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1.

EXECUTIVE SUMMARY

1.1.

This Report discusses the findings of the Board of Inquiry into the investigation following a head-on collision between Blaney and Southdown stations
involving MLPS Train 47014 and TFR Train 4213.

1.2.

On the morning of 20 May 2015, at approximately 11h30, Shosholoza Meyl
Train Number 47014 en route to Gauteng and TFR Train Number 4213 en
route to East London collided head-on in the section between Blaney and
Southdown stations, in the Eastern Cape between km point 159/07 and
mast pole 5/11.

1.3.

The stations of Blaney and Southdown are situated on the mainline between
East London and Springfontein, where it joins the Bloemfontein – De Aar
line. The method of train control from East London to Blaney is centralised
traffic control (CTC). From Blaney to Springfontein, the train control method
is the track warrant system (TWS). The intra-face between the two methods
of control is Blaney Station. Southdown, is the first station under track warrant control outside Blaney.

1.4.

At Blaney Station, the method of train control changes from CTC on the side
towards East London to TWS towards Queenstown.

1.5.

On the day of the incident, Passenger Train 47014 was running approximately 75 minutes late when it left East London, en route to Blaney.

1.6.

The train crew was unable to use the on-board radio that is connected to
the locomotive and had to rely on a portable radio handset as a means of
communication with Train Control Officer (TCO).
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1.7.

Upon arrival at Blaney Station, the train crew obtained a token from the
TCO, to proceed to Southdown on the TWS section. Train 47014 left Blaney
Station at 11h22 en route to Southdown. At 11h30 it collided head-on with
TFR Train 4213.

1.8.

TFR Train 4213 was travelling from Amabele Station to Blaney Station. The
train departed Amabele Station at approximately 10h39 with a token from
the same TCO. The train crew had instructions to report to the TCO when
they cleared Southdown Station.

1.9.

According to the voice loggers the Train Driver reported to the TCO at approximately 11h15 that they had cleared Southdown. Instead of repeating
Southdown, the TCO repeated Blaney.

1.10. The train crew did not correct the error made by the TCO as to the whereabouts of the TFR Train, which led to Passenger Train 47014 being authorised into the section in which the TFR Train was travelling.

1.11. This led to the head-on collision between Train 4213 and Train 47014.

1.12. At least two MLPS Tranship Porters were fataly injured with other commuters and train crew members treated for their injuries in hospital. There were
also extensive damage to both the infrastructure and the rolling stock.
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1.13. From the investigation, the following was found:

Transnet Freight Rail
(i)

The TCO responsible for TWS section, on receiving the report from
the Train Driver that his train, TFR Train 4213, has cleared Southdown responded by repeating “11h16 Blaney’’. No response to this
erroneous reply of the TCO by the Train Driver could be found recorded on the voice logger. In doing so, the TCO committed an error
for not calling the train crew to repeat the name of the cleared station.
The procedure of the handshaking communication is: (a) Step 1: Person giving an instruction, or transmitting information (in this case the
Train Driver) initiates the process, (b) Step 2: The person receiving
the message (in this case the TCO), repeats the message to the
sender and (c) Step 3: The sender (the Train Driver in this case) verifies correctness and then acknowledges received message.

(ii)

If the steps above were followed, the train driver should also have
responded when he did not receive the repeat of the message from
the TCO;

(iii)

Following the conversation mentioned in 1.13(i) between the TCO
and the Train Driver of TFR Train 4213 , the TCO on the TWS section
issued a TWS authority for MLPS Train 47014 to proceed from
Blaney to Southdown ;

(iv)

Responding to the request from the TCO controlling the TWS section,
the TCO on the CTC section operated the signals at Blaney admitting
MLPS train 47012 into the Blaney to Southdown section without asking the TCO on the TWS section about the whereabouts of the TFR
train 4213;
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(v)

There was no formal procedure available to control the hand over
process of trains between the TWS and CTC train control offices.
They merely phone each other;

(vi)

The current work roster at the CTC is done in such a way that the
TCO’s work a 12 hour shift for 4 days and are off duty for 2 days. This
is followed by 12 hour shifts for 8 days and off duty for 4 days. This
implies that on the 8 day shift the Train Control Officers ( TWC and
CTC) work for a total of 96 hours. Three shifts out of the eight shifts
are night shifts and five are day shifts. The hours worked in the train
control environment increase the risk for developing fatigue and may
result in TCO’s making mistakes. According to literature on fatigue,
one of the risk factors of fatigue is continuous work for more than 64
hours in a seven-day cycle. Risk factors for fatigue have not been
identified and suitable controls to mitigate these have not been put in
place. This implies that there is no fatigue management at the depot
as required by the SANS 3000-4.

(vii)

Besides the number of hours worked at the CTC, the other concern
was the lack of a suitable time for the Train Control Officers to take
breaks from their stations. The time when employees at the CTC can
take a break from their stations is not visible in their schedules or
recorded anywhere. The other risk factor for fatigue is continuous
work for over 5 hours without at least a 30 minutes break.

(viii)

According to the TCO, there was background noise during the day
of the incident and as a result her hearing was impaired. She could
not hear what was being said over the radio. The results of the noise
survey show that the noise levels in the CTC offices are within acceptable levels, however, it is not clear under which conditions these
measurements were taken. The noise measurements should be
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taken under worse case scenarios when radiosand telephones are
working both at the track warrant office and at the train control office.
Moreover, these measurements should be taken when there is background noise such as the cutting of grass and shunting activities to
determine what impact these will have on the audibility when someone communicates over the radio.
(ix)

The TCO on duty in the TWS Office at the time of the collision felt
that she did not receive adequate formal training on the application
of the newly installed on-board computer (OBC) system;

(x)

The crew on board Train 4213 reported that the on-board radio handset was malfunctioning;

(xi)

The CPL Assessor on board Train 4213 drove the TFR Train whilst
assessing the train crew from Goshen to Amabele Station in order to
validate his road knowledge certificate;

(xii)

The CPL Assessor did not instruct the train crew to complete the
handshake procedure and allowed them to act on instructions from
the TCO during his assessment without completing the handshake
action;

(xiii)

There is a high vacancy rate, with posts not having been filled for a
considerable period of time; at the time of the incident there were only
8 Train Control Officers instead of the approved staff complement of
16. This poses a challenge as The TCO co-ordinators are unable to
fulfil their supervisory duties because they have to control trains as
well. The shortage of staff has also resulted in the excessive number
worked by the CTC employees.
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PRASA
(xiv)

Train Drivers are working extended hours to cater for staff shortages.

(xv)

The driver of Train 47014 is also acting as a Section Manager; to this
end task observations are no longer performed, thus compromising
safety.

(xvi)

The BOI was informed that there is no Safety Manager responsible
for MLPS drivers at the East London Depot;

(xvii) The train crew did not have a schedule of all other trains on their
route.
(xviii) The trains operating between Blaney and East London on the CTC
section are equipped with radios that operate on different frequencies
to those operating from Blaney to Springfontein on the TWS section.
The radio frequency is manually changed by the Train Driver when
moving from, or to, the CTC section at Blaney. The implication is that
Train Drivers on trains running on the CTC section cannot communicate with the TWS Office, or trains in the TWS area, and vice versa.
(xix)

The train crew of MLPS 47014 were thus unable to listen to the
authority given to TFR Train 4213.
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1.13.1.

Direct Cause

(a) The head-on collision was attributed to the TCO on the TWS section
authorising two trains into the same section and/or alternatively the
TCO authorising MLPS Train 47014 into a section that was already
occupied.

1.13.2.

Root Cause

(a)

Standard handover procedure not been followed between two train
control sections between the TCO on the TWS section and the TCO
on the CTC section, and between TCO on the TWS section and
TFR Train 4213.

