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1. EXECUTIVE SUMMARY 

1.1. This report discusses the findings of the board of Inquiry into the investigation 

at Gaika Crossing Station Derailment involving a long distance Shosholoza 

Meyl Train Number 74013. 

1.2. On the 24 January 2015 at approximately 10h30 a Shosholoza Meyl Train Num-

ber 74013 which was travelling from Johannesburg to East London derailed a 

second locomotive number E7010 at Gaika Crossing Station at or between 

kilometre point 72/05 and 72/06 facing East London. 

1.3. The train crew was informed by the track warrant officer of a speed restriction 

of 10km/h at kilometre point 72 mast pole 3 to 10. 

1.4. When approaching the affected area the train driver was reminded of the 

speed restriction by the assistant train driver to which he has confirmed, but 

as they were engaged in a conversation he (the train driver) did not adhere 

to the speed restriction. 

1.5. The train driver indicated that as they came around the curve they found the 

track in an “s” shape and as he tried to apply his brakes but it was too late 

and the train derailed. 

1.6. As a result of the derailment one passenger was injured and was taken to 

hospital. The extent of the injury of the said passenger was unknown to the 

board of inquiry as no records were provided in that regard. 
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1.7. Following the derailment, the infrastructure was damaged to the extent of 

620 sleepers, Pantograph dislodged from derailed locomotive and a broken 

overhead tension electric (OHTE) wire. 

1.8. The train driver indicated that he cannot remember the speed he was trav-

elling at the point of derailment, but save that he was travelling in the speed 

in excess of 10km/h. 

1.9. The train consisted at the time of two 7E locomotives and 16 coaches but 

only a second locomotive number E7010 derailed. 

1.11.   From the investigation the following was found: 

1.11.1. DIRECT CAUSE 

(a).   The derailment was caused by a wheel climb due to rail kick-out at km 

72, between mast pole 4 and 5 arising out of high compressive stress in 

the rail as a result of high temperature conditions; 

         1.11.2. ROOT CAUSE 

(b). The train was going above the safe speed and In fact the train driver, 

Mr. Cornelius Coetzee confirmed it was never his intention to obey this 

speed restriction of 10 km/h because it did not make sense to him. Train 

driver failed to take necessary precaution though the speed restriction 

was less than normal, being 15 km/h; 

(c). There is a tendency of not adhering to standard procedures, thus com-

promising safety; 

(d). There are no speed monitoring devices on the trains to regulate speed; 
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(e). The speed restriction on the derailment site was reduced to 10 km/h 

but no speed restriction boards were affixed to warn drivers of the po-

tential risk ahead; 

(f). The staff had inadequate resources to perform their duties; 

(g). The staff is burdened with overloads due to vacant position; 

(h). There are no proper channels in place for information dissemination of 

any potential hazard between officials i.e. PRASA and TFR; 

 

    1.12. The Board of Inquiry recommends that:  

1.12.1. Short-Term Corrective Measures (0-6 Months) 

 

1.12.1.1. Speed warning boards to be affixed to all affected areas where 

the speed restriction is introduced. It was evident during the investi-

gation that despite the abnormal speed restriction of 10 km/p be-

ing issued there were no warning boards that were affixed to warn 

the driver of the risk ahead;  

1.12.1.2. TFR must ensure that all places that need to be distressed must be 

attended to immediately to restore neutral temperature; 

1.12.1.3. TFR must ensure that during periods of hot temperatures they per-

form additional track inspections; 

1.12.1.4. PRASA and TFR to train its personnel on train working rules; 

1.12.1.5. Employees working roaster to be reviewed in order to avoid fa-

tigue; 
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1.12.1.6. Implement risk profile. MPLS risk profile are not in place to identify 

high risk employees. 

 

1.12.2. Medium Term Corrective Measures (6-12 Months) 

 

1.12.2.1. It emerged that there is a serious shortage of personnel within the 

PRASA and TFR. All vacancies of safety critical grades must be filled; 

1.12.2.2. TFR must come up with summer readiness plan that will prevent de-

railment caused by kick-out and adhere to the actions to mitigated 

derailment.  

1.12.2.3. Refresher training to be arranged for both PRASA and TFR mainte-

nance employees. 

 

 

1.12.3. Long Term Corrective Measures (12 Months - Onwards) 

1.12.3.1. Installation of devices to control and monitor locomotive/train 

speed. At the moment it is left to the discretion of the train drivers to 

regulate the train speed. In other words there is nothing in place to 

stop the train driver s from exceeding the speed limits. 

1.12.3.2. PRASA to build Facilities to trammel bogies. It came out very clear 

that PRASA has no facilities to measure bogies which tend to com-

promise maintenance of rolling stock. Instead they rely on Transnet 

for these measurements. Such measurements are only available on 

request which means PRASA does not know status of their bogies. 
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2. QUICK REFERENCE 

Date of incident                                     :                        24 January 2015 

Time of incident                                      :                        10h30 

Place of incident                                    :                         Gaika crossing station 

Trains involved                                         :                         Train 74013 

Persons directly involved in the  

incident                                                   :                        Koos Du Preez – PRASA train                       

driver 

                                                                 :                        Cornelius Coetzee – PRASA 

train driver assistance 

Persons injured                                       :                         Only one passenger was re-

ported injured but no details 

were made available on the 

extend of the injury 

Cause of incident wheel climb due to rail kick-out at km 72, between mast pole 4 

and 5 

Assets condition damages: 
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Infrastructure                                :                 There were damages to the extent of   620 

sleepers and a broken overhead tension 

electric (OHTE) wire. 

