the Audio Recording System (ARS) revealed that Rail Operations Supervisor #2 
was granted foul time to conduct a ground walkaround on track 2. CCTV confirmed that Rail 
Operations Supervisor #2 entered the roadway. 
 
At 19:28 hours, the Button RTC notified MOC that they had no radio communication on the 
platform of track 2 at Silver Spring Station. According to Work Order #18942219, a communication 
technician requested that the Button RTC conduct a radio check with the Train Operator on the 
next train to enter Silver Spring Station. Upon doing so, the radio checks were loud and clear, 
only isolating the no-communication fault from the incident train. 
 
At 19:28 hours, the Station Manager reported that Train ID 126 was clear of customers, and one 
minute later, Rail Operations Supervisor #2 relinquished foul time. The Radio RTC instructed Rail 
Operations Supervisor #2 to assume the operation of Train ID 126. 
 
At 19:33 hours, Train ID 126 departed Silver Spring Station and was transported to the Brentwood 
Rail Yard for further investigation. 
 
Chronological Event Timeline 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
 

Time Description 
19:11:11 hours 
19:11:49 hours 

Train ID 126, trailing three car doors, opening off the platform (3264-3152x53) 
and remaining open until 19:11:49 hours. [CCTV] 

19:12:43 hours Train ID 126 began moving on track 2 at Silver Spring Station. [CCTV] 
19:13:06 hours Train ID 126 stopped with the lead car beyond the 8-car marker of Silver 

Spring Station, track 2, and train doors remained closed. [CCTV] 
19:14:37 hours Rail Operations Supervisor #2: Notified the Button RTC that Train ID 126 

opened the train doors off the platform. [Phone] 
19:14:50 hours 
19:16:03 hours 

Radio RTC: Requested confirmation from Train ID 126 if they were moving. 
To no avail. (several attempts made) [Radio, Ops 1] 

19:17:35 hours Button RTC: Instructed Rail Operations Supervisor #2 to complete a ground 
walk around Train ID 126. [Phone]  

19:18:12 hours Radio RTC: Dispatch Rail Operations Supervisor #3 from an unknown 
location to Silver Spring Station. [Radio, Ops 2] 

19:18:30 hours Rail 1: Notified the SIO of the Improper Door Operation event. [Phone] 
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Time Description 
19:20:05 hours Button RTC: Request Rail Operations Supervisor #2 to complete a radio 

check and request permission to enter the roadway.  
Rail Operations Supervisor #2: Questioned if the incident was a Station 
Overrun or Improper Door Operation.  
Button RTC: Advised that Rail Operations Supervisor #2 reported an 
Improper Door Operation and to establish communication with the Rail 
Operations Supervisor #1 operating Train ID 126. [Phone] 

19:21:00 hours Button RTC: Dispatched Rail Operations Supervisor #3 to Silver Spring 
Station from an unknown location. [Phone] 

19:23:06 hours Customers on Train ID 126 offload onto the platform via emergency doors by 
the Silver Spring Station Manager. [CCTV]   

19:23:22 hours Trains began single tracking towards Shady Grove Station by way of track 1. 
(Train ID 128 first train) [CCTV] 

19:24:25 hours Rail Operations Supervisor #2 utilizes the ETS phone at the 8-car marker 
(Forest Glen end of the platform) on track 2. [CCTV] 

19:24:38 hours Rail Operations Supervisor #2: Advised the Radio RTC that the Silver Spring 
Station Manager was assisting with offloading customers from Train ID 126. 
[Radio, Ops1] 

19:25:20 hours Radio RTC: Grant Rail Operations Supervisor #2 foul time to conduct a 
ground walkaround of Train ID 126. [Radio, Ops1] 

19:25:43 hours Rail Operations Supervisor #2 enters the roadway, track 2, and conducts a 
ground walk-around on Train ID 126. [CCTV] 

19:28:40 hours Button RTC: Notified MOC that they had no radio communication on track 2's 
platform at Silver Spring Station. [Phone] 

19:28:45 hours Station Manager: Reported Train ID 126 was clear of customers. [Radio, 
Ops1] 