(b)

Lack of supervision as a result of staff shortages;

(c)

The malfunctioning of the on-board radio handset in the TFR Train
4213.

(d)

Risk Profiles not being utilised effectively.
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1.14. The Board of Inquiry recommends:
1.14.1.

Short-Term Corrective Measures (0-6 Months)

1.14.1.1. The TCOs responsible for Track Warrant to receive adequate
training on their on- the-job requirements and systems, including,
but not limited to the OBC.

1.14.1.2. The operating instructions that manage the interface between two
different operating sections shall be modified to ensure that train
movements from one control section to the adjacent control section is agreed to by both TCOs once they have satisfied themselves that there are no trains in the section into which the train
movement must be authorised.

1.14.1.3. When the handshaking procedure is not completed, including that
where a train reports its position after passing through a station,
no other train may be authorised to enter the section.

1.14.1.4. When the Train Driver suspects that the train radio failed, he must
immediately contact the Train Control Office via his cellphone to
report the failure. No further train authorisations, which affect the
train with the failed radio, may be issued.

1.14.1.5. Task observations should be done on a monthly bases; as stipulated in the Human Factors Management Standard SANS 30004.

1.14.1.6. MLPS train crew and TFR safety critical grades( TCO and drivers)
should attend symposiums at least once a month; as stipulated in
the Human Factors Management Standard SANS 3000-4.

1.14.1.7. Section Managers to actively supervise their subordinates to ensure that they are following the correct procedures.

Page 11 of 61

1.14.2.

Medium Term Corrective Measures (6-12 Months)

1.14.2.1. PRASA to fill all safety critical grades vacancies, including the appointment of personnel responsible for safety in MLPS for East
London Depot.

1.14.2.2. TFR to fill all safety critical grades vacancies

1.14.2.3. Train Control Officers’ roster to be reviewed with a view of reducing the amount of working hours and to create intervals between
shifts.

1.14.2.4. PRASA and TFR to repair all on-board train radios and to cease
the use of portable handset radios.

1.14.2.5. During the symposiums, safety critical grades should be educated
on matters relating to the human factors management standard.

1.14.2.6. All Section Managers to attend training in risk assessment and
risk profiling of employees and how to effectively conduct task observations on the employees.

1.14.2.7. The noise measurements at the CTC should be measured during
worse case scenarios, which is reflective of the work environment. Office ergonomics should also be considered to determinethe best suitable workstation arrangements to ensure a more
efficient and productive environment.
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1.14.3.

Long Term Corrective Measures (12 Months - Onwards)

1.14.3.1. The EAP Policy should be reviewed. Currently employees have
the option to attend or simply refuse to attend EAP. This is a risky
practise as individuals do not have the insight to make such decisions especially when they have been involved in a traumatic experience. Regardless of the magnitude of the incident, employees
can simply refuse to attend EAP. Some guidance is needed from
the operator to determine which incidents should be referred to
EAP. Moreover, it is imperative that a psychological assessment
is performed after an incident to determine if the individual should
resume their safety critical duties. Therefore, the revision of the
Policy should consider all of these factors and ensure that they
are adequately addressed;
1.14.3.2. The OBC system must be installed in all trains and monitored for
use at all times.
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2.

QUICK REFERENCE
Date of incident

: 20 May 2015

Time of incident

: 11h30

Place of incident

: Between Blaney and Southdown Stations, at
kilometre point 159/07 mast pole 5/11

Trains involved

: PRASA train 47014 and TFR train 4213

Persons directly involved in the
incident

: Ms. S.M Pillay, TCO Track Warrant
: Mr. J.C. du Preez, MLPS Train Driver
: Mr. E.W.A. Schaefer, MLPS Train Assistant
: Mr. C. Slater, TFR Train Driver
: Mr. L.T.J. Thabane, TFR Train Assistant
: Mr. B. Tailor, TFR Assessor

Persons injured and fatalities

: Two (2) MLPS Porters fataly injured
: TFR and MLPS Train crew were treated for
injuries
: Thirty five (35) commuters were treated for injuries

Cause of incident : The head-on collision was attributed to the TCO on the TWS
system authorising two trains into the same section and/or alternatively the TCO
authorising MPLS Train 47014 into a section that was already occupied.
Assets condition damages:
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Infrastructure: There were damages to 100 sleepers,an overhead tension electric
(OHTE) wire and one mast pole.
Rolling stock : Two diesel locomotives with five cement wagons and two electrical
locomotives and three passenger coaches
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3.

DEFINITIONS AND ABBREVIATIONS
BOI

Board of Inquiry

CTC

Centralised Train Control

EAP

Employment Assistance Programme

Incident/accident

Used Interchangeable with Derailment

Km/h

Kilometre per Hour

OBC

On-board Computer

PRASA

Passenger Railway Agency of South Africa

Rolling Stock

Motor Coaches/Locomotives/Wagons

RCAT

Root Cause Analysis Technique

RIO

Rail Incident Officer

RSR

Railway Safety Regulator

TFR

Transnet Freight Rail

TCO

Train Control Officer

TWO

Train Warrant Officer

TWS

Track Warrant System

5P’s

Position, Place, Parts, Paper and Process
Evidence
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REPORT OF THE BOARD OF INQUIRY INTO THE CIRCUMSTANCES WHICH
RESULTED IN A HEAD-ON COLLISION BETWEEN MLPS TRAIN 47014 AND
TFR TRAIN 4213 THAT OCCURRED BETWEEN BLANEY AND SOUTHDOWN STATIONS ON THE 20TH MAY 2015.

REFERENCE NUMBER: RSR/20150520/004
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4.

STATEMENT OF INTENT, OBJECTIVE OF THE INQUIRY AND TERMS OF
REFERENCE
4.1. STATEMENT OF INTENT
This inquiry has been constituted in accordance with Section 38 of Railway
Safety Regulator Act, Act 16 of 2002 (as amended). The Inquiry is conducted
with the objective of:a)

determining the facts of the occurrences;

b)

determining the immediate and underlying causes;

c)

making recommendations to prevent, or reduce the risk of recurrence.

4.2. THE OBJECTIVE OF THE INQUIRY

4.2.1.

The Inquiry was conducted for the following objectives:

4.2.1.1. Determining the facts of the occurrence covering all of the five
elements or types of evidence that must be gathered or considered as per the root cause analysis technique (RCAT), namely:
4.2.1.1.1.

Position evidence;

4.2.1.1.2.

People evidence;

4.2.1.1.3.

Parts/component evidence;

4.2.1.1.4.

Paper evidence; and

4.2.1.1.5.

Process/environmental evidence.

4.2.1.2. Determining of immediate causes;
4.2.1.3. Determining of underlying causes;
4.2.1.4. Making of robust recommendations to prevent and/or reduce the
risk of, and/or mitigate the consequences of recurrence of the accident.
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4.3.

TERMS OF REFERENCE

4.3.1. The Board of Inquiry is required to investigate, make findings and report on
the following:
a. The adequacy, effectiveness and personnel knowledge of relevant proce-

dures and training.
b. Background regarding activities pertaining to adherence to, specifically

applicable train operating procedures by the Train Drivers and the TCO
concerned as set out in local instructions, General Appendix and other
applicable directives.
c. The adequacy and effectiveness of maintenance systems and procedures

for signals and communication, perway and rolling stock.
d. The effectiveness of the RSR’s previous recommendations issued to the

operator regarding similar types of occurrences; and
e. The train crew and TCO’s previous occurrence history.