Rolling stock                               :                 Pantograph dislodged from derailed 

 locomotive 
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3. DEFINITIONS AND ABBREVIATIONS 

BOI     Board of Inquiry 

RSR     Railway Safety Regulator 

PRASA     Passenger Railway Agency of South 

Africa 

TFR      Transnet Freight Rail 

RCAT     Root Cause Analysis Technique 

TMM      Track Maintenance Manual 

5P’s  Position, Place, Parts, Paper     and                   

Process Evidence 

RME   Rehabilitation Maintenance and 

Emergency 

Gaika     Place of Incident 

Train 74013  Shosholoza Meyl long distance pas-

senger train that derailed at Gaika 

E7010  Second locomotive of Train 74013 

that derailed 

Km/h     Kilometre per Hour 
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EAP      Employment Assistance Programme 

Rolling Stock  Motor Coaches/Locomotives/Wag-

ons 

Incident/accident  Used Interchangeable with Derail-

ment 

Kick Out A sudden lateral misalignment or 

displacement of track that can oc-

cur in either tangent track or in 

curves, and usually occurs in 

warmer weather 

POD     Point of Derailment 

TCO     Train Control Officer 

RIO      Rail Incident Officer 

Flange Angle The angle of the flange face relative to a line per-

pendicular to the axle centreline 

Diameter Differential The difference in diameter between the two wheels 

on the same axle measured at the tread datum po-

sition. 

Flange Width The distance between the flange back and the 

flange face measured 14mm from the flange tip. 
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Hollow Wear    Wear on the central portion of the 

wheel tread. 

Bogie Structure underneath a Locomotive/Motor Coach 

to which axles (and, hence, wheels) are attached 

through bearings 

Bogie Trammelling Measurements of bogie to determine if axles are 

parallel 
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4. Report of the Board of Inquiry into the circumstances which resulted in a derail-

ment of a Shosholoza Meyl at Gaika Crossing Station 

RSR/INV/260/MWC100/24/01/2015/ASP0002NTS. 

 

5. STATEMENT OF INTENT, OBJECTIVE OF THE INQUIRY AND TERMS OF REFERENCE 

5.1. STATEMENT OF INTENT 

The inquiry/investigation has been conducted with the objective of determining 

the facts of the accident, the immediate and underlying causes, and of making 

recommendations to prevent, or to reduce the risk of recurrence. The report is for 

the use of persons with direct or indirect responsibility for overseeing, improving, or 

maintaining railway safety. 

5.2. THE OBJECTIVE OF THE INQUIRY  

5.1.1. The inquiry was conducted for the following objectives: 

5.1.1.1. 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: 

5.1.1.1.1. Position evidence; 

5.1.1.1.2. People evidence; 

5.1.1.1.3. Parts/component evidence; 

5.1.1.1.4. Paper evidence and 

5.1.1.1.5. Process/environmental evidence. 

5.1.1.2. Determining of immediate causes; 

5.1.1.3. Determining of underlying causes; 
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5.1.1.4. Making of robust recommendations to prevent and/or reduce 

the risk of, and/or mitigate the consequences of recurrence of 

the accident. 

5.3. TERMS OF REFERENCE 

5.3.1. The board of inquiry is required to investigate, make findings and report on the 

following: 

 

a) the immediate and the root/ underlying causes leading up to and surrounding 

the occurrence; 

 

b) the adequacy, effectiveness and personnel knowledge of the relevant proce-

dure and training background regarding activities pertaining to adherence to, 

specifically applicable train operating procedures by the train driver and the 

TCO consent as set out in the local instructions, General Appendix and other 

applicable directive; 

 

c) the activation, execution and management of the emergency and clearing 

up process as set out in local contingency plans and relevant directives; 

d) the adequacy and effectiveness of maintenance systems and procedures for 

signals, per way rolling stock. 

 

5.3.2. 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 recur-

rence of the accident. The board of inquiry is requested to formulate their rec-

ommendations in such a way that: 
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e) the recommendations are clear, specific and unambiguous as to what is ex-

pected from whom; 

 

f) the recommendations are measurable, practical and attainable; and 

 

g) the recommendations are results-orientated and coupled to specific time 

frames. 

 

6. SCOPE OF THE REPORT 

6.1. 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 three other reports inter 

alia, rolling stock, perway and the human factor report. The three secondary 

reports are annexed to this report. 

6.2. 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 of this report would be referred 

to from time to time. 

6.3. 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. 
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6.4. The report takes stock of the five elements that must be considered in order 

to determine the root cause analysis. Any information of technical nature in 

this report is based on the advice from technical expertise of fellow board 

members as well as considered evidence presented to the board of inquiry 

by personnel from both TFR and PRASA. 

6.5. In the preparation of the inquiry, the board of inquiry requested through the 

office of the Railway Safety Regulator certain documentary information rele-

vant for the purpose of the inquiry from both TFR and PRASA. To the extent 

that the two institutions responded by submitting the said information, the 

board of inquiry was able to make a determination as per the terms of refer-

ence. Certain required information was not submitted, details of which is con-

tained in the secondary reports attached hereto. 

 

7.  BACKGROUND 

 

7.1. On 24 January 2015 a Shosholoza Meyl long distance passenger train (Train 

74013) travelling from Johannesburg to East London station derailed a second 

locomotive (E7010) at Gaika crossing station.  

7.2. The train crew took over and manned the train from Queenstown station until 

in between kilometre points 72/05 and 72/06 where the derailment occurred. 