19:29:25 hours Rail Operations Supervisor #2: Relinquished foul time and cleared the 
roadway. [Radio, Ops 1] 

19:30:12 hours Radio RTC: Instructed Rail Operations Supervisor #2 to take over the 
operation of Train ID 126. [Radio, Ops1] 

19:33:25 hours Train ID 126 departed Silver Spring Station. [CCTV] 
19:44:15 hours Rail 1: Reported the Improper Door Operation and Station Overrun events to 

the SIO. [Phone] 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
 
 



Incident Date: September 24, 2024 Time: 19:11 hours Page 9 
Final Report – Improper Door Operation Rev.1 
E24755 
 

Drafted By:      SAFE 710 – 10/15/2024 
Reviewed By:  SAFE 704 – 11/22/2024 
Approved By:  SAFE 707 – 11/26/2024 

Advanced Information Management System (AIMS) 
 

 
Figure 2 - (Yellow circle) depicts a view of a prior train within platform limit with proper door operation. 

 

 
Figure 3 (Blue arrows) depicts incident Train ID 126 occupying the interlocking with a platform door operation.  
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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: 
 
The Office of the Chief Mechanical Officer (CMOR), Incident Investigation Team (IIT), completed 
an analysis of data from Train ID 126 and concluded that at 19:07:10.292, the train entered Silver 
Spring platform limits at a speed of 26 MPH with 3239 as the operating car. 
 
Upon entry, the Master Controller (MC) was placed in the “B1” Braking position. The MC was 
cycled between Braking mode and “Coast” until the train reached the center of the platform at a 
speed of 11 MPH, with the MC placed in the “B2” Braking position.  
 
After passing the center of the platform, the MC cycled again between the Braking mode and the 
“Coast” position until the train came to the first complete stop, 188 feet from the 8-car marker, 
with the MC placed in the “B4” Braking position. Then, the left door push button was activated, 
and the left side doors opened. Therefore, doors opened 188 feet off the platform, and the station 
was serviced. The MC was cycled between Braking and Power positions while the train remained 
at a complete stop. 
 
At 19:09:44.220, the MC was placed in the “P5” Power position, and the train started to move 
toward the Silver Spring platform limits. Then, it transitioned from the Power mode to the Braking 
mode until the consist came to a complete stop 8 feet from the 8-car marker. 
 
At 19:10:03.544, the MC was placed in the “P5” power position, and the train started to move 
again toward the Silver Spring 8-car marker. Then, it transitioned from the Power mode to the 
Braking mode until the lead car cab passed the 8-car marker at a speed of 4 MPH and came to a 
third complete stop, 7 feet beyond the Platform Limits. 
  
In addition, there was neither an Emergency Brake nor a Slip/Slide condition during the incident.  
Based on the VMS data, no fault was observed with the train that contributed to the cause of this 
incident. The train performed as commanded. 
 
Note: The VMS time was 3 minutes and 3 seconds late as compared to the Rocs Spots Report 
time. 
 
TIMELINE OF EVENTS 
 

Time Description of Events Train 
Speed 

Master 
Controller 

Distance 
from  
8-Car 

Marker 

19:07:10.292 

Train 126 entered Silver Spring 
station, track 2, at a speed of 26 
MPH, with the MC placed in the 

“B1” Braking position. 

26 MPH B1 600 feet 

19:07:10.772 
19:07:10.900 

The MC was in transition from 
“B2” to “B3” Braking positions. 26 MPH B2/B3 583 - 578 

feet 

19:07:11.092 PA Audio communication 
started. 26 MPH B3 571 feet 

19:07:11.476 The MC was moved to the “B4” 
Braking position. 25 MPH B4 557 feet 
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Time Description of Events Train 
Speed 