The Board of Inquiry is further mandated to make robust recommendations to
prevent and/or reduce the risk of, and/or mitigate the consequences of recurrence of the accident. The Board of Inquiry is requested to formulate their recommendations in such a way that:
a)

the recommendations are clear, specific and unambiguous as to what is
expected from whom;

b)

the recommendations are measurable, practical and attainable; and

c)

the recommendations are results-orientated and coupled to specific time
frames.
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5.

SCOPE OF THE REPORT
5.1 This Report is the culmination of the in loco inspection, interviews of witnesses
and personnel from both Transnet Freight Rail (TFR) and Passenger Rail
Agency of South Africa (PRASA,) which brought about two other reports inter
alia, Signalling/Operations and the Human Factor Report. The two secondary
reports are annexed to this report.

5.2. This report is not intended to be the verbatim transcript of the investigation
and the subsequent inquiry. Only facts and evidence which are important and
relevant for the purpose of understanding this Report would be referred to
from time to time.
5.3. Any reference to a specific gender in this report is a reference to the other
and no discrimination is meant, intended or implied by the use of words or
phrases having a gender connotation.
5.4. The Report takes stock of the five elements that must be considered in order
to determine the root cause analysis. Any information of a technical nature is
based on the advice from technical expertise of fellow board members as well
as considered evidence presented to the BOI by personnel from both TFR
and PRASA.
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6.

BACKGROUND

6.1. On the morning of 20 May 2015, at approximately 11h30, Shosholoza Meyl
Train Number 47014 en route to Johannesburg and TFR Train Number 4213
en route to East London, collided head-on in the section between Blaney and
Southdown Stations in the Eastern Cape.

6.2. The stations of Blaney and Southdown are situated adjacent to each other on
the main line between East London and Springfontein where it joins the
Bloemfontein – De Aar line. The method of train control from East London to
Blaney is centralised traffic control (CTC). From Blaney to Springfontein, the
train control method is the track warrant system (TWS) of control. The interface between the two methods of control is Blaney Station. Southdown is the
first station under track warrant control outside Blaney. The second station is
Amabele.

6.2. The method of train control from East London to Blaney Station is CTC and
from Blaney station towards Queenstown is TWS.

6.3. On the day of the incident, Passenger Train 47014 was approximately 75
minutes late when it left East London for Blaney.

6.4. The train crew was unable to use the on-board radio that is connected to the
locomotive and had to rely on a portable radio handset as a means of communication with TCOs.

6.5. Upon arrival at Blaney Station the train crew of train 47014 obtained a token
from the TCO, Ms. S.M Pillay to proceed to Southdown on the TWS section.

6.6. Train 47014 left Blaney Station at 11h22 en route to Southdown and at
11h30,collided-head on with TFR Train 4213.
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6.7. TFR Train 4213 on the other hand was travelling from Amabele Station to
Blaney Station. The train departed at approximately 10h39 with a token to
proceed to Blaney station from the same TCO, Ms. S.M Pillay. The train crew
had instructions to report to the TCO once they have cleared Southdown Station.

6.8. According to the voice loggers, the TFR Train Driver reported to the TCO at
about 11h15 that it had cleared Southdown. Instead of repeating Southdown,
the TCO repeated “11H15 Blaney”.
6.9. The TCO’s error regarding the whereabouts of the TFR train, which then led
to Passenger Train 47014 being authorised to the same route in which the
TFR train was occupying, was never corrected by the train crew.

6.10. This led to the head-on collision between Trains 4213 and 47014.

6.11. As a result of the error, TFR Train 4213 was in the Section from Amabele to
Blaney Station, while Passenger Train 47104 was in the section from Blaney
to Amabele. The subsequently collided at km point 159/06.

6.12. Following the collision, two MLPS Tranship Porters were fataly injured and 35
commuters and train crew were treated for their injuries in hospital. There were
also extensive damages to both the infrastructure and the rolling stock.

6.13. The incident occurred during clear whether conditions.
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7.

SUMMARY OF EVIDENCE CONSIDERED

On site investigation conducted by the Board of Inquiry, evidence of witnesses,
including photographic evidence reveals that:

7.1.

POSITION EVIDENCE

7.1.1. The Board of Inquiry visited the scene on 29 September 2015. Upon arrival
at the scene of the accident, it was discovered that the wreck of the two
collided trains were still on the site. It was however moved to the side of the
rail.
7.1.2. The point of derailment was kilometer point 159/06. The numbering of the
poles was found to be incorrect in that the pole was numbered 5/11 instead
of 159/06.

7.1.3. According to the report by TFR, the pole was replaced afterward with another one, but the numbering was not changed to be in line with the chronological numbers of other poles.

7.1.4. Prior to the incident, TFR Train 4213 was travelling from Southdown Station
to Blaney Station. The train was reported to have been travelling at least
54 km/h in a 60 km/h section.

7.1.5. The TFR Train 4213 comprised of two diesel locomotives with 12 wagons
carrying cement. Following the collision the two diesel locomotives were
completely destroyed and wagons were cleared to Queenstown.

7.1.6. Prior to the incident, Passenger Train 47104 was travelling from Blaney Station to Southdown Station. The Passenger Train occupied the section that
was already occupied by the TFR train 4213.
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7.1.7. Prior to the incident, Passenger Train 47104 was travelling at least 60 km/h
in a 70/h km section.

7.1.8. The Passenger Train comprised of two electric locomotives and 15 coaches.
The two locomotives were completely destroyed and three of the coaches
derailed. The remaining 12 coaches were cleared to East London.

7.1.9. The track was closed for repairs and only reopened at 20h35 on 22 May
2015. A speed restriction of 15 km/h was imposed.

7.1.10.

The attached pictures and the explanatory note referred to as Figure

1 to 6, respectively gives an illustration of the point of collision and the
wreck’s positioning after the incident.

Figure 1: Pictures of the wreck after the collision
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Figure 2: Pictures of the wreck after the collision

Figure 3: Pictures of the wreck after the collision
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Figure 4: Pictures of the wreck after the collision

Figure 5: Pictures of the cement wagon of the TFR train
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Figure 6: Pictures of the wreck after the collision

7.2.

Parts / Component Evidence

7.2.1 The collision occurred on the 20 May 2015 and the BOI visited the scene on 29
September 2015. The severity of the collision and damage cannot be under
estimated in that four months after the accident, the wreck was still not cleared
from the scene.

7.2.2 The extent and the seriousness of the collision and damage may also be observed from the fact that the line had to be rebuilt and was only opened on 22
May 2015, two days after the incident.

7.2.3 The two diesel locomotives of TFR Train 4213 were completely destroyed after
the collision.

7.2.4 The two electric locomotives of Passenger Train 47104 were equally destroyed
after the collision.

7.2.5 The picture and the explanatory note below illustrates the extent of the damage
at the time of collision and after the line was opened, with the wreck pushed to
the side.
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Figure 7: Pictures of the damaged rail found on the site

Figure 8: Picture of the wreck still on the scene of incident
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Figure 9: Picture of the opened lane with the wreck still on site

7.2.6 With regard to the evidence collected, the Board of Inquiry finds that there seem
to be a problem with the running conditions of locomotives within PRASA. Despite the submission that the train service was within schedule, the BOI could
not understand why the Passenger Train was 75 minutes late, due to the fact
that one locomotive was faulty, because its brakes could not pick as testified by
the Train Assistant. Moreover, the train radio was also faulty and could not be
used. To this end, the BOI is of the view that there is a gap in the maintenance
of the rolling stock.