The derailment occurred at approximately 10h30.   

7.3. The reports from TFR and PRASA rail indicate that sunny and very hot the 

weather condition prevailed at the time of the derailment and the measured 

rail temperature reading was measured to be 50 ºC  at 16h00 the same day.    
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7.4. The train crew were not injured. There was a reported injury to one passenger 

who was taken to the hospital. 

7.5. Damage to infrastructure was 620 sleepers, Pantograph dislodged from de-

railed locomotive and a broken overhead tension electric (OHTE) wire. 

7.6. On 24 January 2015 the RSR visited the occurrence site at Gaika to conduct a 

preliminary investigation.  

7.7. Findings from RSR preliminary investigation were as follows: 

7.8. Indications were that there was a kick-out at the POD which resulted in the front 

right wheel of the second locomotive to climb on to the rail crown and derail.  

7.9. The train moved a distance of 418m before stopping.  

7.10. Only the second locomotive had derailed with all wheels. The front locomotive 

and the rest of the train did not derail 

7.11. There were impact marks on wheel No. 1 and 2 flanges which are consistent 

with the damaged observed from the POD. 

7.12. The wheel measurements were taken using the MiniProf and all wheels were 

found to be within the specification. 

7.13. There was a speed restriction of 10 km/h (on Thursday it was 30km/h) imposed 

the previous day at Gaika. It is believed the train was travelling above a speed 

of 10 km/h at the time of incident. 

7.14. The distance from wheel climb to where the locomotive stopped was 418m. 

7.15. There were similar cases of kick-out reported on the 21st and 23rd January 2015 

at km point 44/3 (between Stormberg and Lower Adamson) and kilometre 86 

in Rockleigh. 

7.16. BOI site visit took place on Monday, the 17th of August 2015. 

7.17. The BOI team conducted interviews over 4 days, from 18th to 21st of August 2015 

at TFR Cambridge Depot 
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8.  SUMMARY OF EVIDENCE CONSIDERED 

On-site investigation conducted by the board, evidence of witnesses includ-

ing inspection of the Perway, maintenance records for the Perway and the 

rolling stock, photographic evidence reveals that: 

8.1. A. Position evidence 

8.1.1. The board of inquiry visited the scene on the 17th August 2015. 

8.1.2. The derailment took place at kilometer 72 between Mast Pole 4 and 5 to the 

direction of East London. 

8.1.3. The train was travelling on the main line from Queenstown to East London. 

8.1.4. The point of derailment (where the wheel-rail interface was disturbed) was 

at a curve track. 

8.1.5. There was a kick out between kilometer point 72/4 and 72/5. 

8.1.6. The second locomotive number E7010 was the only vehicle that derailed 

whilst the rest of the train remained on track. 

8.1.7. The leading right-hand side wheel of the second locomotive was the first to 

climb on the rail crown, where after all other wheels also climbed on the rail 

crown. 

8.1.8. The train travelled for 418m in the derailed condition before it came to a 

standstill. 
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8.1.9. In the process 620 P2 sleepers were damaged. 

8.1.10. The following figures and explanatory notes are attached to give a proper 

view of the derailment. 

 

 

Figure 1: viewpoint of the derailment at the kick out between KM 72/5 and KM 72/6 

facing the direction of East London. 
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Figure 2: viewpoint of locomotive E7010 wheel climb. 
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Figure 3: viewpoint of the wheel marks on the right-hand track. 

 

 

 

 

 



 

Page 23 of 67 

 

 

Figure 4: wheel marks on the damaged sleepers.  

 

8.2. Parts/ Component Evidence 

(Rolling stock) 

8.2.1. The board of inquiry visited the scene of derailment on the 17 August 2015, 

whilst the derailment occurred on 24 January 2015. Due to the lapsing of 

time, the board was unable to physically examine the rolling stock compo-

nent. 

8.2.2. To this end, the board sought recourse to photographic evidence which was 

collected at the time of derailment, as attached hereunder: 
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Figure 5: viewpoint of the derailed locomotive E7010 in an upright position. 
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Figure 5: viewpoint of the impact or grinding marks on the locomotive E7010 wheel 

flange tip.  

8.2.3. On the basis of the above photographic evidence the following opinion is 

made that: 

8.2.3.1. Locomotive E7010’s wheels show visual signs of impact or grinding marks 

on the flange tips. The damaged marks are consistent with those of 

wheel climb action. 

8.2.3.2. The wheels had no visible signs of thin flange, spread rims or mushroom-

ing. 

8.2.3.3. No visible damage on the bogies. 
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8.3. Parts/ Component Evidence 

(Perway) 

8.3.1. The derailment occurred on a curve between kilometer point 72/4 and 72/5. 

The radius of the curve is 304m. 

8.3.2. The ballast condition was fair. 

8.3.3. Marks of rail movement were observed throughout the curve that shows 

signs of stress in the rail. 