Master 
Controller 

Distance 
from  
8-Car 

Marker 

19:07:13.333 The MC was moved to the “B3” 
Braking position. 22 MPH B3 496 feet 

19:07:13.396 
19:07:13.620 

The MC was in transition from 
“B2” Braking mode to “Coast” 

position. 
21 MPH B2/B1/CST 494 - 487 

feet 

19:07:15.924 PA Audio communication 
stopped. 19 MPH CST 424 feet 

19:07:17.140 
19:07:17.524 

The MC was in transition from 
“B1” to “B5” Braking mode. 18 MPH B1/B2/B3/B4/B5 391 - 380 

feet 

19:07:19.220 The MC was moved to the “B4” 
Braking position. 16 MPH B4 338 feet 

19:07:19.673 The MC was moved to the “B3” 
Braking position. 15 MPH B3 328 feet 

19:07:20.691 The MC was moved to the “B2” 
Braking position. 12 MPH B2 310 feet 

19:07:21.268 

The train reached the center of 
the platform at a speed of 11 

MPH, with the MC remaining in 
the “B2” Braking position. 

11 MPH B2 300 feet 

19:07:21.588 The MC was moved to the “B1” 
Braking position. 11 MPH B1 296 feet 

19:07:23.412 The MC was moved to the 
“Coast” position. 8 MPH Coast 272 feet 

19:07:25.040 The MC was moved to the “B1” 
Braking position. 8 MPH B1 253 feet 

19:07:26.800 The MC was moved to the 
“Coast” position. 7 MPH Coast 234 feet 

19:07:27.120 
19:07:27.600 

The MC was in transition from 
“B1” to “B2” Braking mode. 7 MPH B1/B2 231 - 227 

feet 

19:07:28.368 The MC was moved to the “B1” 
Braking position. 7 MPH B1 219 feet 

19:07:32.080 
19:07:32.528 

The MC was transitioned from 
the “Coast” position to “B1” 

Braking mode. 
3 MPH CST/B1 198 - 196 

feet 

19:07:34.576 
19:07:34.832 

The MC was in transition from 
“B2” to “B3” Braking mode. 2 MPH B2/B3 189 feet 

19:07:35.568 The MC was moved to the “B4” 
Braking position. 1 MPH B4 188 feet 

19:07:35.857 
The Consist came to a complete 
stop while the MC remained in 

the “B4” Braking position. 
0 MPH B4 188 feet 

19:07:36.976 The MC handle moved to the 
“B5” position. 0 MPH B5 188 feet 

19:07:39.280 The MC handle moved to the 
“B4” position. 0 MPH B4 188 feet 
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Time Description of Events Train 
Speed 

Master 
Controller 

Distance 
from  
8-Car 

Marker 
19:07:59.372 
19:07:59.436 

The MC handle was in transition 
from “B5” to “B4” Braking mode. 0 MPH B5/B4 188 feet 

19:08:02.572 The MC handle moved to the 
“B5” position. 0 MPH B5 188 feet 

19:08:13.804 The Left Door Close Pushbutton 
was pressed. 0 MPH B5 188 feet 

19:08:14.572 

The Left Doors Open 
Pushbutton was pressed, and 

the left side doors opened while 
the consist was 188 feet off the 

platform. 

0 MPH B5 188 feet 

19:08:14.604 The MC handle was moved to 
the “B4” position. 0 MPH B4 188 feet 

19:08:46.116 The Left Door Close Pushbutton 
was Activated. 0 MPH B4 188 feet 

19:08:53.764 The Left Doors Closed. 0 MPH B4 188 feet 

19:08:53.956 The MC handle moved to the 
“B5” position. 0 MPH B5 188 feet 

19:09:10.335 
19:09:10.463 

The MC handle was in transition 
from “B4” to “B1” Braking mode. 0 MPH B4/B3/B1 188 feet 

19:09:11.040 The MC handle moved to the 
“P5” Power position. 0 MPH P5 188 feet 

19:09:12.256 
19:09:12.561 

The MC handle was transitioned 
from the “P4” Power position to 

the “B5” Braking position. 
0 MPH P4/P3/P1/CST/B

1/B2/B4/B5 188 feet 

19:09:31.868 
19:09:31.964 

The MC handle was in transition 
from “B4” to “B1” Braking mode. 0 MPH B4/B3/B1 188 feet 

19:09:32.541 
19:09:32.860 

The MC handle was transitioned 
from the “P1” Power position to 

the “B5” Braking position. 
0 MPH P1/CST/B1/B2/B

3/B4/B5 188 feet 

19:09:43.580 
19:09:43.676 

The MC handle was in transition 
from “B4” to “B1” Braking mode. 0 MPH B4/B3/B1 188 feet 

19:09:44.220 

The MC was placed in the “P5” 
Power position, and the train 
started to move toward the 
Silver Spring 8-car marker. 

