
 

 

 W-0450 – Collision at Fort Totten Station – July 31, 2024 

Document Purpose 

This WMSC written report on WMATA Metrorail’s safety event investigation and review of Metrorail’s findings in 

accordance with the WMSC Program Standard, in conjunction with the attached Metrorail investigation report that has 

undergone WMSC staff review, feedback, and Metrorail revision, describes the investigation activities, identifies factors 

causing or contributing to the accident, 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 report) as a unified 

item for adoption at the Washington Metrorail Safety Commission meeting on September 15, 2026. 

WMSC staff recommend adoption of this investigation. 

When a fatality occurs within the Metrorail system, the WMSC, in collaboration with WMATA, conducts an investigation 

to determine causes and contributing factors so that, where possible, mitigations can be implemented to help prevent 

future occurrences. Between 2023 and 2024, there were 14 such fatalities on the Metrorail system. Of these fatalities, 

13 investigations are being presented on September 15, 2026. Investigation reports for these incidents are being 

considered for adoption in 2026 due to the nature of the events and a review of the WMSC’s process for collecting 

information related to these investigations.  

Safety event summary: 

On July 31, 2024, at 11:00 a.m., a person entered the roadway at Fort Totten Station (lower level), track 2, laid 

horizontally across the running rails, extended an arm, and touched the third rail. The person then appeared to lose 

consciousness. 

Seconds later, Train 502 entered the Fort Totten Station platform and struck the person. The Train Operator was 

unaware of the collision and continued in service toward Branch Avenue Station. 

Two additional trains then struck the person's remains. Train 504 struck the person at 11:08 a.m., then Train 506 struck 

the person approximately nine minutes later. The train operator of Train 504 was unaware of the incident and continued 

in service until notified. Once Train 506 was properly berthed on the platform at Fort Totten Station, the train operator 

notified a rail transportation supervisor located near the 8-car marker that they saw something in the roadway. The rail 

transportation supervisor went to investigate. 

At the same time, a customer at Fort Totten Station notified a Metropolitan Police Department (MPD) Officer on the 

platform about the person on the roadway. At 11:19 a.m., the officer used the emergency trip station (ETS) box at the 

north end of the Fort Totten Station, track 2 platform, to de-energize third rail power, and notified Metro Transit Police 

Department (MTPD). 



 

 

Train 506 was properly berthed on the platform when third rail power was de-energized and was therefore unable to 

move after servicing the station. The operations manager in the control center received a call from a Metrorail employee 

stating a person had been struck by a train at Fort Totten Station. The operations manager immediately contacted the 

fire department in accordance with Metrorail procedure. The Radio Rail Traffic Controller instructed Train 506 to offload 

customers.  

Metro Transit Police Department officers arrived at the scene at 11:22 a.m. Minutes later, MTPD determined that trains 

502 and 504 were the first two trains to strike the person on the roadway. The three train operators and trains 502, 504, 

and 506 were removed from service in accordance with Metrorail policy. WMATA's Drug and Alcohol Program later 

determined that the three train operators complied with the Drug and Alcohol Policy and Testing Program Policy. 

All personnel and equipment were clear of the roadway at 2:25 p.m.; third rail power was energized, and normal service 

resumed.  

The train operators of trains 502 and 504 described a sun glare on the windshield that could have prevented them from 

seeing the person on the roadway. The sun visor on the 7000-series railcars did not function as designed. They 

retracted sporadically, not staying in place for appropriate use. An inspection of a random sample of 7000-series railcar 

operating cab sun visors also showed similar malfunctions. 

The probable cause of this safety event was the intentional action of the person who trespassed onto the roadway. A 

contributing factor was sun glare at the station’s entrance that obstructed the view of the train operators of Trains 502 

and 504. 

Investigation W-0450 led to specific recommended corrective actions (RCA), including Metrorail adding the 7000-series 

railcar sun visor to the Daily Inspection, which is an inspection performed by car maintenance before any train can be 

used in revenue service. The Daily Inspection is completed once a day and includes an interior and exterior inspection 

of each rail car along with inspections of other systems in the rail cars such as the Automatic Train Control System. 
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Washington Metropolitan Area Transit Authority 

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

 
FINAL REPORT OF INVESTIGATION A&I E24601 

 
Date of Event: July 31, 2024 
Type of Event: Collision  
Incident Time: 11:00 hours 
Location: Fort Totten Station, track 2 
Time and How received by SAFE: 11:21 hours: Safety Information Officer (SIO) 
WMSC Notification Time: 13:14 hours    
Responding Safety Officers:  None 
Rail Vehicle: Train ID 502  

(L7276-7277x7265-7264x7396-7397x7261-7260T) 
Train ID 504  
(L7146-7147x7217-7216x7213-7212T) 
Train ID 506  
(L7298-7299x7688-7689x7495-7494T) 

Injuries: Fatality 
Damage: None 
Emergency Responders: Metropolitan Transit Police Department 

Metropolitan Police Department 
District of Columbia Fire and Emergency Services 

SMS I/A Incident Number: 20240731#118764MX 
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Abbreviations and Acronyms 

 
AOM  Assistant Operations Manager 
ARS  Audio Recording System 
CCTV  Closed-Circuit Television 
CM  Chain Marker 
CMOR  Office of Chief Mechanical Officer  
ERT  Emergency Response Team 
ETO  Exclusive Track Occupancy 
IIT  Incident Investigation Team 
MICC  Metro Integrated Command and Communications Center 
MOC  Maintenance Operations Center 
MOR  Metrorail Operating Rulebook 
NOAA  National Oceanic and Atmospheric Administration 
OAP  Operations Administrative Policy 
OJTI  On-the-Job Training Instructor 
OSO  Office of Safety Oversight 
PM  Prime Mover 
RTC  Rail Traffic Controller 
RTRA  Office of Rail Transportation 
RWIC  Roadway Worker in Charge 
RWP  Roadway Worker Protection 
RVO  Rail Vehicle Operator 
SAFE  Department of Safety  
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 Wednesday, July 31, 2024, at 11:00 hours, Closed Circuit Television (CCTV) recorded a 
person who entered the roadway and positioned themselves horizontally across the running rails, 
extended their arm out, and touched the third rail. After touching the third rail, the person appeared 
to be unconscious. 
 