7.2.7 Again, the TFR train crew , having not completed the handshake when communicating with TCO, submitted to the BOI that their train radio was also faulty.
They confirmed that they have tried to unplug and plug it back again, but with
no success.
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7.2.8 The evidence before the BOI suggests that the portable handset radio that was
used by Passenger Train 47104 only limits conversation between Train Driver
/ Assistant and TCO in that you have to change channels from one section to
another. The portable radio is rated to broadcast signal strength of 4 watts,
whereas the built-in radio in the locomotive broadcast signal strength of 20
watts – 5 times more than the portable radio. Irrespective of which of the two
radios are used, the frequency has to be changed manually at Blaney Station.
The PRASA Train Driver testified that for his journey he had to switch from
Channel 9 to Channel 12 and that while logged on to one channel, you cannot
hear discussions on another channel. To this end, he was unable to hear the
conversation between the TCO and the TFR train.
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7.3.

People Evidence

WITNESS TESTIMONY
Witnesses were called upon to testify before the Board during the period 30 September to 1 October 2015. The purpose of the interviews was to understand the sequence
of events that led to the incident as well as to establish what caused the head-on
collision. The following witnesses testified before the Board:

ITEM

PARTICULARS

EMPLOYER

1

Mr. J.C du Preez – Train Driver

PRASA

2

Mr. E.W.A. Schaefer – Assistant Train

PRASA

Driver
3

Colen Bosh – Risk and Safety Compliance

PRASA

4

Mr. Lebogang Mokoena – Safety officer

TFR

5

Mr. Brant Tailor – Assessor

TFR

6

Mr. Lehlohonolo Thabane – Train Assis-

TFR

tant
7

Ms. S.M Pillay – Train Control Officer

TFR

8

Mr. Meka Badiyana – Cordinator CTC

TFR

9

Mr. Erick Klackers – Section Manager

TFR

10

Mr. Johan Myburgh – Telecommunication

TFR

Manager
11

Ms. Nomachule Mbatha – Section Man-

PRASA

ager
12

Mr. Antonio Murray – CTC

TFR
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1st Witness – Train Driver, Shosholoza Meyl

7.3.1.

He has been employed as a Train Driver with PRASA for a period of at least
nine years, since 2006. Prior to his employment with PRASA, he worked for
TFR for at least eight years;

7.3.2.

On 1 August 2014, he was appointed as the Acting Section Manager, a
position he holds to date. Despite being appointed to act, he is still required to
drive trains;

7.3.3.

With regards to medicals, he testified that he last did his medicals in 2014.
Furthermore, he last attended a refresher course during October 2014;

7.3.4.

In relation to the incident, he testified as follows that:

7.3.4.1. He

began

preparing

for

his

trip

and

had

to

use

two

locomotives;

7.3.4.2. One locomotive was faulty as the vacuum was not picking, as a result
he had to change to another locomotive;

7.3.4.3. The train left at least 75 minutes late. On his journey he had to use
a portable hand radio as the train radio was faulty and went for
repairs. As for the hand radio, he testified that he is required to
change channels from one section to the other in order to get good
reception;

7.3.4.4. The train arrived at Blaney Station at 11h18. He then disembarked
and his Assistant spoke to the TCO in theTrack Warrant Office in
order to get authorisation for the track warrant section;
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7.3.4.5. At 11h22 they were given authorisation to proceed to Southdown. At
the time they were not aware of the TFR Train for the reasons that
they are not being provided with train schedules and further that their
channel was not connected to the channel that the TCO responsible
for TWS was using to communicate with the TFR Train Crew;

7.3.4.6. According to the witness they were being led blindly by the TCO;

7.3.4.7. At 11h30 they saw another train approaching from the opposite
direction. He applied emergency brakes, but the TFR Train was still
coming towards them. The witnesses then jump from the train where
after there was a collision.

7.3.5. With regards to his acting position, the witness testified that he has been acting
for a period of one year. He, however, cannot perform some of his functions
due to the fact that he still has to drive trains.

7.3.6. The witness further mentioned that as personnel, they are stressed due to trains
sometimes running late due to problems with locomotives.

7.3.7. As a recommendation to prevent similar incidents from happening, the witness
testified that train radios should be prioritised and that trains schedules should
be made available.
2nd Witness – Assistant Train Driver, Shosholoza Meyl

7.3.8. The witness testified that he has been a Train Assistant at TFR for 33 years. He
has been working a Train Assistant for PRASA for 5 years. He has done his
refresher training during September 2014 and has done his medicals the past two
years and was declared fit.

7.3.9. As far as it relates to the incident the witness testified as follows:
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7.3.9.1.

He reported for duty at 07h45;

7.3.9.2.

He waited for the Train Driver to come on duty;

7.3.9.3.

As he was preparing for the trip he proceeded to the locomotive and
did his pre-trip inspection. He discovered a problem with the second
locomotive in that its braking system was not picking and as a
consequence he then returned that locomotive and replaced it with
locomotive 7067;

7.3.9.4. After all the preparation for the trip was done they then departed the
station 75 minutes late;

7.3.9.5. Upon arriving at Blaney Station, they had a problem with the signal that
was displaying no aspect. They then proceeded to Blaney Station and
one of their locomotive started shaking;

7.3.9.6. They made contact with the TCO for a token. The witness further
mentioned that the Train Control Officer issued them with a token to
Southdown, which was cleared from the mainline. The authority was
that they should proceed to Southdown. Upon him receiving the token,
he repeated the token to the TCO who in turn also repeated that it’s
Southdown.

7.3.9.7. As the train proceeded and in less than few minutes they approached
a curve and saw a TFR train, which was approaching from the opposite
side.

7.3.9.8. They were shocked about the oncoming TFR train as it was on same
track as their train. He then went to the steps of the train and waited
for a reaction from the TFR Train. Because he saw the TFR train
approaching at a high speed, he decided to jump from the moving train.
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When he jumped from the train, he did not see the Train Driver who
was jumping out from the other side of the train;

7.3.9.9. Before jumping from the train, he did not communicate with the Train
Driver.

7.3.10.With regards to post incident the witness testified as follows, that:

7.3.10.1. After the incident he has consulted with EAP at least 3 to 4 times;

7.3.10.2. He was off duty from the time of the incident until to the month of August
2015;

7.3.10.3. The witness further testified that due to the vacancies at hisw orkplace
some of the safety talks are no longer done. This includes, but not
limited to task observations.

7.3.11.

The witness further testified that the incident may have occured as a
result of the fact that every communication by Train Drivers with the
TCO were not accessible to them as they have to change channels
from station to station. According to the witness, if the train radios were
fixed similar incidents could be prevented as all communication will
reach all trains.

3rd Witness – Risk and Safety Compliance Officer, PRASA Rail.

7.3.12.The witness testified that he has been working at PRASA since 1979 and that he
has been a Risk and Safety Compliance Officer since 1999.
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7.3.13. With regards to the incident he testified as follows:

7.3.13.1. That he has been activated an hour after the incident. He then visited
the scene to establish the situation on the ground;

7.3.13.2. Upon arrival he activated various members of his team for assistance;

7.3.13.3. Their Section Manager took over the RIC duties and later handed it
over to the network owner.

7.3.14. According to the witness, medicals for personnel are being done and the
employer does give support for personnel that are attending medicals, which are
done at least annually.

7.3.15 The witness informed the Board that he is responsible for Metrorai in the Eastern
Cape Region and he only assists the Shosholoza Mely as and when required.