<1 MPH P5 188 feet 

19:09:49.883 The MC was moved to the “P4” 
Power position. 8 MPH P4 159 feet 

19:09:50.012 The MC was moved to the “P3” 
Power position. 9 MPH P3 156 feet 

19:09:50.556 
19:09:50.973 

The MC handle was transitioned 
from “P2” to “P5” Power mode. 10 MPH P2/P3/P4/P5 147 - 140 

feet 

19:09:51.648 
19:09:51.931 

The MC handle was transitioned 
from “P4” to “Coast” Power 

mode. 
12 MPH P4/P3/P2/P1/CS

T 
129 - 123 

feet 

19:09:52.156 The MC was moved to the “B1” 
Braking position. 12 MPH B1 119 feet 



Incident Date: September 24, 2024 Time: 19:11 hours Page 13 
Final Report – Improper Door Operation Rev.1 
E24755 
 

Drafted By:      SAFE 710 – 10/15/2024 
Reviewed By:  SAFE 704 – 11/22/2024 
Approved By:  SAFE 707 – 11/26/2024 

Time Description of Events Train 
Speed 

Master 
Controller 

Distance 
from  
8-Car 

Marker 
19:09:53.947 
19:09:54.076 

The MC handle was transitioned 
from “B2” to “B3” Braking mode. 14 MPH B2/B3 81 - 79 feet 

19:09:57.208 The MC was moved to the “B4” 
Braking position. 9 MPH B4 28 feet 

19:09:58.424 The MC was moved to the “B3” 
Braking position. 6 MPH B3 17 feet 

19:09:59.032 The MC was moved to the “B2” 
Braking position. 5 MPH B2 13 feet 

19:09:59.672 The MC was moved to the “B1” 
Braking position. 4 MPH B1 11 feet 

19:10:00.504 
19:10:01.080 

The MC was cycled between 
Braking positions. 2 MPH B2/B3/B3/B4/B5/

B4/B3/B1 9 - 8 feet 

19:10:02.328 
The Consist came to a complete 

stop while the MC was in the 
“B1” Braking position. 

0 MPH B1 8 feet 

19:10:02.616 
19:10:03.063 

The MC handle was in transition 
from “B4” to “B1” Braking mode. 0 MPH B4/B3/B2/B1 8 feet 

19:10:03.544 

The MC was placed in the “P5” 
Power position, and the train 
started to move again toward 

the Silver Spring 8-car marker. 

<1 MPH P5 8 feet 

19:10:06.520 
19:10:07.000 

The MC handle was transitioned 
from “P4” Power mode to “B5” 

Braking mode. 
2 MPH P4/P3/CST/B1/B

2/B3/B4/B5 5 - 3 feet 

19:10:07.417 

The train reached Silver Spring 
platform limits at a speed of 4 

MPH, with the MC remaining in 
the “B5” Braking position. 

4 MPH B5 0 feet 

19:10:09.592 

The Consist came to a complete 
stop while the MC remained in 

the “B5” Braking position. 
Overran the station by 7 feet. 

0 MPH B5 -7 feet 

Note: Times above may vary from other systems’ timelines based on clock settings. 
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Figure 4 – 3238 VMS Graph Analysis.. 
 
 

 
Figure 5 - ROCS SPOTS report. 
 