Seconds later, Train ID 502 (L7276-7277x7265-7264x7396-7397x7261-7260T), the first incident 
train, an 8-car, 7000 series consist, entered Fort Totten Station (Lower Level) on track 2, and 
collided with the person. The Rail Vehicle Operator (RVO) of Train ID 502 was unaware of the 
collision and continued in service towards Branch Avenue Station.  
 
Two more trains then struck the person's remains in the roadway. The second train, Train ID 504 
(L7146-7147x7217-7216x7213-7212T), a 6-car, 7000 series consist, struck the person at 11:08 
hours, and the third train, Train ID 506 (L7298-7299x7688-7689x7495-7494T), a 6-car, 7000 
series consist, struck the person at 11:17 hours. The RVO of Train ID 504 was unaware of the 
incident and continued in service until they were notified. The RVO of Train ID 506 reported seeing 
“something” in the roadway to an Office of Rail Transportation (RTRA) Supervisor on board their 
train.  
 
A customer notified a Metropolitan Police Department (MPD) Officer about the scene. At 11:19 
hours, the MPD Officer used the emergency trip station (ETS) box on the north end of the platform 
at Fort Totten Station on track 2 to de-energize the third rail power. 
 
At 11:20 hours, the RVO of Train ID 506 advised the Radio RTC that there was a loss of third rail 
power at Fort Totten Station on track 2. A Metro Integrated Command and Communications 
Center (MICC) Operations Manager (OM) was advised of the incident. The OM then informed the 
Maintenance Operations Control Center (MOC) and Safety Information Officer (SIO) of the 
incident.    
  
At 11:21 hours, the OM notified the District of Columbia Fire and Emergency Medical Services 
(DCFEMS). At 11:22 hours, the Metro Transit Police Department (MTPD) Officers arrived at the 
scene. 
 
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, all three 
RVOs were removed from service 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 MICC promptly initiated the removal of 
Train IDs 502, 504, and 506 from service for post-incident investigative measures. This action 
adhered to the Rail Vehicle Event Investigation Policy, ensuring a comprehensive examination of 
the incident. 
 
The probable cause of the Collision event at Fort Totten Station on July 31, 2024, was the action 
of the person who trespassed onto the roadway and subsequently was struck by the train. The 
contributing factors of the collision were a sun glare at the station entrance for the RVOs of Train 
IDs 502 and 504. The RVO of Train ID 504 focused their vision toward the platform edge due to 
a customer on the edge of the platform looking in the roadway.  
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Incident Site 
 
Fort Totten Station, Lower Level, Track 2. This is a multi-level, inside station with a center platform 
exposed partially to outdoor elements between chain markers (CM) 1/2 258+07 and 264+07. 
 
Field Sketch/Schematics 
 

 
Figure 1 – The collision with a person occurred first by Train ID 502 at Fort Totten Station. Train IDs 504 and 506 
subsequently entered the station platform, striking the remains of the person. 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 – the Washington Metropolitan Area Transit Authority’s (WMATA) 

Department of Safety (SAFE) interviewed three (3) individuals as part of this investigation. 
The interviews included persons present at, during, and after the incident, those directly 
involved in the response process, and representatives from the Washington Metrorail 
Safety Commission (WMSC). SAFE interviewed the following individuals:  

• RVO of Train ID 502 
• RVO of Train ID 504 
• RVO of Train ID 506 

 
• 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 – 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 

 
• 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) 

 
Investigation 
 
At 10:56 hours, CCTV footage revealed that the person was pacing back and forth on the platform 
at Fort Totten Station before entering the roadway without authorization. At 10:59 hours, the 
person stopped at the end gate of the 8-car marker on track 2 and looked down the roadway.  
 
At 11:00 hours, the person entered the roadway and positioned themselves horizontally across 
the running rails. The person then extended their arm out and touched the third rail. After touching 
the third rail, the person appeared to be unconscious just before the collision with Train ID 502. 
 
The RVO of Train ID 502 was unaware of the collision and continued in service towards Branch 
Avenue Station. The RVO stated that they did not see anything related to the incident. The RVO 
added that there was a sun glare at the Fort Totten Station entrance. 
 
Two more trains then struck the person's remains on the roadway. The second train, ID 504 
(L7146-7147x7217-7216x7213-7212T), a 6-car consist, struck the person at 11:08 hours, and the 
third train, ID 506 (L7298-7299x7688-7689x7495-7494T), a 6-car consist, struck the person at 
11:17 hours. The RVO of Train ID 504 was unaware of the incident and continued in service until 
they were notified. The RVO of Train ID 504 stated they did not observe anyone on the roadway. 
The RVO of Train ID 506 reported seeing “something” in the roadway to an RTRA Supervisor on 
board their train at Fort Totten Station.  
 