8.4. People Evidence 

8.4.1 WITNESSES’S STATEMENS 

Witnesses were called upon to testify before the board during the period 18 to 

20 August 2015. The purpose of the interview was to understand the sequence 

of events that led to the incident as well as to establish what caused the train to 

derail. The following witnesses testified before the board: 

ITEM PARTICULARS EMPLOYER 

1 Mr. Koos du Preez – Train Driver PRASA 

2 Mr. Cornelius Coetzee – Assistant Train 

Driver 

PRASA 

3 Ms. Liziwe Silo – SectionSection Man-

ager 

PRASA 
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4 Mr. Jacques Mcleod, Acting Area 

Operational Manager 

PRASA 

5 Mr. Ayanda Gxobole – Maintenance 

Engineering Manager 

PRASA 

6 Mr. Donavan Dyker – RIC TFR 

7 Mr. Gcinani Mzondi TFR 

8 Mr. Mandisa Galele TFR 

9 Ms. Pamela Mvinjelwa – Perway Tech-

nician and Acting Maintenance 

Manager  

TFR 

10 Mr. Phildene Mfecane – Track Inspec-

tor 

TFR 

 

 

1st Witness 

Mr. Koos du Preez – Train Driver 

Position: PRASA Train Driver 

Testified on the 18 August 2015 

8.4.2. He testified that: 
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8.4.2.1. He has been employed as a train driver with PRASA for a period of at 

least nine years since 2006. That prior to his employment as such with 

PRASA, he worked for TFR for at least eight years; 

8.4.2.2. During 1 August 2014, he was appointed as the acting section manager, 

a position which he holds to date. Despite being appointed to act, he is 

still required to drive trains; 

8.4.2.3. With regards to medicals, he testified that he last did his medicals during 

the year 2014. Furthermore he last attended a refresher course during 

October 2014; 

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

8.4.3.1. On the 24 January 2015, Mr. du Preez signed on at East London 

depot about 6 o’clock where after he was transported by motor 

vehicle to Queenstown; 

8.4.3.2. On arrival at Queenstown at about 9 o’clock, he took the train to 

East London, and was due to arrive there at least by 13h20; 

8.4.3.3. He was informed by the track warrant that there was a speed 

restriction of 10 km/h implemented, but was never informed as to 

the reason why there was such a speed restriction and the exact 

mast pole to which the speed restriction was implemented. More-

over no notice was issued regarding the speed restriction. 

8.4.3.4. Whilst approaching the derailment area, he was reminded by the 

train assistant to reduce the speed to 10 km/h which he has 
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acknowledged but could not do it as he was still engaged in a 

conversation with the train assistant. 

8.4.3.5. Accordingly, due to the conversation with the train assistant he 

did not know what speed the train was travelling at.  

8.4.3.6. As he was approaching the point of derailment from a distance 

of at least 10 to 15 metres he saw the rail in an S shape as a result 

of a kick out. Accordingly, he applied emergency brakes but the 

train could not stop and as a result it derailed. 

8.4.4. With regard to the cause of derailment he testified as follows, that: 

8.4.4.1. The derailment was the result of a hot temperature; 

8.4.4.2. His attention was distracted as at the time he was in a conversa-

tion with the train assistant and that, had it not been for the con-

versation he would have been able to stop the train; 

8.4.4.3. There were no notices which were issued to the train crew regard-

ing the speed restriction; 

8.4.4.4. There was no notice board which was affixed on the affected 

area to warn them of the potential danger; 

8.4.4.5 That even if he was travelling at 10 km/h he was still going to de-

rail. According to him the line should have been closed in that 10 

km/h is unheard of in their book. 



 

Page 30 of 67 

 

8.4.4.5. Mr. du Preez further testified that following the derailment, he was 

placed on a 12 months’ probation. 

2nd Witness 

Mr. Cornelius Coetzee 

Position: PRASA Train Assistant 

Testified on 18 August 2015 

8.4.5. He testified as follows that: 

8.4.5.1. He has been employed as a train assistant with PRASA from year 

2000, prior to which he was employed with TFR since 1980. 

8.4.5.2. His duties includes amongst others giving signals to the train driver, 

conducting shunting and coupling of the rolling stock. 

8.4.5.3. With regard to medicals, he testified that he last did his medicals 

during the year 2014. Furthermore he last attended a refresher 

course during the year 2014. 

8.4.6. In relation to the incident he testified as follows: 

8.4.6.1. On the morning of the incident, he signed on at East London de-

pot where after he travelled by motorcar to Queenstown. 

8.4.6.2. That upon signing on, there was no notice which was issued re-

garding the speed restriction. 



 

Page 31 of 67 

 

8.4.6.3. They (the crew) received a track warrant token detailing a speed 

restriction of 10 km/h at the Gaika but he could not remember 

the exact kilometre point where the speed restriction was imple-

mented. 

8.4.6.4. As they were approaching the derailment site he reminded the 

driver of the speed restriction of 10 km/h who in turn acknowl-

edged same. 

8.4.6.4. They then engaged in a conversation again with the train driver 

then forgot about the speed restriction. He then reminded the 

train driver for the second time about the speed restriction but at 

the time when he wanted to react it was too late. 

8.4.6.5.  The driver tried to apply emergency brakes when they ap-

proached the kick out area which was like an S shape, but the 

train derailed. 

8.4.7. With regard to the cause of the derailment he testified as follows: 

8.4.7.1. The derailment was caused by a kick out following hot weather 

temperature; 

8.4.7.2. That there was no notice of the speed restriction issued to them 

when they signed on. 

8.4.7.3. That there were no speed restriction boards that was put to re-

mind drivers. 
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8.4.7.4. The train was travelling at a speed of approximately 30 to 40 km/h 

and that he believes speed has played the role into the derail-

ment. 

8.4.7.5. His conversation with the train driver could have led to the derail-

ment in that the driver was obstructed. 

8.4.8. He further testified that it was for the first time for him to hear of a speed re-

striction of 10 km/h. According to him the line should have been closed and 

the loop should have been used as an alternative. 