7.3.16. The witness testified that personnel reporting to him do attend EAP. He further
mentioned that there is a short coming in terms co-ordination between Metro
Rail and Shosholoza Meyl in the region in that at some point it is not known who
is responsible for whom. He further mentioned that due to the shortage of
personnel, some of the employees are overdue on medicals and consequently
they also have problems with procurement in that their needs are not attended
to easily.
4th Witness – Safety Manager TFR

7.3.16. The witness testified that he started as a Train Assistant in 2003. In 2006, he
became a Train Driver.

7.3.17. By the year 2011, he was appointed as a Section Manager and in 2014, as a
Safety Manager in East London.

His duties include, among others, the

implementation and maintenance of the safety system.
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7.3.18. As far as it relates to the incident, the witness testified as follows:

7.3.18.1. That he reported for duty at about 07h30 on the 20 May 2015;

7.3.18.2. That he was activated at 11h30 about the incident and then thereafter
went on site;

7.3.18.3. On arrival at the site, he discovered that the PRASA officials were
already there.

7.3.18.4. The witness further testified that it took at least 2-3 hours before any
assistance could be given to the injured people because the high electric voltage was still on;

7.3.19. As far as it relates to the cause of the incident the witness testified as follows:

7.3.19.1. The day after the collision he went to listen to the voice logger and
heard the following;

7.3.19.2. That the TFR train reported to the TCO about their token and the TCO
in return repeated wrong information. According to the witness, the
miscommunication between the TCO and the TFR Train Driver was
the cause of the incident;

7.3.19.3. The witness further testified that the fact that the two Train Drivers
could not hear each other while they were talking to the TCO was also
a contributory factor to the incident;

7.3.19.4. According to the witness, the TCO was at fault in that the train working
rules provide that she ought to know about the trains that are coming
to her section. In this case, she was not aware of the whereabouts of
the TFR train;
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7.3.20. On TCO vacancies, the witness testified that prior to the incident they had a
shortage of employees; the employer has since employed at least four TCO’s.
They have a staff complement of 16 and are operating with at least 50%. At the
time of the incident they had 10 TCO’s, of which one was dismissed and one
was on suspension. As a Safety Manager, the witness testified that he was
aware of the shortage of personnel, but he was not aware of the extent of the
shortage.

7.3.21. With regard to the EAP, the witness testified that there is a shortcoming as far
as it relates to the employer’s policy on EAP in that it is based on whether or not
the employee wants to attend the EAP sessions. According to the witness, the
ideal situation is that every employee who has been involved in an incident
should attend at least one session of EAP. The witness testified that the EAP
has an impact on overtime, therefore, perhaps the reason why some employees
does not want to take time to attend EAP.
5th Witness – Assessor, TFR

7.3.22. The witness testified that he joined Transnet in 1999 and was employed as a
Train Assistant up until 2007. He then became a Train Driver.

7.3.23. In 2012 he was appointed as a Section manager and an Assessor in 2014 to
date.

7.3.24. As far as it relates to the incident, the witness testified as follows:

7.3.24.1. On 20 May 2015 he arrived at Carmbridge at approximately 02h00 in
the morning in order to do an assessment on the TFR train crew;

7.3.24.2. He started his assessment on the train crew at about 02h45;

7.3.24.3. He then travelled by kombi to Queenstown where he went to the
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Depot;

7.3.24.4. Upon arrival at the Depot, the driver went to do an inspection on the
locomotive;

7.3.24.5. They then departed to Goshen Station where they crossed Train
Number 2274;

7.3.24.6. On arrival he requested the Train Driver to in allow him to drive the
train to Amabele Station. As he was driving the train, he operated the
OBC and learned that the OBC could not operate;

7.3.24.7. The reason why he requested to drive the train, is that as an Assessor
he is required to drive a train every six months to keep the road
knowledge certificate valid. According to the witness there is nothing
that forbids Assessors from driving trains while they are assessing. As
they were departing to Amabele Station he obtained a warrant to
Blaney Station. The driver took over the train then operated the OBC.
Whilst intransit the OBC restricted the driver because there was no
fence created with the TCO. The Train Driver then made contact with
the TCO to create a fence and the train brakes were then released;

7.3.24.8. They departed to Southdown Station. Upon arrival, the Driver reported
to Track Warrant that they were at Southdown;

7.3.24.9. The witness further testified that while they were at Queenstown the
radio did not work. As the driver could not make contact with the TCO
he unplugged the radio and plugged it again in an attempt to get a
signal in order to make contact with the TCO. As there was no
communication, they followed the protocol that in the absense of
communication, you proceed and complete the token.
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7.3.24.10. As he looked down, he heard the Train Driver saying that they have
to jump. He then followed the Train Driver to the steps. The Driver
jumped and he followed.

7.3.24.11. According to the witness the Train Driver did apply the emergency
brakes and from the point of the application of the brakes to the point
of collision, there was a time lapse of at least 13 seconds.

7.3.25. As far as it relates to post incident, the witness testified that he has been to
hospital following the incident due to the injuries he sustain.

7.3.26. He has completed an EAP session, but is of the opinion that he has to go for
another EAP sessions as he is not happy with the result.

7.3.27. In respose to being asked about the method of assessment, the witness testified
as follows:

7.3.27.1. That he does not interfere with the duty of the Driver when driving the
train;

7.3.27.2. He only assesses and make notes in his book and does not correct
the driver while he is busy driving;

7.3.28. When the Driver made contact with the TCO, he did not hear any response from
the TCO and he did not instruct, nor request the Driver to get a response from
the TCO. According to the witness, the Driver tried to make contact with the
TCO, but the radio did not work.

7.3.29. With regards to the use of his cellphone to contact the TCO upon failure of the
radio, the witness testified that there is a policy against the use of cellphone on
trains and for that reason he did not see it necessary to make contact with the
TCO upon them not receiving any communication about the token.
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6th Witness – Train Assistant, TFR

7.3.30. The witness testified that he has been employed since 2008 after he completed
training at the school of rail.

7.3.31. In 2012 he came to Cambridge where he worked as a Train Assistant.

7.3.32. The witness testified that he has attended refresher training and that he did his
medicals during May 2015 and was certified fit for duty. As far as it related to
the incident, the witness testified as follows:

7.3.32.1. That he reported for duty at 02h30 in the morning;

7.3.32.2. That he was fetched with a kombi at the Depot where he did safety
talks;

7.3.32.3. He further testified that his task observation was done on the day in
question;

7.3.32.4. At about 03h00 he left for Queenstown to collect Train Number 4213.
On arrival at Queenstown, they prepared the locomotive which was
carrying 17 trucks of cement. When they departed Queenstown they
were given a token to Goshen and on arrival at Goshen they crossed
with Train Number 2274. From Goshen they then received a token to
Amabele Station where after they cross another train that was going to
Umtata.

7.3.33. As far as it relates to the incident, the witness testified as follows:

7.3.33.1. That at Amabele they were given a token to proceed to Blaney;

7.3.33.2. They were instructed that when they arrive at Southdown they had to
report such arrival or passing to the TCO;
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7.3.33.3. The driver on arrival at Southdown, reported to the TCO that they are
passing Southdown. According to the witness the communication was
not accurate and the Driver could not receive a proper handshake from
the TCO due to the bad reception.

7.3.33.4. The witness further testified that he is aware that there is a problem
with radio reception at Southdown. The witness further testified that
he is aware that in the event of a problem with communication with the
TCO, the train protocol provides that the train has to stop until proper
communication is made;

7.3.33.5. Moreover, the witness further testified that should the train radio not be
in a working condition the use of a cellphone is justified.

7.3.33.6. As the train proceeded they realise that there was another train on their
track and they had about 13 seconds to react to it. According to the
witness they then elected to jump from the train.

7.3.34. The witness further testified that post the incident he has been to EAP for at least
six sessions and is currently undergoing psychiatric observation.

7th Witness – Train Control Officer, TFR

7.3.35. She testified that she was employed by Transnet during the 2006 after
undergoing training as a Train Control Officer. That she applied for the position
of a Train Control Officer responsible for Track Warrant during 2009 and done
practical training during the same year.