Office of Systems Maintenance, Office of Radio Communications (COMR) 
 
The Office of Radio Communication (COMR) technician advised the RTC to perform a radio check 
with the next train that entered Silver Spring Station on track 2. It was reported that all 
transmissions were loud and clear.  
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Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
Per the Rail Transportation (RTRA) report, the Rail Operations Supervisor #1 was operating Train 
ID 126 on track 2 at Silver Spring Station, stopped short of the 8-car marker, and opened the 
doors of the train off the platform with two and a half cars outside of the platform limits. After doing 
so, Rail Operations Supervisor #1 closed the train doors and proceeded to berth at the 8-car 
marker properly but overran the station. Rail Operations Supervisor #2, who was assigned to 
Silver Spring Station, noticed the incident. Rail Operations Supervisor #2 notified the MICC of the 
incident and followed all instructions and procedures. There were no reported damages to any 
equipment, injuries, or customers reported on the roadway. Rail Operations Supervisor #1 was 
removed from service and transported for post-incident testing. 
 
In accordance with the Disciplinary Guidelines Matrix, Rail Operations Supervisor #1 was 
suspended for 30 days for the Serious Safety Violation. 
  
Interview Findings and Written Statements 
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. 
 
Rail Operations Supervisor #1 
 

• The Rail Operations Supervisor #1 stated that when they noticed the scaffolding, that is 
where they berth the train. 

• The Rail Operations Supervisor #1 stated they placed their head out the operator’s window 
to verify if the train doors opened but could not see to the end of the platform. 

• Rail Operations Supervisor #1 stated they manually opened and closed the train doors 
while berthed at the scaffolding and did not notify the RTCs. 

• Rail Operations Supervisor #1 stated they moved the train to the 8-car marker without a 
permissive block. 

• Rail Operations Supervisor #1 stated they did not initially report the incident because they 
froze up.  

 
Rail Operations Supervisor #2 
 

• Rail Operations Supervisor #2 stated that they noticed Train ID 126 was taking too long 
to reach the end of the platform.  

• Rail Operations Supervisor #2 stated that when they looked out the door of the terminal, 
they noticed the train passing them and signaled for them to stop. 

• Rail Operations Supervisor #2 stated they completed a ground walkaround of Train ID 
126. 

 
Weather 
 
On September 24, 2024, at the time of the incident, NOAA recorded the temperature as 67°F, 
with cloudy skies, winds of 5 MPH, and 87% humidity. The weather was not a contributing factor 
in this incident (Weather source: NOAA) – Location: (Silver Spring, Maryland) 
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Related Rules and Procedures 
 
Metrorail Operating Rulebook (MOR) 
 
8.18 Door Operation 

 
8.18.2 In revenue service, Rail Vehicle Operators shall not manually operate any OPEN 
DOORS control except the crew door key switch while any side doors of the train are 
outside the limits of a station platform, except when directed by the Rail Traffic Controller. 
 
8.18.3 In revenue service, when the train is otherwise within the limits of a station platform, 
Rail Vehicle Operators shall not manually operate the OPEN DOORS control on the side 
of the train opposite the platform. 
 
8.18.4 In the event the train doors are opened outside the platform limits or on the side 
opposite the platform, Rail Vehicle Operators shall close doors, notify the Rail Traffic 
Controller, and conduct a ground walk-around inspection. The Rail Traffic Controller will 
determine if the rain is to be taken out of service and if it is safe to discharge customers 
at that station. 

 
8.13 Station Overruns 
 

Rail Vehicle Operators shall stop and request instruction from the Rail Traffic Controller 
whenever a train unintentionally overruns a station platform. 

 
Standard Operating Procedure (SOP) 40 Procedure for Platform Berthing, Station Servicing and 
Overruns. 
 
6.2 Door Opening Procedures  
 

6.2.2 When train is operating in Mode 2 and the Door Mode Selector is in the 
Auto/Manual position, to automatically open the doors, the Rail Vehicle Operator shall:  

6.2.2.1 Depress the Train Berth pushbutton at three (3) miles per hour (mph) or less; 
and  

6.2.2.2 Properly berth the train on the platform.  
 
6.3 Station Stop Misalignment Procedures 
  

6.3.1 When a train is approaching the station and stops short, the Rail Vehicle Operator 
shall adjust the train’s position in Mode 2 Level 1 to align it with the platform at the eight 
(8)-car marker position. 
 