MTPD Officers who were patrolling the red line at Fort Totten were notified about the scene on 
the lower level. At 11:19 hours, an MTPD Officer used the ETS box on the north end of the 
platform at Fort Totten Station on track 2 to de-energize the third rail power, preventing the 
departure of Train ID 506. 
 
After servicing the station, the RVO of Train ID 506 advised the MICC Radio Rail Traffic Controller 
(RTC) that there was a loss of third rail power at Fort Totten Station, track 2, and that they were 
unsure of the reason. The RVO advised that there was “something weird” on the roadway and 
that they notified a RTRA Supervisor who was about to board their train to investigate the matter. 
An additional review of records revealed no radio communications between Train IDs 502 and 
504 and the RTC during the time of their incident. 
 



Incident Date: 07/31/2024  Time:  11:00 hours Page 7 
Final Report – Collision Rev. 1  
E24601 

Drafted By:      SAFE 711 – 09/17/2024 
Reviewed By:  SAFE 703 – 09/18/2024 
Approved By:  SAFE 707 – 10/11/2024 

At 11:20 hours, the MICC OM advised the AOM, MOC, and SIO of the incident. The AOM 
contacted DCFEMS. At 11:22 hours, the Metro Transit Police Department (MTPD) Officers arrived 
at the scene.  
 
At 11:22 hours, the Radio RTC instructed the RVO of Train ID 506 to offload the train. At 11:23 
hours, the Radio RTC announced that single tracking was in effect between Fort Totten Station 
to Georgia Avenue Station. 
 
At 11:27 hours, the RTRA Supervisor confirmed all customers were safely off the train.  
 
At 11:28 hours, MTPD established the Incident Command and verified Train ID 502 first struck 
the person.  
 
At 11:44 hours, MTPD notified the MICC to evacuate and close the lower-level platform at Fort 
Totten Station. At 11:49 hours, a Bus Bridge was requested due to the lower level at Fort Totten 
Station being closed. At 11:50 hours, the Radio RTC instructed all Green Line trains to bypass 
Fort Totten Station due to the emergency. At 11:54 hours, Train ID 512 was the first train that 
serviced Fort Totten Station on track 1. 
 
At 12:11 hours, the Emergency Response Team (ERT) entered the roadway and placed the 
Warning Strobe and Alarm Device (WSAD).  
 
At 12:54 hours, the DC Medical Examiner arrived at the scene. At 14:04 hours, the person’s body 
was removed from the roadway. 
 
At 14:25 hours, the Track and Structures (TRST) personnel conducted a track inspection, and all 
personnel were cleared of the roadway. At 14:27 hours, the Radio RTC made a power re-
energization announcement. 
 
At 14:33 hours, the Radio RTC confirmed with the RTRA Superintendent at the scene that Fort 
Totten Station ready for revenue service after Train ID 506 (706) moved from the station. At 14:35, 
Train ID 706 was granted permission to depart Fort Totten Station. 
 
At 14:41 hours, normal service resumed with Train ID 544, servicing Fort Totten Station on track 
2. 
 
The end gate of the 8-car marker at Fort Totten displayed clear signage, communicating no 
trespassing for unauthorized personnel. The suicide and crisis 988 lifeline information was 
available near the end gate at Fort Totten Station. 
 
The RVOs of Train IDs 502 and 504 explained they were exposed to a sun glare when they came 
out of the tunnel entering Fort Totten Station on track 2. The RVO of Train ID 504 focused on the 
platform with the sun glare. Both RVOs stated that they did not attempt to use sun visors in the 
cab because they do not operate properly.  
 
The Office of Vehicle Program Services (CENV) advised that the rail vehicles are visually 
inspected daily for any damage including the sun visors.  
 
The RVO of Train ID 506 stated that they were not exposed to a sun glare at the time of the 
incident. The RVO of Train ID 506 stated that when they entered the station, a customer on the 
platform was looking directly at the scene, causing them to report the matter at the station. 
 
The RVOs of Train ID 502 and 504 were notified of the incident and removed from service at 
Branch Avenue Station. The RVO of Train ID 506 was removed from service at Fort Totten 
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Station. All three trains were removed from service for post-incident evaluation, and no damage 
was reported. 
 
Chronological Event Timeline 
 
A review of ARS playback, i.e., phone and radio communications, revealed the following timeline: 
 

Time Description 
10:56:49 hours The person appeared on the platform at Fort Totten Station, pacing up and 

down the platform. The person briefly checked their cell phone and put it back 
in their front pocket. [CCTV] 

10:59:44 hours The person stopped at the end gate of the platform, looking down the roadway, 
track 2. [CCTV] 

11:00:21 hours The person entered the roadway. [CCTV] 
11:00:23 hours The person laid across on track 2 and touched the third rail. [CCTV] 
11:00:27 hours After touching the third rail, the person appeared to be unconscious. [CCTV] 
11:00:37 hours Train ID 502 entered the platform limits. The person was seen at the same 

location. [CCTV] 
11:01:03 hours Train ID 502 serviced the platform. The person was not visible. [CCTV] 
11:01:39 hours Train ID 502 departed the station. The remains of the person’s body and blood 

appeared on the roadway. [CCTV] 
11:08:47 hours Train ID 504 arrived at the platform limits. [CCTV] 
11:09:05 hours Train ID 504 serviced the platform. The scene was visible. [CCTV] 
11:10:00 hours Train ID 504 departed the station. [CCTV] 
11:17:11 hours Train ID 506 entered the platform limits. The scene was not visible. [CCTV] 
11:17:40 hours Train ID 506 serviced the platform. The scene was visible. [CCTV] 
11:18:17 hours RTRA Supervisor 1 was seen walking to the lead car of Train ID 506. [CCTV] 
11:19:07 hours MPD Officer removed the third rail power by depressing the mushroom at the 

Emergency Trip Station (ETS) Box. [CCTV] 
11:20:08 hours MICC OM was notified by an unidentified caller that someone was struck by a 

train at Fort Totten. [Phone, Rail 1][ 
11:20:28 hours Radio RTC: Contacted Train ID 506 at Fort Totten Station, track 2. 