7.3.36. As far as it relates to refresher, she testified that she attended the refresher
course in 2013.

Page 42 of 61

7.3.37. The witness testified that her medicals were done during 2014 and that she was
declared fit for duty.

7.3.38. The witness testified that her roster is reviewed every week and that she works
uninterrupted 12 hours a day with no tea or lunch break.

7.3.39. As far as it relates to the incident, the witness testified as follows:

7.3.39.1. That on the day in question she reported for duty at about 06h00 in the
morning;

7.3.39.2. That she took over from her colleague who knocked off at that time;

7.3.39.3. That when she took over there were few trains in the section;

7.3.39.4. As far as it relates to the trains that were involved in the collision, she
authorized the TFR train from Amabele Station with an authority that
they must report as and when they passed Southdown.

7.3.39.5. The witness testified that the driver of the train reported to her, a sound
which was not clear. She testified to have heard Blaney and then she
replied back to the Train Driver with Blaney;

7.3.39.6. The witness testified that it might well be that she did not hear the Train
Driver properly because there was noise in her office due to somebody
cutting grass from the outside;

7.3.39.7. The witness testified that the noise from the grass cutting machine was
very loud as the track warrant office is not sound proofed;
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7.3.39.8. According to the witness, she had TFR Train 4213 on her section. The
train was to be sent to another section controlled by another TCO with
CTC controlled system. As the said TCO with CTC control system sits
in the office next to her, she had a conversation with him informing him
that she will be sending TFR Train 4213.

7.3.39.9. According to the witness when the passenger train was released from
the CTC section in to her section, the TCO on the CTC controlled
system never asked her about TFR Train 4213 that she indicated she
would be sending to his section.

7.3.40. The witness further testified that there is a problem with concentration in the TCO
offices due to the fact that you are seated for at least 12 hours without breaks in
between and you are to deal with phones and radios that are constantly ringing;

7.3.41. When the passenger train was released, in her mind she thought that the TFR
Train had already reached Blaney Station in time for the passenger train to be
admitted into the section. She was later informed by other colleagues that there
had been a head-on collision as a result of the instruction that she had given.

7.3.42. As far as it relates to her personal circumstances, the witness testified that the
past two years had been very difficult for her as she had experience a divorce,
lost a child as well as had another child who had undergone a heart operation.

7.3.43. In order to deal with these problems, her employer had recommended that she
consults EAP. The second time she consulted EAP, she had done so at her
own request.
7.3.44. She further testified that upon her daughter’s hospitalisation for the heart
operation, she requested to be sent for EAP, but the employer refused and she
had to undergo same without any pay.
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7.3.45. With regards to working hours, the witness testified that they work extra hours
due to staff shortages and also due to overtime pay.

7.3.46. When asked about the usage of the OBC system, the witness testified as follows:

7.3.46.1. That the month of May 2015 was the first month in which the OBC
system was on trial;

7.3.46.2. That on the day that the incident occurred was the same day that she
was trained on the OBC and further, that on the day in question the
OBC system was not employed.

7.3.47. As far as it relates to the prevention of the incident the witness submitted the
following:

7.3.47.1. That the 12 hour shift should be reduced and it must cater for breaks
in between;

7.3.47.2. That if one work with the roster of at least 8 trains, such becomes
overwhelming and it become difficult for one person to stay focused;

7.3.47.3. With regards to the office of the TCO, the witness testified that the
office must be fitted with sound proofing;

7.3.47.4. The witness further testified that the TCO must be supervised and that
task observation and refresher training must always be done;

7.3.47.5. Moreover, the witness testified that since she became the TCO, she
was never practically assessed on duty;

Page 45 of 61

8th WITNESS – Coordinator CTC

7.3.48. The witness testified that he joined TFR in September 2003 as a Trainee Train
Control Officer. That he was certified as a TCO in August 2004 and thereafter
worked as a TCO until 2005. That in 2009 he worked as a CTC and was
appointed as a Coordinator CTC in July 2014.

7.3.49. The witness testified that his responsibilities include among others, supervising
TCOs’ in the track warrant and centralized traffic control sections and that he
does her supervision on TCOs during shifts

7.3.50. The witness testified that he reports at the same office with the TCO.

7.3.51. The witness further testified that because of the shortages in staff,he also
worked as a TCO.

7.3.52. As far as it relates to the vacancy rate, the witness testified that they only have
four TCOs in the track warrant office, instead of the required eight and that they
have four in the CTC instead of eight.

7.3.53. As far as it relates to the incident, the witness testified as follows:

7.3.53.1. That on the day of the incident, the TCO on the TWS informed the
TCO on the CTC system that he will be sending TFR Train 4213 into
his section, but before the said train could arrive, he was required to
release MLPS Train 47014. According to the witness, the TCO on the
CTC section was expected to ask about the whereabouts of TFR Train
4213 before he could authorise the MLPS Train.

7.3.53.2. The witness further testified that as far as it relates to
recommendations, he is of the view that communication is a major
problem in the rail industry and a new model of communication needs
to be looked at;
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7.3.53.3. According to the witness the portable hand radio that is currently being
used is very soft and they create a problem because communication
channels are not open.
9th Witness – Section Manager: TCO, TFR.

7.3.54. The witness testified that he has been employed as a Section Manager since
2012. His duties include among others, the supervision of the TCO’s, training
and arranging medicals;

7.3.55. As far as it relates to the incident, the witness testified as follows:

7.3.55.1. On the day of the incident, he was at his office and went to the the
track warrant office to see how far MPLS Train 47014 was. He was
informed by other colleagues who were seated at table 2 that there
had been a head-on collision.

7.3.55.2. Upon him hearing about the collision, he then went to the train diagram
where he found that TFR Train 4213 was indicated to have arrived at
Blaney and that the MPLS Train 47014 was indicated to have been
released from Blaney Station.

7.3.55.3. That on his investigation he then went to listen to the recordings
between the TFR Train Driver and the TCO. Upon him listening to the
voice logger it transpired that when the Train Driver was reporting
Southdown the TCO, she in turn repeated Blaney. According to the
witness the Train Driver ought to have corrected the TCO about the
train’s whereabouts;

7.3.55.4. Beyond correction, the witness testified that the TFR Train Driver ought
to have stopped and obtained a signal to proceed to Blaney;

Page 47 of 61

7.3.55.5. According to the witness, the TFR train crew did not react to the
sudden danger, hence they did not hear the TCO giving another token
to the passenger train;

7.3.55.6. The witness testified that at the point that the token was given to the
MLPS train, the communication channels were the same and that the
crew at the TFR train ought to have heard such communication.

10th Witness – Telecommunication Manager, TFR

7.3.56. The witness testified that he has been a Telecommunication Manager since
1993 and that he has received training on radio network. With regards to the
network connection in the area where the incident happened, the witness
testified that the signal for communication in the area provides a coverage of
100db which according to him provides for good communication.

7.3.57 According to the witness the radio communication on the day of the incident was
fully functional and that there was no signaling or communication problem. The
witness testified that the use of the cellphone is not safe for a train in that
cellphones at times are overloaded and communication cannot be passed from
one point to the other. As far as it relates to the train communication, the witness
testified that this communication is designed for trains, so at all times there will
always be coverage and there will be no overload on the system.

7.3.58. In his response to the statement by both the TFR Train Driver and the TCO about
bad signaling, the witness testified that it could not be true that the
communication was at fault in that it would appear from the voice logger that all
conversations were heard. Only the part that deals with the whereabouts of the
train was allegedly not heard.

Page 48 of 61

7.3.59. Post to the incident, the witness testified that he went to do another test to check
the network signal and it came back with a result of 5/5, which indicated that the
signal was clear.

7.3.60. The witness testified that in order to avoid similar incidents from happening all
train radios must be tested and used for all communications on the rail.

