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Presenter
Presentation Notes
Good afternoon Chairman Benjamin and members of the WMATA Board.  I am Debbie Hersman, Chairman of the National Transportation Safety Board.  Thank you for scheduling this meeting today.  This is a unique circumstance that brings together both the members of the NTSB and the members of the WMATA Board.  Joining me today are Vice Chairman Chris Hart, Member Robert Sumwalt, Member Mark Rosekind and Member Earl Weener.  I’ll begin with a brief discussion of the Safety Board’s findings from the investigation of the collision of two Metrorail Trains on June 22, 2009.  The presentation includes the animation we showed at our Board meeting two weeks ago.      



2

•

Accident Summary

Presenter
Presentation Notes
The accident resulted in nine fatalities, including the train operator, and emergency response agencies reported transporting 52 people to local hospitals. What our investigators found, and the report concluded, was that the collision resulted from a failure of the track circuit modules, which caused the automatic train control (ATC) system to lose detection of one train, allowing a second train to strike it from the rear. The NTSB also cited WMATA for failing to ensure that a verification test developed after a 2005 incident involving two near-collisions near Rosslyn station was used system wide.  This test would have identified the faulty track circuit before the accident.
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Accident Summary

Presenter
Presentation Notes
Beyond faulty track circuits, the Safety Board’s investigation also revealed layers of safety deficiencies and a systemic breakdown of safety management at all levels. The Safety Board concluded that the following factors also contributed to the accident: the lack of a safety culture within WMATA; ineffective safety oversight by the WMATA Board of Directors and the Tri-State Oversight Committee; and the Federal Transit Administration’s lack of statutory authority to provide federal safety oversight.  We also cited that WMATA’s failure to replace or retrofit the 1000-series cars, after these cars were shown in previous accidents to exhibit poor crashworthiness, contributed to the severity of passenger injuries and the number of fatalities.  As a result of this investigation, the NTSB made over 20 recommendations – to the U.S. DOT, the FTA, TOC, WMATA, Alstom Signaling and transit authorities in six states that use GRS Generation 2 modules.
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Animation

Presenter
Presentation Notes
I’d like to now show an animation of the accident sequence.  The motion of the struck train, number 214, was derived from data retrieved from its event recorders.  The striking train, number 112, did not have event recorders.  Consequently, its motion was derived from a simulation based on speed commands from the train control system and train performance characteristics.  The animation shows two views of the trains in real time.  
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Animation

Presenter
Presentation Notes
The top of the screen shows an overhead view of both trains as they travel inbound on the Red line from the Takoma station to the Ft. Totten station.Striking train 112 is indicated by the blue arrow, and struck train 214 is shown by the orange arrow.  The yellow dots on the track delineate each segment of the track circuits.  WMATA’s automatic train control system is designed to issue speed commands to trains to ensure that at least one unoccupied track circuit separates trains. 
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Animation

Presenter
Presentation Notes
The middle section of the screen shows the time of day, the speed commands issued by the train control system, and the actual speeds of each train.  
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Animation

Presenter
Presentation Notes
Finally, the bottom of the screen shows a view riding along with the striking train, up to the point that it collided with the stopped train.  Please stop the animation.
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Probable Cause
• Failure of the track circuit modules that caused 

the automatic train control system to lose 
detection of train 214 and thus transmit speed 
commands to train 112 up the point of impact

• WMATA’s failure to ensure that an enhanced 
track circuit verification test was 
institutionalized and used system-wide after 
the 2005 Rosslyn near collisions, which would 
have identified the faulty track circuit before 
the Fort Totten accident

Presenter
Presentation Notes
The probable cause of the accident was the failure of the track circuit modules that caused the automatic train control system to lose detection of train 214 and thus transmit speed commands to train 112, up to the point of impact.  And, WMATA’s failure to ensure that an enhanced track circuit verification test was institutionalized and used system-wide which would have identified the faulty track circuit before the accident.
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Contributing to the Accident
• WMATA’s lack of a safety culture
• WMATA’s failure to effectively maintain and monitor 

performance of the ATC system
• GRS/Alstom failure to provide a maintenance plan to 

detect spurious signals that could cause a malfunction
• Ineffective oversight by WMATA Board of Directors
• Ineffective oversight by TOC and its lack of safety 

oversight authority
• FTA’s lack of statutory authority to provide Federal 

safety oversight

Presenter
Presentation Notes
We also identified a number of contributing factors to the crash, including WMATA’s lack of a safety culture.
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Recommendations
• 23 new recommendations
• USDOT (1)
• FTA (2)
• TOC (1)
• WMATA Board of Directors (1)
• WMATA (15)
• Alstom (2)
• Other transit agencies (1)

Presenter
Presentation Notes
We made 23 recommendations, of which 15 were specifically directed to WMATA.  One recommendation was directed to you, the Board of Directors.
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Recommendation to WMATA Board

• Elevate safety oversight role of WMATA Board:  
• (1) Develop a policy statement to explicitly and publicly 

assume the responsibility for continual oversight of 
system safety;

• (2) Implement processes to exercise oversight of 
safety system, including appropriate proactive 
performance metrics; and,

• (3) Evaluate actions taken in response to NTSB and 
FTA recommendations, as well as the status of open 
corrective action plans and the results of audits 
conducted by the TOC.

Presenter
Presentation Notes
Our recommendation to the WMATA Board asks you to elevate your safety oversight of the WMATA organization in three ways:  developing a policy statement to explicitly and publicly assume the responsibility for continual oversight of system safety; implementing processes to exercise oversight of the safety system, including appropriate proactive performance metrics; and, evaluate the actions taken in response to the Safety Board’s and Federal Transit Administration’s recommendations, as well as the status of open corrective action plans and the results of audits conducted by the Tri-State Oversight Committee.
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Presenter
Presentation Notes
This concludes the slide presentation.  
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