6.3.1.1 The Rail Vehicle Operator shall: 6.3.1.1.1 Activate the ATO STOP 
pushbutton if train is operated in Mode 1;  

6.3.1.1.2 Contact RTC for permission to change operating mode from Mode 1 to 
Mode 2 Level 1;  

6.3.1.1.3 Make sure vehicles are at a complete stop prior to changing operating 
modes;  
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6.3.1.1.4 Announce over public address (PA) system, “Your attention please, this 
train will move forward”;  

6.3.1.1.5 Sound the horn;  

6.3.1.1.6 Properly berth train at the eight (8)-car marker position;  
 
Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
A Safety Investigator evaluated signs and symptoms of fatigue that may have been present at the 
time of the incident. No signs or symptoms of fatigue were detected from the available data. A 
video of the incident was reviewed to see if Rail Operations Supervisor #1 showed any signs of 
fatigue. No signs or symptoms of fatigue were evident from the video. The employee reported 
feeling fully alert at the time of the incident. The employee reported experiencing no symptoms of 
fatigue in the time leading up to the incident. 
 
Fatigue Risk   
 
A Safety Investigator 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 employee reported some variation in the sleep schedule in the days leading up to the incident. 
The employee performed day and night work in the days leading up to the incident. The employee 
was awake for fourteen hours and eight minutes at the time of the incident. The employee reported 
6 hours of sleep in the 24 hours preceding the incident. The off-duty period was seventy-seven 
hours and thirty minutes, providing an opportunity for 7-9 hours of sleep. This was more than the 
employee's usual workday sleep durations. The employee reported no issues with sleep.  
 
Post-Incident Toxicology Testing 
 
WMATA's Drug and Alcohol Program determined that Rail Operations Supervisor #1 complied 
with the Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 
 

• Train ID 126 left side doors were manually opened while the train was 188 feet away from 
the 8-car marker. 

• Rail Operations Supervisor #1 operated the train. 
• The scaffolding on the platform extended 188 feet from the 8-car marker. 
• Rail Operations Supervisor #1 stopped the train at the scaffolding and serviced the station. 
• Rail Operations Supervisor #1 did not complete a ground walkaround of Train ID 126 

before moving the train to the 8-car marker. 
• Rail Operations Supervisor #1 stopped the train 7 feet beyond the 8-car marker. 

 
 
  



Incident Date: September 24, 2024 Time: 19:11 hours Page 18 
Final Report – Improper Door Operation Rev.1 
E24755 
 

Drafted By:      SAFE 710 – 10/15/2024 
Reviewed By:  SAFE 704 – 11/22/2024 
Approved By:  SAFE 707 – 11/26/2024 

Immediate Mitigation to Prevent Recurrence 
 

• Rail Operations Supervisor #1 was removed from service for Post-Incident toxicology 
testing. 

• Train ID 126 was removed from service for post-incident inspection. 
• Signage was placed at the beginning of the scaffolding - “Train Operators: Proceed to the 

end of the platform” to alert Rail Vehicle Operators to continue to the 8-car marker at the 
end of the platform. 

 
Probable Cause Statement 
 
The probable cause of improper door operation at Silver Spring Station was the Rail 
Transportation Supervisor’s misjudgment in stopping the train, which led to incorrect positioning 
relative to the 8-car marker at the end of the station’s platform. A contributing factor was the 
presence of temporary scaffolding on the platform, which created a visual illusion of an earlier 
platform endpoint, further influencing the Supervisor’s misjudgment. 
 
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
120114_SAFE
CAPS_RTRA
_001 

(Red Line) Re-issue RTRA-603-117-00 “September 1st 
Reopening of Silver Spring, Forest Glen, Wheaton, & 
Glenmont Following Summer Shutdown”.   
 

RTRA SRC Completed 

120114_SAFE
CAPS_RTRA
_002 

Rail Supervisor #1 attend refresher training with the 
Rail Operation Quality Training (ROQT). 

RTRA SRC Completed 

120114_SAFE
CAPS_RTRA
_004 

Post communication signage at the beginning of the 
scaffolding to alert RVO to continue to the 8-car 
marker/end of the platform. 
 