Train ID 506: Advised the RTC there was a loss of third rail power Fort Totten, 
track 2, and was unsure why. 
Radio RTC: Acknowledged transmission. Advised Train ID 506 to stand by.  
Train ID 506: Advised there was something weird on the roadway, and a RTRA 
Supervisor was investigating.  
Radio RTC: Repeated the operator’s transmission. You are saying something 
was on the roadway at Fort Totten Station, track 2. 
Train ID 506: Confirmed something is on the roadway entering Fort Totten 
Station, track 2.  
Radio RTC: Acknowledged [Radio, OPS 3] 

11:20:33 hours MICC OM: Notified MOC. [Phone, Rail 1]  
11:20:49 hours MICC OM: Notified SIO. [Phone, Rail 1] 
11:21:28 hours RTRA Supervisor 1: Advised the Radio RTC that they were at Fort Totten. 

Radio RTC: Requested the Supervisor to check and provide an update, and 
instructed Train ID 506 to offload their customers. 
RTRA Supervisor 1: Advised Train ID 506 needed to be offloaded. 
Radio RTC: Informed the Supervisor that Train ID 506 was being offloaded. 
[Radio, OPS 3] 

11:21:44 hours MICC OM notified DCFEMS. [Phone, Rail 1] 
11:22:08 hours MTPD arrived on the scene. [CCTV] 
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Time Description 
11:22:15 hours Radio RTC: Advised everyone on the radio to stand by and stand clear they 

were dealing with an emergency. [Radio, OPS 3] 
11:22:54 hours MTPD Officer: Advised the MTPD Dispatcher that it was a recovery and they 

needed to start single tracking. [Radio, MTPD]  
11:22:57 hours Radio RTC: Instructed Train ID 506 to offload the train. 

Train ID 506: Failed to respond. [Radio, Ops 3] 
11:23:40 hours Radio RTC: Advised single tracking began from Fort Totten Station to Georgia 

Avenue Station by way of track 1. [Radio, Ops 3] 
11:24:00 hours Radio RTC: Inquired if the RVO on ID 506 was ok. 

Train ID 506: Failed to acknowledge transmission. [Radio, OPS 3] 
11:24:24 hours MTPD Officer: Provided the MTPD Dispatcher with the chain markers where 

the body was located. [Radio, MTPD] 
11:25:32 hours RTRA Supervisor 2: Contacted the Radio RTC to advise that they were on the 

scene. 
Radio RTC: Acknowledged transmission. [Radio, OPS 3] 

11:25:50 hours MTPD advised that the incident was a recovery event. [Radio, MTPD 1X] 
11:27:11 hours DCFEMS arrived on the scene. [CCTV] 
11:27:28 hours Radio RTC: Inquired how many cars were on the platform, and if the 

Supervisor had a Hot Stick. 
Supervisor 1: Advised that they had a working hot stick, all six cars were 
properly berthed on the platform, and all customers were safely off the train. 
Radio RTC: Advised the Supervisor to hot stick and confirm. [Radio, OPS 3] 

11:28:36 hours Supervisor 1: Asked if they would like them to confirm power was down on 
track 2 at Fort Totten Station. 
Radio RTC: Replied, please. [Radio, OPS 3] 

11:28:40 hours MICC Director: Notified Bus Communications. [Phone, Rail 1] 
11:28:54 hours MTPD established the Incident Command and switched to MTPD 2X.  

[Radio, MTPD 1X] 
11:29:49 hours MTPD verified the first train that struck the individual was Train ID 502.  

[Radio, MTPD 2X] 
11:30:05 hours Supervisor 1: Confirmed third rail power was de-energized at Fort Totten, track 

2.  
Radio RTC: Acknowledged transmission. [Radio, OPS 3] 

11:33:06 hours MTPD identified Train ID 502’s location and requested that the train be 
stopped at Suitland Station. [Radio, MTPD 2X] 

11:35:25 hours Radio RTC: Advised Train ID 502 to offload the train at Suitland Station, track 
2.  
Train ID 502: Advised they were not properly berthed on the platform.  
Radio RTC: Instructed them to continue to Branch Avenue Station. 
Train ID 502: Acknowledged transmission. [Radio, OPS 3] 

11:44:48 hours Supervisor 1: Advised MTPD requested that the lower-level platform at Fort 
Totten Station be evacuated.  
Radio RTC: Acknowledged. [Radio, OPS 3] 

11:47:38 hours Radio RTC: Asked the Supervisor to repeat MTPD’s request. 
Supervisor 1: Advised they were speaking with MTPD and waiting for a 
determination to close the lower level.  [Radio, OPS 3] 

11:47:56 hours MTPD advised track personnel were waiting for ERT. [Radio, MTPD 2X] 
11:48:41 hours MICC OM: Advised AOM to have all trains bypass Fort Totten Station.  