 

3rd Witness 

Ms. Liziwe Silo 

Position: PRASA Section Manager  

Testified on 18th August 2015 

8.4.9. She testified that:  

8.4.9.1. Ms Silo was previously a train driver at TFR before being employed 

at PRASA in 2009. She was appointed as a section manager in 

April 2012. 

8.4.9.2. She is responsible for the train crew based in Queenstown. Her 

duties include conducting the road knowledge certification, 

managing leave and compiling rosters for the train crew. 
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8.4.10. Regarding the incident she said the following:  

8.4.10.1 That safety talk was conducted at nine on the day of the incident 

and that she was present at the scene of the Gaika derailment 

and conducted substance abuse testing for the train crew, which 

was negative before the Corridor Manager took over as RIC. No 

other substances were tested for the train crew following the in-

cident. Ms Silo acknowledged that the train crew involved in the 

derailment were offered EAP following the incident. 

8.4.10.2. She acknowledged that the sign on procedure at the Queens-

town depot does not include a declaration for fatigue and that 

the section manager in Queenstown have not been trained to 

detect the signs and/or symptoms related to fatigue and are only 

trained in substance abuse testing. 

8.4.10.3. She also reported to drive trains almost every day due to a short-

age of personnel.  

8.4.10.4.  Whilst driving trains her main duty is affected in that she cannot 

perform task observation. 

8.4.10.5.  Because of staff shortages drivers are not getting enough resting 

period. 

 

 

4th Witness 
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Jacques Mcleod 

Position: PRASA Acting Area Manager 

Testified on 18th August 2015 

8.4.11. He testified as follows that: 

8.4.11.1. He is the Acting Area Operations Manager for the whole of East-

ern Cape on PRASA side. He is responsible from Port Elizabeth to 

Springfontein to East London.  

 

8.4.11.2. He started his career in 1989. He became planner in Braamfon-

tein in 1992. He was then employed in 2007 as the train crew op-

erations manager in Cape Town. He was requested to take over 

as the Acting Area Operations Manager in 2013. Thus he has 

been in this position for the past 28 months.  

8.4.11.3. The witnesses testified that there is big vacancy gap in his depart-

ment. 

8.4.11.4. Staff complement should be 114 people, but he is operating with 

50 at this stage with 64 vacancies. He has 15 operation depots 

under him of which some are not mend due to staff shortages. 

8.4.11.5. He further testified that vacancies have a huge impact in his de-

partment because people are holding two to three positions just 

to keep the business running smoothly. This led to a situation 
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where employees are not getting enough rest. At times train crew 

have to work on Sundays to catch up. However, train crew are 

not forced to work Sunday time, instead they choose to do so 

themselves. 

8.4.11.6. He cannot discipline section managers for not doing task obser-

vations because they are engaged in driving trains. 

8.4.11.7. He indicated that his departmental structure was approved by 

the executive but a newly appointed executive put vacancy fill-

ing process on hold in 2014, save for senior positions which are 

being filled. 

 

8.4.12. With regard to the incident he testified as follows: 

8.4.12.1. The derailment was due to kick out which he believes was at-

tributed to high temperatures as it was summer and very hot dur-

ing January. There were about four kick outs that were reported 

around that time. 

8.4.12.2. The incident took place on Saturday morning. Only track warrant 

was in a position to give instruction on speed restriction of 10 

km/h. 

8.4.12.3. Driver did not obey the speed restriction. 

8.4.12.4. He believes human error was the main contributor to this incident. 
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8.4.12.5. There was no directive about the damaged section or work 

which was being done on the section. 

8.4.12.6. There was no speed restriction board 

 

5th Witness 

Mr. Ayanda Gxobole 

Position: PRASAEngineering Maintenance Manager 

Testified 18th August 2015 

8.4.13. He testified as follows that: 

8.4.13.1. He is the Maintenance Engineering Manager with PRASA since 

2008 to date. 

8.4.13.2. Before then he was the technical supervisor (Rolling Stock) since 

2006. Before then he was electrical fitter since 2003. 

8.4.14. He explained PRASA maintenance philosophy which was started in 2010 as fol-

lows: 

8.4.14.1. That it is time based and condition based and it includes A, B and 

C shed repairs. 
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8.4.14.2. A shed is done at PRASA and it involves visual inspection, check-

lists, Inspection of motors, wheels, and brake testing and chang-

ing brushes. 

8.4.14.3. B and C Shed are outsourced to Transnet. B Shed covers A shed 

in details. Thus B Shed will still cover inspections that were done at 

A Shed, as A Shed covers visuals. B Shed also include pantograph 

and detail wheel inspection. C Shed will include major overhaul, 

replacing valves and is more intensive.  

8.4.15. He mentioned that the following is challenges that they constantly face on the 

rolling stock: 

 

8.4.15.1. Mini-Prof is not used every day; 

8.4.15.2. Not enough Mini-Prof gauges but it has not impacted on the 

measurements; 

8.4.15.3. Grease points contributed to high wear rate but the problem has 

since been resolved;  

8.4.15.4. No speed recorder on 7E locomotives; etc.  

8.4.16. As regard to the derailment testified as follows: 

 8.4.16.1. That there was a speed restriction of 10 km/h; 

 8.4.16.2. That the driver of Train 74013 did not obey the speed re-

striction   and as a result he derailed; 
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8.4.16.3. On the derailment area, there was a kick out which was not dan-

gerous if the train is travelling slow; 

8.4.16.4. The driver of the train applied the emergency brakes when he 

approached the kick out and his second locomotive then de-

railed;  

8.4.16.5. That the wheels of the derailed locomotive E7010 were measured 

using Mini-Prof and that all parameters were within the geometry 

specification. These parameters are hollow wear, flange wear, 

wheel taperline diameters and wheel taperline diameter differ-

ences. Wheel diameters complied to limit of 30 mm between 

front and rear bogie, 6 mm in the same bogie and 5 mm in the 

same axle. 