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.   
 
Rail Operations Supervisor #1 
 
Rail Operations Supervisor #1 has been a WMATA employee for 18 years and a Rail Operations 
Supervisor #1 for one year. Rail Operations Supervisor #1 is RWP Level 2 certified, expiring 
September 2024. Rail Operations Supervisor #1's last Supervisor certification was March 15, 
2024, and the last Train certification was February 5, 2024. 
 
During a formal interview, Rail Operations Supervisor #1 stated they were operating Train ID 126 
from Metro Center due to relieving a Rail Vehicle Operator for a personal break. The Rail 
Operations Supervisor #1 stated that they had previously operated on the Red Line, including 
Silver Spring Station. 
 
After departing Glenmont Station, they arrived at Silver Spring Station and noticed the scaffolding 
on the platform. They thought the platform was extended from the construction. They properly 
berthed the train at the 8-car marker on track 1. However, they never operated the train on track 
2.  
 
The Rail Operations Supervisor #1 stated they berthed the train on the platform on track 2 at the 
scaffolding and depressed the train berth. The train lost speed commands, and they placed their 
head out the operator’s window to verify if the train doors opened. They noticed the doors did not 
open and manually opened the train doors without notifying the RTC. They stated that they could 
not see the end of the platform. 
 
Rail Operations Supervisor #1 stated they noticed the train was not at the 8-car marker, so they 
closed the doors and moved the train up to it. They notified Rail Operations Supervisor #2 of the 
incident, and Rail Operations Supervisor #2 conducted a ground walk around the incident train.  
 
Rail Operations Supervisor #1 stated that they contacted the MICC and reported the incident after 
Rail Operations Supervisor #2 began operating the train. They stated that they did not initially 
report the incident to the MICC because they froze up. 
 
 
Rail Operations Supervisor #2 
 
Rail Operations Supervisor #2 has been a WMATA employee for 26 years and a Rail Operation 
Supervisor for 12 years. Rail Operations Supervisor #2 is RWP Level 2 certified, expiring 
November 2024. Rail Operations Supervisor #2’s last Supervisor certification was on September 
11, 2024. 
 
During a formal interview, Rail Operations Supervisor #2 noticed Train ID 126 was taking too long 
to reach the end of the platform. When they looked out the door of the terminal, they noticed the 
train passing them and signaled for them to stop. They asked the Rail Operations Supervisor #1 
if they serviced Silver Spring Station further down the platform, to which they replied, “No, it was 
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station overrun.” They stated they notified the RTC, which was unsure of what type of incident 
occurred and wanted to verify if it was a station overrun or improper door operation.  
 
Rail Operations Supervisor #2 stated they were unsure if an improper door operation occurred 
but completed a ground walk-around of Train ID 126. 
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Appendix B – Work Order 
 

 
Figure 6 - Radio Communication Work Order. 
 
  



Incident Date: September 24, 2024 Time: 19:11 hours Page 22 
Final Report – Improper Door Operation Rev.1 
E24755 
 

Drafted By:      SAFE 710 – 10/15/2024 
Reviewed By:  SAFE 704 – 11/22/2024 
Approved By:  SAFE 707 – 11/26/2024 

Appendix C – RTRA Operations Personnel Notice (RTRA-603-161-00) 
 

 
Figure 7 - RTRA Operations Personnel Notice "Point and Call". 
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Appendix D – RTRA Managerial Incident Investigation Report (redacted) 
 

 
Figure 8 – RTRA Managerial Incident Investigation Report page 1 of 3. 
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Figure 9 – RTRA Managerial Incident Investigation Report page 2 of 3 
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Figure 10 - RTRA Managerial Incident Investigation Report page 3 of 3. 
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Appendix E – Scene Photographs 
 

 
Figure 11 – Inbound signage at the beginning of the platform scaffolding. 

 

Figure 12 - Outbound signage at the beginning of the platform scaffolding. 
 
Appendix F – Why-Tree Analysis 
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Figure 13 – Root Cause 1 of 2. 
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Figure 14 - Root Cause 2 of 2. 
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