[Phone, Rail 1] 
11:49:00 hours Metro 1: Requested a Bus Bridge. [Phone, Metro 1] 
11:50:17 hours Radio RTC: Advised all Greenline trains to bypass Fort Totten Station.  
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Time Description 
[Radio, OPS 3] 

11:54:27 hours  MICC OM: Contacted the AOM and advised they made a mistake and the 
station could be serviced. [Radio, Rail 1]  

11:54:30 hours Radio RTC: Advised Train ID 512 they would service Fort Totten Station, track 
1. Also inquired if they had a supervisor onboard.  
Train ID 512: Acknowledged instructions and confirmed a supervisor was on 
board. [Radio, OPS 3] 

12:02:25 hours MTPD verified Train ID 502 was the first and Train ID 504 was the second train 
that made contact with the person. [Radio, MTPD 2X] 

12:03:05 hours RTRA Line Director: Advised they were on the scene. 
Radio RTC: Acknowledged transmission. [Radio, OPS 3] 

12:03:18 hours RVO of Train ID 502 and the train arrived and the RVO and Train ID 504 were 
arriving at Branch Avenue. [Radio, MTPD 2X] 

12:04:44 hours ERT arrived on the scene. [CCTV] 
12:11:13 hours ERT entered the roadway to place the WSAD. [CCTV] 
12:54:11 hours DC Medical Examiner arrived on the scene. [CCTV] 
14:04:02 hours The person’s body was removed from the roadway. [CCTV] 
14:09:27 hours TRST personnel entered the roadway to remove body fluids. [CCTV] 
14:15:00 hours Hot wash conducted. [RTRA Manager/Hot Wash Report] 
14:25:00 hours TRST personnel cleared the roadway. [CCTV] 
14:25:05 hours Supervisor 3: Advised TRST personnel verified a good track inspection; all 

personnel were clear of the roadway. RVO and CMNT personnel are standing 
by in the lead car of Train ID 506 (706). Safe to restore third rail power. 
Radio RTC: Acknowledged transmission. [Radio, OPS 3] 

14:27:00 hours Radio RTC: Made a power re-energization announcement. [Radio, OPS 3] 
14:32:27 hours Radio RTC: Inquired if Train ID 706 had power. 

Train ID 706: Advised they had power. 
Radio RTC: Inquired if anything was cut out. 
Supervisor 3: Advised the train was still completing the inaugural cycle to stand 
by.  
Radio RTC: Acknowledged transmission. [Radio, OPS 3] 

14:32:57 hours Radio RTC: Confirmed track 2 at Fort Totten Station was good for revenue 
service after Train ID 706 moved. 
Supervisor 3: Failed to respond. 
Greenbelt Superintendent: Advised Fort Totten Station, track 2 was good for 
revenue service no need for a test train. 
Radio RTC: Acknowledged. [Radio, OPS 3] 

14:33:38 hours Radio RTC: Asked Greenbelt Superintendent if they were good for revenue 
service once Train ID 706 moved. 
Greenbelt Superintendent: Replied, Good to go. [Radio, OPS 3] 

14:33:59 hours Radio RTC: Requested Train ID 706 to inform them when the train was fully 
restored. 
Supervisor 3: Requested permission to key the train up. 
Radio RTC: Granted permission. [Radio, OPS 3] 

14:35:02 hours Supervisor 3: Advised stuck holding brake on cars 7688/7689. 
Radio RTC: Acknowledged. [Radio, OPS 3] 

14:35:36 hours CMNT: Requested permission to cut trucks 7688 and 7689. 
Radio RTC: Granted permission. [Radio, OPS 3] 

14:41:00 hours Train ID 706 rolling free [Radio, OPS 3] 
14:41:12 hours Service was restored with Train ID 544, servicing Fort Totten Station, track 2. 

[Radio, OPS 3] 
Note: Times above may vary from other systems’ timelines based on clock settings. 
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Closed-Circuit Television (CCTV)/Digital Image 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Image 1: 11:00 hours - Train ID 502 (7260T) entered Fort Totten Station. 
 
 

 
Image 2: 11:09 hours - Train ID 504 (7212T) entered Fort Totten Station. 
 

 
Image 3: 11:17 hours – Train ID 506 (7494T) entered Fort Totten Station. 
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Image 4: End gate of the 8-car marker for track 2 at Fort Totten Station. 
 

 
Image 5: Public information displaying the “988 Lifeline” near the end gate at Fort Totten Station. 
 
The Office of Chief Mechanical Officer/Vehicle Monitoring and Diagnostic System  
Adopted from CMOR IIT report with minor formatting and grammatical edits: 
 
The CMOR-IIT determined that based on the Vehicle Monitoring and Diagnostic System (VMDS) 
and Event Recorder (ER) data, there was no mechanical failure that contributed to the incident. 
Train ID 502 indicated a normal station stop, having no emergency brake application. Train ID 
504 had a normal stop, servicing station with no slip/slide or activation of emergency brake 
application. Train ID 506 had a normal stop and servicing station with no slip/slide or activation of 
emergency brake application. The following figures are VMDS and ER data for Train IDs 502, 
504, and 506: 
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Figure 2 – Train ID 502 VMS Sequence of Events. 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
 
 

 
Figure 3 – Lead Car 7276 ER Data 
 

 
Figure 4 – Train ID 504 VMS Sequence of Events. 
Note: Times above may vary from other systems’ timelines based on clock settings. 
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Figure 5 – Lead Car 7146 ER Data 
 

 
Figure 6 – Train ID 506 VMS Sequence of Events. 
Note: Times above may vary from other systems’ timelines based on clock settings. 
 