8.4.16.6. According to him, the maintenance of Locomotive E7010 was 

within specification. 

8.4.16.7 He is of the opinion that the wheels were within specifications and 

locomotive maintenance was within schedule, and that the roll-

ing stock did not contribute to this incident. 

 

 

 

6th Witness 

Mr. Donovan Dyker 
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Position: TFR Corridor Manager 

Testified: 19th August 2015 

 

8.4.17. He testified as follows: 

8.4.17.1. He is currently employed with Transnet as a corridor manager, a 

post to which he held since June 2014. 

8.4.17.2. Prior to his appointment as such, he has been a section manager 

since 2012. He has worked before as a train driver for at least 10 

years. 

8.4.17.3. His duties are to supervise section managers, train drivers and 

train assistance. Ensure operations are running smoothly which in-

clude ensuring on time departure. 

8.4.17.4. He is the Rail Incident Commander (RIC) and he gets refresher 

training at least every three years, the last one of which he at-

tended in the year 2014. 

8.4.18. As regard to the incident he testified as follows: 

8.4.18.1. He was the RIC for the Gaika incident. He arrived in the scene 2 

hours after the incident. The train driver had already left the 

scene when he arrived. 

8.4.18.2. According to him only Second locomotive derailed. It derailed to 

the right hand side of the curve. All wheels derailed. All wheels 
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had chip marks on the flange and dust collected from the ballast 

as a result of the derailment.  

8.4.18.3. The derailment damaged 418 meters section. 

8.4.18.4.  From the damages observed the driver could not have been 

travelling at 10 km/h. He is of opinion that if the train was travelling 

at 10 km/h, the train driver could have been able to see the kick 

out from the distance and therefore he would have reacted on 

time. 

8.4.18.5. He never heard of speed restriction of 10 km/h but thinks the 

speed is reasonable. There was also no speed restriction board.  

8.4.19. His handling of the scene was as follows: 

 8.4.19.1. He took over the RIC duties; 

 8.4.19.2. The power was off; 

8.4.19.3. Together with the team, they separated the two locomotives as 

the leading locomotive was still on the rail; 

8.4.19.4. They formulated an opinion on the basis of the investigation that 

the course of derailment was a kick out, and further that the 

speed restriction of 10 km/h was not observed. 

8.4.19.5. He is also of the view that speed was a contributing factor to the 

derailment. 

8.4.20. He further testified that: 
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8.4.20.1. Communication of risk areas seems to be a problem; 

8.4.20.2. He is of the view that everybody must have been told about kick 

out; 

8.4.20.3. That information should be filtered down to train drivers and their 

assistant.  

 

7th Witness 

Mr. Qcinani Mzondi 

Position: TFR Track Master 

Testified: 19 August 2015 

 

8.4.21. He testified as follows: 

8.4.21.1.  He was appointed as a trainee Track Master at TFR in April 2010 

and was later appointed as a Track Master in 2012.  

8.4.21.2. His duties as a track master are to maintain the track and to en-

sure that the track is safe.  

8.4.21.3. He is responsible for the section between East London and 

Queenstown, with Queenstown being about 200 km away from 

East London. 
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8.4.21.4. He reported to work standby on Saturdays and is on standby for 

at least two weeks a month. 

 

8.4.22. On the event leading to the incident, he testified as follows: 

8.4.22.1 On the 22nd January 2015, he was working at Thomas River when 

they received a phone call regarding a slack at kilometre point 

72. 

8.4.22.2. As he was busy attending to another call-out he called the Pro-

duction Manager who instructed the other track master to at-

tend to the call-out at kilometre point 72. 

8.4.22.3. He was later called by the Production Manager with an instruc-

tion to provide assistance to the other track master, Mr. Dlula at 

kilometre point 72. Mr Mzondi reported on site in the afternoon 

and found the other track master, Mr. Dlula at kilometre point 72, 

between mast poles 4 and 5. 

8.4.22.4. He reported that the kick-out was inside and being sharp on the 

outside.  

8.4.22.5. All in all, there were eleven (11) employees with him included on 

site working on the kick-out. Both track masters attempted to re-

pair the track, i.e. to make the track safe, after which both track 

masters left the site.  
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8.4.22.6. They did so by aligning the track using hydraulic jacks to slew 

back the track. During the process he did not measure the rail 

temperature and that he only measured the kick out and found 

that it was out by at least 10 mm. 

8.4.22.7. He then put a speed restriction of 10 Km/h before leaving the site. 

Mr Mzondi reported that the minimum speed restriction is nor-

mally 15 Km/h; however train drivers do not adhere to the speed; 

therefore the decided to put 10 Km/h as an extra caution.  

8.4.22.7. He reported that the track was safe at 15 Km/h and that there 

was enough support for the track as there was ballast on either 

side of the track. Mr Mzondi could see that the track required de-

stressing and reported the issue to their manager. The RME Engi-

neering Technician was reported to be responsible for de-stress-

ing. 

8.4.22.8. He could not put speed restriction board in that he did not have 

them with him. 

8.4.22.9. On the 23rd January 2015, he went back to site where he was in 

charge. 