11th Witness – Section Manager, TFR

7.3.61. The witness testified that she has been employed as a Train Assistant since
2001 and later became a Train Driver during 2011. She started to work as a
Section Manager from 2012 till date.

7.3.62. She further testified that outside her duties as a Section Manager she is also
responsible for validation of qualifications of personnel, she does task
observation as well, and that in her assessment of the personnel she listens to
voice loggers at times and find rudeness of the train crew and personnel and
some short coming regarding the reporting by either Train Drivers or TCO’s, and
that as the corrective measure she speaks to the TCO’s to correct those
shortcomings.

7.3.63. According to the witness, she does not have problems with drivers and her
drivers are not overworked as they work at least for 11 hours.

12th Witness – TCO: CTC

7.3.64. According to the witness he has been employed as a TCO for 8 years.

7.3.65. The witness testified that he was on duty from 06h00 to 18h00. He further
indicated that he was aware of the train schedule in so far as it relates to
departure times.
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7.3.66. According to the witness when the handshake is done, the TCO on the TWS will
phone the TCO on CTC to indicate that he/she will be releasing a train from one
section to the other. As far as it relates to the whereabouts of the TFR train, the
witness testified that he heard a conversation between the TCO and the Train
Driver where it was discussed that the train was still at Amabele Station. The
witness testified that the time it takes from Amabele to Blaney is approximately
40 minutes.

7.3.67. The witness testified that he could not estimate the time within which the TFR
train was to arrive at his station. He ought to have received communication from
the TCO on the track warrant section regarding the arrival of the TFR train.

7.3.68. In as far as it relates to reporting, the witness testified that normally when trains
approach Blaney they will get a token from one station to the other, with the last
being Southdown to Blaney. From Southdown to Blaney it takes 15 to 20
minutes for a train to arrive.

7.3.69. According to the witness he thought there was another arrangement regarding
the whereabouts of the TFR train, an arrangement that was not communicated
to him. However, he was aware that the TFR train did not arrive in his section.

7.3.70. The witness testified that he expected the TFR train to arrive at his section within
about 40 minutes. When 40 minutes went by without the train arriving, he was
informed to release the MLPS train and he did so with the view that another
arrangement have been made regarding the TFR train.

7.3.71. As far as it relates to communication with him, the witness testified that the TCO
never spoke to him, he only heard a conversation between the TCO and the
Train Driver to the effect that the train was to arrive in his section in about 40
minutes time.
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7.3.72. According to the witness, the rule is that he was supposed to be phoned when
the train left Southdown so that he could prepare the station for the train to have
a space.

7.3.73. The witness further testified that the long hours that they are working creates a
problem and further, that they are dealing with too much equipment in their
offices which becomes distractive.

7.3.74. As it relates to vacancies, the witness testified that there are vacancies to which
they are now forced to work extra hours.

7.4.

Analysis of Peoples Evidence

7.4.1 Staff shortages is a major concern for many departments within PRASA.
Some employees are doing work that is supposed to be done by at least two
or more people.

To the extent that employees are overworked and safety

matters compromised. There is evidence that MPLS Train Driver, is also acting as a Section Manager.

7.4.2 According to him their structure requires at least four drivers, but currently operates with at least two drivers. What makes matters worse is that despite
him acting as Section Manager, he is still required to drive trains and in fact,
he is one of the two drivers currently in the employ of the organisation. To this
end, task observation is not been done. When he reports to duty, he administers the alcohol test to himself as no one else is there to administer the the
test.

7.4.3 The Board finds this conduct to be of grave concern in that it compromises
safety.

7.4.4 The duties of the Section Manager includes, supervisory duties. To that end,
the Section Manager is responsible for performing task observations, conducting safety talks and ensuring that employees are fit for duty. Because he
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drives trains, the Acting Section Manager does not have time to perform his
managerial duties.

7.4.5 The Board of Inquiry noted that there is no Risk and Safety Officer at Shosholoza Meyl in East London. The Risk and Safety Compliance Officer seemed
to not know which one he is responsible for between Metro rail and Shosholoza. The conclusion drawn from this situation is that there is no Risk and
Safety Compliance Officer at East London Depot who is responsible for MLPS
Drivers. It must be mentioned further that when called to testify, the Risk and
Safety Compliance Officer was not a cooperating witness. At times he refused to answer questions and responded by saying that all the answers that
the Board was asking, he submitted during the RSR’s previous audit.

7.4.7 The TRF Safety Specialist testified that, in his opinion something has to be
done to improve safety on occurrences of a similar nature. The witness was
disturbed by the fact that on arrival at the scene of incident, it took between
two to three hours to take charge of the scene due to the fact that they were
waiting for the power to be switched off.

7.4.8 The Board of Inquiry also noted with concern that despite the fact that there
was quick emergency response in relation to the incident, the injured people
could not be helped for at least 3 hours due to overhead power not being
switched off.

7.4.9 It is uncertain whether the delay in providing care contributed to the two fatalities.

7.4.10 Against this background, the Board hold the view that both PRASA and TFR
have to find mechanisms to ensure that the overhead wire is switched off
immediately in order for emergency personel to provide assistance and to ensure that people are not electrocuted.
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7.4.11 It was further observed that the accident investigation is not done by trained
people. The Safety Specialist mentioned that he wanted to train people for
this purpose, but could not do so due to costs curtailment.

7.4.12 Both the Assessor and the Train Assistant ,testified that TFR Train 4213 radio
did not have good reception on the day in question. This view was rejected
by the Telecommunication Manager. According to him, the train network radio
was in working order. The witness further testified that tests were done after
the incident, which showed good communication was possible at all tested
points.

7.4.13 To this end the witness testified that the radio handset of the train is 20 watt,
while the portable radio is 4 watt. To this end, the Board is of the view that
portable radios should not be used on trains as it compromises safety due to
weak signal.

7.4.14 With regards to the incident, the BOI is of the opinion that blame can not only
be apportioned to the TCO responsible for Track Warrant and the TFR Train
Driver. It is the BOI’s view that the TCO on the CTC side is required by the
train planning management to know about the trains coming into his section.
To this end, he is found to be negligent for not enquiring about the TFR train,
which he was supposed to receive in his section before releasing the passenger train.

7.4.15 In order to clarity the above opinion, the BOI has borrowed from the extract of
Control of Trains by means of TWS GIR/OD/0053, as follows:

7.4.15.1.

Par 4.2.1: Definition of Open channel radio: Normally built
into locomotive, or a portable radio, used for communication between TCO and driver of train;

Page 53 of 61

7.4.15.2.

Par. 5.1.12: All instructions or information communicated
between TCO and Driver, must be repeated by the other
party and confirmed as correct;

7.4.15.3.

Par 5.2.1: TCO’s of adjacent train control areas, must notify each other in good time of trains proceeding to and
from them including delays;

7.4.15.4.

Par 5.2.2: Before a movement from one train control territory is dispatched into the last section towards the adjacent
train control territory, the TCO must first inform the adjacent TCO and come to an agreement before the track warrant is issued to the Train Driver;

7.4.15.5.

Par 5.5.2.1: Before issuing a track warrant the TCO shall
request all affected drivers to listen in. No arrangements
allowed unless all the contacted parties acknowledged that
they are listening in;

7.4.15.6.

Par 5.6.3: When a train is authorized to proceed through a
station, as soon as the complete train has passed through
the station, the driver must confirm to the TCO that the train
is complete and advise the time. The TCO must repeat the
message after which the driver must confirm it as correct.
TCO must update the train diagram;

7.4.15.7.