 

 
Figure 7 – Lead Car 7298 ER Data 
Note: Times above may vary from other systems’ timelines based on clock settings. 
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Office of Rail Transportation (RTRA) 
Adopted from RTRA report: 
 
RVO of Train ID 502 
 

• The RVO has been employed with WMATA since March 27, 2022. 
• The RVO has been operating since December 23, 2022. 
• The RVO was last certified as an operator on May 20, 2024. 
• The RVO worked a total of 73 hours within the last seven (7) days and 22 hours overtime 

within the past 2 weeks. 
• The RVO has had no safety violation noted in Trapeze and no reported discrepancies with 

performance and/or fitness for duty. 
 
RVO of Train ID 504 
 

• The RVO has been employed with WMATA for 22 years. 
• The RVO has been a RVO for the past 17 years.  
• The RVO last recertified as an operator on August 17, 2022. 
• The RVO worked a total of 46 hours within the last seven (7) days and no overtime within 

the past 2 weeks. 
• The RVO has had no safety violation noted in Trapeze and no reported discrepancies with 

performance and/or fitness for duty. 
 
RVO of Train ID 506 
 

• The RVO has been employed with WMATA since January 6, 2020.  
• The RVO has been operating since June 25, 2023. 
• The RVO was last certified as an operator on October 31, 2023. 
• The RVO worked a total of 57 hours within the last seven (7) days and 22 hours overtime 

within the past 2 weeks. 
• The RVO has had no safety violation noted in Trapeze and no reported discrepancies with 

performance and/or fitness for duty. 
 
Interview Findings and Written Statements 
As part of the investigation launched into the event, SAFE interviewed the three RVOs. 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. 
 
RVO of Train ID 502 
 

• The RVO stated that they were familiar with the Green Line.  
• Prior to the incident, the RVO was on a third-round trip, traveling toward the Branch 

Avenue Station for a scheduled break. 
• The RVO stated that there was a sun glare in their view, so they focused on the platform. 
• The RVO stated that they did not see anything related to the incident. 
• The RVO said they were informed of the incident upon arrival at Branch Avenue Station. 
• The RVO stated that when they left Fort Totten, “everything was smooth.” 
• The RVO said they did not use the sun visor at the time of the incident because they did 

not think they needed it at that time of the day. 
• The RVO also explained that sun visors do not work well because they did not stay down, 

as they go back up on their own. 
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• The RVO did not see anyone drawing their attention on the platform at Fort Totten. 
 
RVO of Train ID 504 
 

• The RVO stated there was a sun glare when they entered the platform at Fort Totten 
Station. They focused on the platform because of the glare. 

• The RVO stated they did not observe anyone on the roadway after their vision cleared the 
sun glare. 

• The RVO stated that the shade did not work because it went right back up. 
 
RVO of Train ID 506 
 

• The RVO said they were on their 3rd trip at the time of the incident. They experienced no 
mechanical issues with the train and did not see a sun glare when they entered the 
platform at Fort Totten Station. 

• The RVO stated they noticed a person on the platform looking down the roadway. The 
RVO stated that a person led them to see the roadway. They saw “something down there 
in the roadway” but “did not know what it was.” 

• The RVO stated that they stopped at the 8-car marker and spoke with a RTRA Supervisor. 
They advised the RTRA Supervisor that something was down there and asked them to 
check it out. 

• The RVO stated that Central asked what was going on. They advised Central that 
something was in the roadway and that the RTRA Supervisor was checking out what it 
was.  

• The RVO explained that they did not know what was going on but somehow the power 
was down while the RTRA Supervisor was still on their way to the back area. 

• The RVO stated that Central then instructed them to key down and off-load. The RVO 
stated that they keyed down and manually opened the train doors.  
 

Weather 
 
On July 31, 2024, NOAA recorded the temperature as 84°F, average wind speed at 6.7 mph, and 
relative humidity 71 percent average. There was a sun glare as you entered Fort Totten Station, 
lower level, track 2. The weather was not a contributing factor in this incident (Weather source: 
NOAA) – Location: Washington, DC. 
 
Related Rules and Procedures 
 
The Standard Operating Procedures (SOP) 40 on Procedure for Platform Berthing, Station 
Servicing and Overruns, in part, states the following: 
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Human Factors 
 
Fatigue 
 
Signs and Symptoms of Fatigue   
 
RVO of Train ID 502 
 
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 very alert at the time of the incident. The RVO reported 
experiencing no symptoms of fatigue in the time leading up to the incident. 
 
RVO of Train ID 504 
 
We evaluated signs and symptoms of fatigue that may have been present at the time of the 
incident. No video of the person involved was available to ascertain whether signs of fatigue were 
present. The RVO reported feeling fully alert at the time of the incident and experiencing no 
symptoms of fatigue in the time leading up to the incident. 
 
RVO of Train ID 506 
 
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   
 
RVO of Train ID 502 
 
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 
morning shift in the days leading up to the incident. The RVO was awake for 5 hours at the time 
of the incident. The RVO reported 8 hours of sleep in the 24 hours preceding the incident. The 
off-duty period was 14 hours, providing an opportunity for 7-9 hours of sleep. This was a 
comparable amount of sleep as the RVO's usual workday sleep durations. The RVO reported no 
issues with sleep. 
 