8.4.22.10. He aligned the track again and lifted the temporary speed re-

striction from 10 km/h to 30 km/h and told track warrant to instruct 

the trains to pass with 30km/h on the affected section for test pur-

poses. The track warrant informed Mr. Mzondi that he must wait 

for about 2hrs for the next train to come and pass on the section 
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and Mr. Mzondi saw that its already late and he must still drive 

another 2hrs to East London, he then told the Track warrant ver-

bally to allow trains to pass with speed of 30km/h and to request 

the train driver to give a feedback on the feel of the track when 

they pass on the point where kick-out was reported.  

8.4.22.11. He reported that the Train driver phoned Track warrant and re-

ported that he still feels something when passing the affected 

area, Track warrant then phoned Mr. Mzondi and reported that 

the train driver still feels something that is substandard on the 

track. 

8.4.22.12. He then reduced the speed back to 10km/h by telephone with-

out putting any sign boards. According to him, he was to return 

to the site on Monday for purposes of de-stressing, which he has 

already reported to Acting production manager. 

8.4.22.13. On 24 January 2015, he heard of the derailment and went to at-

tend to the scene. On his arrival he found there was a kick out 

due to hot temperature as well as a speeding train. 

8.4.22.14. He mentioned that the train travelled for 418m from the POD until 

it came to a standstill at km 72/17. The derailment was between 

mast pole 5 and 6, whilst he has repaired between mast pole 4 

and 5. 

8.4.22.15. He mentioned that he is not familiar with summer readiness plan. 

He mentioned that there was stress in the line because the line 
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was not de-stressed. He mentioned that he did not measure the 

rail temperature when he got to site but it was very hot and nor-

mally the welders are the ones who must measure the rail tem-

perature. 

8.4.22.16.  He further mentioned that that when there is a kick-out reported 

they normally go out and align the track but they do not de-stress. 

He mentioned that there was no sign of rail creep on the rail when 

he arrived on the derailment scene.  

8.4.22.17. He however mentioned that he saw that there was a need to de-

stress the rails at Gaika station were the derailment happened. 

8th Witness 

Mr. Mandisa Galela 

Position: TFR Track Inspector Production 

8.4.23. He testified as follows: 

8.4.23.1. He is employed as the Track Inspector (Production) at Transnet 

since October 2011. His duties involve execution of maintenance 

work by Transnet teams. He receives most instructions from Track 

Inspector (Planning) as they do routine inspection. 

8.4.23.2. He was track inspector (Contractors) from July 2009 to 2011. In this 

role he was responsible for contractors maintenance work. Before 

then he was track master from 2004. Before then he was em-

ployed as trainee track master from 2002. 
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8.4.23.3. He was not involved on Gaika incident as at the time somebody 

was acting in his position. He came back to his position in April 

2015. 

9th Witness 

Ms. Pamela Mvinjelwa 

Position: TFR Perway Technician and Acting Maintenance Manager 

Testified 19 August 2015 

8.4.24. She testified as follows, that: 

8.4.24.1. She joined Transnet Freight Rail in 2010 as technician in training 

and was passed out in 2013 as engineering technician. She has 

been acting as maintenance manager since July 2015.  

8.4.24.2. Her duties are collection of data, work hand in hand with Track 

inspector planning, plan and execute OPEX and COPEX budget. 

8.4.24.3. She said the only training she attended was CWR training, not a 

formal training or practical training for stress measurement. 

8.4.25. With regards to maintenance plan she said the following: 

8.4.25.1. That TFR does stress measurement once per year but they only do 

stress measurement at the problematic areas. She said stress test 

was done and prioritised according to the worst areas and the 

place where derailment happened was still in a plan to be de-

stressed and they had a resource challenge because the team 
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they used for stress measurement is the same team that they use 

for de-stressing.  

8.4.25.2. The stress measurement was done on the 28/07/2014 at km 72/19 

main line and 72/2 on the loop. She said the curve radius is 305m. 

8.4.25.3. She said IM2000 runs twice in a financial year and the last time it 

ran it was December 2014. She said after IM2000 ran they give 

track inspector the defects categorised as twist and gauge prob-

lem. She said she is not familiar with SOP for IM2000 and they take 

about two months to fix defects that are 50% above C-exceed-

ance. She said they don’t do manual side or crown wear meas-

urement they only rely on IM2000 results.  

8.4.25.4. She said engineering technician conduct trolley inspection once 

in two weeks and managers once per month. The last trolley in-

spection was done in 04 August 2014 by the Track Inspector Plan-

ning. She mentioned they have summer readiness plan for every 

year and it’s only discussed with the track inspectors. She said 

they have shortage of track inspectors. There was no footplate 

inspection done for 2014. 

8.4.26. Regard the derailment incident she said the following: 

8.4.26.1. Mrs Mvinjelwa said there was a callout on Thursday that train 

driver reported a slack at km72/16, when the track master got to 

site saw that there was a sign of a kick-out.  
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8.26.2. According to her the team worked on a site where they were not 

supposed to work. 

8.4.26.1. On the 24th January there was a kick-out at km72/5 and accord-

ing to her the line was supposed to be closed until it’s de-stressed. 

She mentioned that their line is too long and they have limited 

resources. She mentioned that there was never foot inspection 

that was done to check condition of fastening in that line.  

8.4.26.2. She said she is not aware that when there is a kick-out the track 

master goes out and just align the track.  

8.4.26.3. She said she was not notified by anyone that there is kick-out and 

that the production section requires a team to de-stress. 

8.4.26.4. If she was notified of the kick out alia, the derailment could have 

been avoided. 

8.4.26.5. She mentioned that it would appear that some of the personnel 

seem not to be aware that they have to give out information. 