Par 8.7: When all communication fails, all authorised
movements must be carried out and no further movements
are allowed;

7.4.16. The TCO controlling the TWS must in good time advice the TCO of the CTC
of a train approaching Blaney to allow him to operate the relevant signals for
admittance of the train.
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7.4.17. This is a transcript of the conversations recorded on the voice logger, salient
points are:

7.4.17.1.

No record of informing requesting permission from CTC office before issuance of track warrant authority to Train 4213 by TWS
TCO;

7.4.17.2.

Driver of Train 4213 reported as follows after clearing Southdown:
“D; Track Warrant Cambridge, Shandre, we are clear
of Southdown at 11:15

7.4.17.3. The TCO responded:
TCO: 11:15 Blaney, thank you”

7.4.18. No further communication between the Driver and TWS TCO about this notification. At 11:22 the TCO issues a track warrant authority to Train 47014 at
Blaney to depart to Southdown. TCO contacted CTC office to ask TCO to clear
signals for departure of Train 47014.

7.4.19. No record was found of a request by the TCO in the CTC to clarify where the
oncoming train was at that time.

7.5.

Paper Evidence

7.5.1 Paper evidence was requested in order to understand the historical information and standard procedure applicable to the scenario at hand. The historical information was assessed in order to determine if there were any deviations from the standard procedure, which might have resulted and/or contributed to the incident.
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7.5.2 The BOI requested all the personal files of the personnel involved in order to
determine whether the lack of following proper procedure was due to fatigue
as a result of being overworked or due to other conditions. The following was
observed:

7.5.2.1. Risk profiling is not done by competent people with formal training.
In the case of PRASA, a Train Driver, conducts the profiling on his
crew, but it seems that nobody profiles him, which is of grave concern;

7.5.2.2. With regards to the substance abuse register, it was observed that
the Train Driver who is also the Acting Section Manager,conducts
the testing of this crew. To the extent that they work with shortages
and always under pressure, the BOI finds that the procedure might
not be conducted properly. More so, doubt exist as to whether an
employee is likely to be sent home should the result be positive, as
it would result in non-movement of a train on that day;

7.5.2.3. Despite the fact that, the PRASA Acting Section Manager testified
before the Board that he does the substance abuse testing himself,
no documentary proof was submitted in that regard.

7.5.3.

With regards to task observation, the Human Factors Management Standard

task observation is supposed to be done on a monthly basis, however, this is not
the case with both PRASA and Transnet. There is more than one month in between the periods in which the task observation is being conducted.

7.6.

Process/Environmental Evidence

7.6.1

The incident took place on the 20 May 2015 at 11h30 and the weather
condition was clear. The weather did not play any role in the occurrence.
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8.

FINDINGS
TFR

8.1.

The accident was as a result of the human error on the part of the TCO responsible for the TWS or track warrant section. Upon receiving a report that
TFR Train 4213 has cleared Southdown, she responded by repeating 11h15
Blaney. In doing so, the TCO committed an error as she did not call the train
crew to repeat the name of the cleared station;

8.2.

The TCO on the TWS section cleared the Southdown section to Blaney without making sure that TFR Train 4213 had been received at Blaney;

8.3.

The TCO on the CTC section operated the signals, admitting passenger Train
47104 in to the Blaney to Southdown section, without asking the TCO on the
TWS or track warrant section about the whereabouts of the expected TFR
Train;

8.4.

The TCO’s are working at least 12 hour shifts without breaks in between and
this has been found to be a challenge;

8.5.

The TCO on the TWS had not received adequate formal training on the job
requirements and the new on-board computer (OBC); no evidence has been
provided to support that the TWS employees were trained on the OBC system,
even their refresher training does not incorporate OBC. The current format of
the refresher also has some shortcomings, as the TCO’s only receive theoretical training at the college and the practical training is supposed to be done by
the Depots and this is not done.

8.6.

On-board radio handset are malfunctioning;

8.7.

The CPL Assessor on board Train 4213 acted improper by driving the TFR
train from Goshen to Amabele station in order to validate his road knowledge
certificate, while assessing the train crew ;
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8.8.

The CPL Assessor also acted improper by not advising the train crew to complete the instruction or allowing them during his assessment to act on incomplete instructions from TCO;

PRASA

8.9.

There is a high vacancy rate that has not been filled for a considerable period
of time;

8.10.

Train Drivers are working extended hours to cater for staff shortages;

8.11.

The Train Driver is also acting as a Section Manager, to this end task observations are no longer performed, thus compromising safety;

8.12.

The BOI was informed that there is no Safety Manager at East London Depot
responsible for MLPS Drivers;

8.13.

Train crews do not have schedules of all other trains on their route;

8.14.

Train crew was unable to listen to the authority given to TFR Train 4213 due
to a system failure.

8.15.

Direct Cause

8.15.1 The head-on collision occurred as a result of the TCO on the TWS controlled
system authorising two trains in one section and/or alternatively the TCO on
the TWS controlled system authorising Passenger Train 47014 in to a section
that was already occupied by TFR Train 4213.
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8.16.

Root Cause

8.16.1. Standard handover procedure has not been followed between two control
sections and between Track Warrant Officer and TFR Train 4213;
8.16.2. Lack of supervision as a result of staff shortages;
8.16.3. The malfunctioning of the on-board radio handset;
8.16.4. Risk Profiles not being conducted effectively.
9.

RECOMMENDATIONS
The Board of Inquiry recommends that:

9.1.
9.1.1.

Short-Term Corrective Measures (0-6 Months)
Train Control officers responsible for Track Warrant should receive
adequate training on their on-the-job requirements and systems, including, but not limited to the OBC;

9.1.2.

The operating instructions that manage the interfaces between two
different operating sections be modified to ensure that train movements from one control section to the adjacent control section is
agreed to by both Train Control Officers once they have satisfied
themselves that there are no trains in the section into which the train
movement must be authorised;

9.1.3.

When the handshaking procedure is not completed, including that
where a train reports its position after passing through a station, no
other train may be authorised to enter the section;

9.1.4.

When the Train Driver suspects that the train radio failed, he must
immediately contact the TWS Office via his cellphone to report the
failure. No further train authorisations which affect the train with the
failed radio, may be issued;
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9.1.5.

Task observations should be done on a monthly basis;

9.1.6.

MLPS Drivers and TFR safety critical grades should attend symposiums at least once a month;

9.1.7.

Section Managers should actively supervise their subordinates to
ensure that they are following the correct procedures.

9.2.
9.2.1.

Medium Term Corrective Measures (6-12 Months)
PRASA and TFR should fill all vacancies, including the appointment
of a Safety Manager at the East London Depot;

9.2.2.

The TCO’s roster must be reviewed with a view of reducing the
amount of working hours and to create intervals in between shifts;

9.2.3.

PRASA and TFR must repair all on-board train radios and cease the
use of portable handset radios;

9.2.4.

During the symposiums, safety critical grades should be educated
on matters relating to the Human Factors Management Standard;

9.2.5.

All Section Managers must attend risk profile training.
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9.3.

Long Term Corrective Measures (12 Months - Onwards)

9.3.1.

The EAP Policy should be reviewed. Currently employees have the
option to go attend or simply just refuse to attend EAP. This is a risky
practise as individuals do not have the insight to make such a decision, especially when they have been involved in a traumatic experience.. Some guidance is needed from the operator to determine
which incidents should be referred to EAP. Moreover, it is imperative
that a psychological assessment is performed after an incident to
determine if the individual should resume their safety critical duties.
Therefore, the revision of the Policy should consider all of these factors and ensure that they are adequately addressed;

9.3.2.

TFR must ensure that the OBC system is installed in all trains operating on the TWS and that its use is monitored at all times.

Annexures
A. Human Factor report
B. Operations and Telecommunication report
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