RVO of Train ID 504 
 
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 
morning shift in the days leading up to the incident. The RVO was awake for 8 hours at the time 
of the incident. The RVO reported 7 hours of sleep in the 24 hours preceding the incident. The 
off-duty period was 14 hours, providing an opportunity for 7-9 hours of sleep. This was a 
comparable amount of sleep the RVO’s usual workday sleep durations. The RVO reported no 
issues with sleep.  
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RVO of Train ID 506 
 
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 
morning shift in the days leading up to the incident. The RVO was awake for 7 hours at the time 
of the incident. The RVO reported 8 hours of sleep in the 24 hours preceding the incident. The 
off-duty period was 12 hours, providing an opportunity for 7-9 hours of sleep. This was a 
comparable amount of sleep 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 of Train ID 502 complied with the 
Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
WMATA's Drug and Alcohol Program determined that the RVO of Train ID 504 complied with the 
Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
WMATA's Drug and Alcohol Program determined that the RVO of Train ID 506 complied with the 
Drug and Alcohol Policy and Testing Program 7.7.3/6. 
 
Findings 
 

• The person entered the roadway at the end gate of the 8-car marker without authorization 
and positioned themselves horizontally across the track at Fort Totten Station, lower level 
on track 2. 

• The person extended their arm out and touched the third rail. After touching the third rail, 
the person appeared to be unconscious just before the collision with Train ID 502. 

• The RVO of Train ID 502 did not see the person and was unaware of the collision until 
they were notified. The RVO stated that they focused on the platform with a sun glare at 
the Fort Totten Station entrance area. 

• Two more trains (Train IDs 504 and 506) subsequently struck the person’s remains on the 
roadway. 

• The RVO of Train ID 504 did not notice the scene and was unaware of the incident. The 
Rail Vehicle continued in service until they were notified.  

• The RVO of Train ID 504 stated they focused on the platform with a sun glare, as they 
entered the platform limits at Fort Totten Station. 

• The RVO of Train ID 506 reported seeing “something” on the roadway to an RTRA 
supervisor at Fort Totten Station and the MICC. 

• Appropriate police and emergency personnel subsequently responded to the incident. 
• The end gate at the 8-car marker displayed no trespassing signage. The suicide and crisis 

988 lifeline information was available near the end gate at Fort Totten Station. 
• The RVOs of Train ID 502 and 506 reported that their 7000 series train sunshades in the 

cab (i.e., L7276 and L7146) did not function properly as designed. They retracted 
sporadically, not staying in place for appropriate use.  

• An inspection of a randomly selected 7000 series train (i.e., 7616) sunshade in the cab 
also resulted in a similar malfunction. 
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Immediate Mitigation to Prevent Recurrence 
 

• 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, all 
three RVOs were removed from service for post-incident testing.   

• Train IDs 502, 504 and 506 were removed from service for post-incident investigative 
measures. 

 
Probable Cause Statement 
 
The probable cause of the collision event at Fort Totten Station on July 31, 2024, was the action 
of the person who trespassed onto the roadway and subsequently was struck by the train. The 
contributing factors of the collision were a sun glare at the station entrance for the RVOs of Train 
IDs 502 and 504. The RVO of Train ID 504 focused their vision toward the platform edge due to 
a customer on the edge of the platform looking into the roadway.  
 
Recommended Corrective Actions 
 

Corrective 
Action Code Description 

Responsible 
Party 

Estimated 
Completion 

Date 
118764_SAFE
CAPS_Fleet_0
01 

Review possible operating issues with the 7K 
Sun Visor and an adjustment procedure may be 
added to maintenance activities of the 7K cars. 

CMNT  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.   
 
RVO of Train ID 502 
 
The RVO is a WMATA employee with approximately two and a half years of service as an RVO. 
The RVO holds a RWP Level 2 certification that expires in April 2025.  
 
The RVO stated that they were familiar with the Green Line. Prior to the incident, the RVO was 
on a third-round trip, traveling toward the Branch Avenue Station for a scheduled break. The RVO 
was operating a 7000-series train.  
 
The RVO mentioned there is a sun glare as you exit the tunnel entering Fort Totten Station during 
certain times of day.  
 
The RVO stated that the glare was “right there,” so they focused on the platform. They made 
visual gestures with their hands, pointing to the direction of glare that shined over their view in the 
cab. 
 
When asked, the RVO replied that they did not see anything relating to the incident as they 
entered the station. The RVO stated that they were informed of the incident upon their arrival at 
Branch Avenue Station. The RVO stated that their train came in contact with a person and that 
another train behind them also came in contact with the person. 
 
The RVO was asked if they noticed any rough train movement at the time of the incident. They 
replied that they did not know because the train sometimes shook over certain areas. The RVO 
stated that when they left Fort Totten, “everything was smooth.” 
 
When asked, the RVO stated that 7000 series trains have a sun visor in the operator cab. They 
explained that the visor could be pulled down, but it did not always stay down because it went 
back up on its own. The RVOs added that other RVOs use things such as bottle caps, napkins, 
etc. to keep the visors down. 
 
The RVO said they did not use the visor at the time of the incident. They believed they did not 
need it at that time of the day. They experienced the glare at Fort Totten but were not prepared 
for it.  
 
When asked, the RVO did not recall their speed entering the station. They did not see anyone 
drawing their attention on the platform at Fort Totten. The RVO was informed of the contact 
information for the EAP program. 
 
RVO of Train ID 504 
 
The RVO is a WMATA employee with approximately 22 years of service and 16 years of 
experience as an RVO. The RVO holds a RWP Level 2 certification that expires in January 2025.  
When asked, the RVO stated that they came into the Fort Totten Station at 40 miles an hour. 
There was a glare coming into the station. The RVO stated, “There’s always a glare.” They 
focused on the platform with the glare. 



Incident Date: 07/31/2024  Time:  11:00 hours Page 21 
Final Report – Collision Rev. 1  
E24601 

Drafted By:      SAFE 711 – 09/17/2024 
Reviewed By:  SAFE 703 – 09/18/2024 
Approved By:  SAFE 707 – 10/11/2024 

 
The RVO was asked about the glare and if they used the train’s shade. The RVO stated that the 
shade did not work because it went back up. The RVO stated that they stopped at the 8-car 
marker.  
 
When asked, the RVO stated that after passing the glare, they saw the people on the platform at 
Fort Totten Station. They did not receive information about the incident until they were between 
Shaw and Mount Vernon Stations. They heard the power was down and Train ID 506 was stopped 
at Fort Totten Station. 
 
RVO of Train ID 506 
 
The RVO is a WMATA employee with approximately four years of service and one year of 
experience as an RVO. The RVO holds a RWP Level 2 certification that expires in May 2025.  
 
The RVO said they were on their third trip at the time of the incident and experienced no 
mechanical issues with the train. 
 
The RVO was asked if there was a glare as they entered Fort Totten. They explained that there 
was no glare at that time. 
 
The RVO explained that they monitor speed commands, making sure they are at a good speed, 
usually between 35 and 37 mph. They checked to see the “big picture” and the platforms to see 
what was going on the platform. 
 
The RVO stated they noticed a person on the platform looking down the roadway. The RVO stated 
that the person led them to see the roadway. They saw “something down there in the roadway” 
but “did not know what it was.” 
 
The RVO mentioned they stopped at the 8-car marker and saw a supervisor on the platform. They 
asked the supervisor to come to the lead car and advised the supervisor that something was in 
the roadway and asked them to check it out.  
 
The RVO stated that Central contacted them at that point, and the third rail power was shut down. 
The RVO stated Central asked what was going on. They advised Central that something was in 
the roadway and that the supervisor was checking out what it was.  
 
The RVO explained that they did not know what was going on but somehow the power was down 
while the supervisor was still on the way to the back area. 
 
The RVO stated that Central then instructed them to key down and off-load. The RVO stated that 
they manually opened the train doors.  
 
The RVO said they did not know the train had a back-up system to keep it running, operating 
doors and other essential functions. 
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Appendix B – RVO Incident/Accident Reports 
 

 
 
RVO Incident/Accident Reports (RVO of Train ID 502) - Page 1 of 3 
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RVO Incident/Accident Reports (RVO of Train ID 504) - Page 2 of 3 
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RVO Incident/Accident Reports (RVO of Train ID 506) - Page 3 of 3 
 
 
  



Incident Date: 07/31/2024  Time:  11:00 hours Page 25 
Final Report – Collision Rev. 1  
E24601 

Drafted By:      SAFE 711 – 09/17/2024 
Reviewed By:  SAFE 703 – 09/18/2024 
Approved By:  SAFE 707 – 10/11/2024 

Appendix C – Certifications 
 
RVO of Train ID 502 
 

 
Training Certification - Page 1 of 3 
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Training Certification - Page 2 of 3 
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Training Certification - Page 3 of 3 
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RVO of Train ID 504 
 

 
 
Training Certification - Page 1 of 2 
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Training Certification - Page 2 of 2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RVO of Train ID 506 
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Appendix D – RTRA Preliminary Managerial Report 
  

 
 
RTRA Management Report - Page 1 of 4 
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Images of Forward Video 
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Train ID 502 (L7276) 
 

 
Train ID 506 (L7298) 
 
 
 
 
7000 Series Train Sunshade 
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A sunshade of a randomly selected 7000 series train (L7616) was inspected for its functionality as designed. The 
train sunshade sporadically retracted by itself, not staying in place for appropriate use. 
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	W-0450 Collision at Fort Totten - July 31, 2024 ( E24601).pdf
	E24601 - 20240731 - Final Report - Collision (Person Struck by a Train) - Fort Totten Station - Rev. 1.pdf
	Abbreviations and Acronyms
	Executive Summary
	Incident Site
	Field Sketch/Schematics
	Purpose and Scope
	Investigative Methods
	Investigation
	Chronological Event Timeline
	Closed-Circuit Television (CCTV)/Digital Image
	The Office of Chief Mechanical Officer/Vehicle Monitoring and Diagnostic System
	Office of Rail Transportation (RTRA)
	Interview Findings and Written Statements
	Weather
	Related Rules and Procedures
	Human Factors
	Fatigue
	Signs and Symptoms of Fatigue
	Fatigue Risk

	Post-Incident Toxicology Testing

	Findings

	Immediate Mitigation to Prevent Recurrence
	Probable Cause Statement
	Recommended Corrective Actions
	Appendices
	Appendix A – Interview Summaries
	Appendix B – RVO Incident/Accident Reports
	Appendix C – Certifications
	Appendix D – RTRA Preliminary Managerial Report
	Appendix E – RTRA Supervisors’ Report
	Appendix F – Photographs
	Appendix G – Maximo
	Appendix H – Metro Transit Police Event Report
	Appendix I – Why-Tree Analysis