8.4.26.6. Since the derailment, communication channels has improved in 

that they are now getting text messages on their cell phones of 

any reports. 

8.4.26.7. According to her the incident was as a result of a bad human 

judgement. 

10th Witness 
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Mr. Phildene Mntukanti Mfecane 

Position: TFR Track Inspector: Planning, Machine and Private Sliding 

Testified 19 August 2015 

8.4.27. He testified as follows: 

8.4.27.1. He is currently employed as the track inspector responsible for 

Planning, Private Siding and Machines and his section starts at 

East London to Queenstown. 

8.4.27.2. He has been a track master from 2001 to 2010. Where after he 

became the track inspector from 2010 till date. 

8.4.27.3. His duties involve planning at Private siding, Planning and Ma-

chines. He is responsible for different areas. He does inspections 

at Private Sidings. He basically checks if it is safe for trains to move. 

He can close the line if the issues he raised are not resolved. 

8.4.27.4. He also does trolley trips when he gets the chance. This is done 

for private sidings, planning and machines. He is supposed to do 

it twice a month but at the moment it depends on the availability. 

He is not sure what impacts it has on safety because he is always 

there when he is needed. 

8.4.27.5. He feels that he is being overworked and has raised this concern 

with his Manager but his manager keeps on promising to employ 

someone to relieve him. 
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8.4.27.6. It happens sometime that two months can pass by without doing 

trolley inspection because he is the only one doing this job. The 

last trolley inspection was done in August 2014.  

8.4.28. As regard to the incident he testified as follows: 

8.4.28.1. There was a kick out at Gaika. He believes this was attributed to 

heat and shortage of sleepers. The incident occurred in January 

which was summer.  

8.4.28.2. He is not complying with inspection scheduled due work load. 

8.4.28.3. He attended the scene after the derailment, but he is still not 

happy about the safety of the line. He is of the opinion that the 

line should still have been closed, until replacement lines are 

brought from Southdown. 

8.4.28.4. He indicated not to have been aware if the line was ever de-

stressed, which was of concern to him. 

8.5. ANALYSIS OF PEOPLES EVIDENCE 

(PRASA) 

8.5.1. No task observation had been done in that the acting section Manager, Mr. 

Koos du Preez, who is supposed to do same, is also a train driver. 

8.5.2. The train crew declared that no drug testing was done post the incident, 

save for the substance abuse test. 
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8.5.3. There is evidence of staff shortage to the extent that one employee is 

obliged to perform tasks of two or more employees. As far as it relates to train 

drivers, Mr. du Preez submitted that the East London depot had about four 

drivers, one of whom has retired while another has resigned. The depot is 

only left with two drivers and they are supposed to work extra hours to com-

plement for the staff shortage. To the extreme, section managers who are 

obligated to perform the important task observation are also driving trains 

which now compromise safety standards. 

8.5.4. In the light of the fact that the staffs are overworked, PRASA does not have 

measures in place to determine fatigue related signs. Ms. Liziwe Silo, a Sec-

tion Manager submitted to the board that their sign-on procedure does not 

include a declaration for fatigue. The said Section Manager who also drives 

trains is not competent to detect signs of fatigue. To the extent that the sec-

tion manager does work which should have been done by two people, she 

is unable to thoroughly supervise her subordinates. 

8.5.5. The train crew heard about the track problem on the derailment area about 

a day before, but when they signed in on the day in question same was 

never discussed during the safety talk. 

8.5.6. In his own admission, the train driver testified that when he signed on no 

speed restriction notice was issued. Accordingly the train driver became 

aware of the speed restriction from the track warrant officer. Due to the lack 

of proper communication the train driver indicated that he had not known 

the exact mast pole to which the speed restriction was implemented. 
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8.5.7. As the train crew was approaching the speed restricted area no visible sign 

boards were put in place as an extra caution to remind the train crew of the 

implemented speed restriction. 

8.5.8. Instead of looking up for the possible hazard, the train crew was engaged in 

a conversation and was not focusing on the risk ahead. 

8.5.9. It was further observed that the train crew did not observe the instruction of 

reducing their speed to 10 km/h, in that according to them 10 km/h in the 

rail is unheard off. To the extent that the train crew did not believe that a line 

with a speed restriction of 10 km/h shall be open for purposes of use, it then 

appeared to the board that even if it was not for the disruption in terms of 

the conversation between the train driver and assistant, the train crew would 

not have observed the said restriction. 

8.5.10. The trains are without speed monitoring devices which would have enabled 

the track warrant officers to detect the speed at which the train was travel-

ling as and when it approached the speed restricted area. To the extent 

that the trains are operating without speed monitoring devises, it then be-

comes impossible for track warrant officers to remind train drivers, from time 

to time, to obey the instructions. 

8.6. People Evidence 

(TFR) 

8.6.1. Staff shortage is a major concern for many departments which results in the 

following crises: employees are doing work that is supposed to be done by 

at least two or more people. To the extent that employees are doing more 
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than one task in order to cover for the shortfall; the employees are not get-

ting enough rest. 

8.6.2. Other than the report that management has submitted a request for ap-

proval to fill the vacancies to TFR executive, no documentary proof in that 

regard was submitted to the board. 

8.6.3. The staff shortage has resulted in TFR not working on planned schedule for 

maintenance but instead react to crisis areas. The board was also informed 

that there is only one team of welders who were at the time of the kick-out 

busy elsewhere. It was evident that if enough welders were appointed the 

derailment section would have been distressed at least on the 23rd January 

2015 and this could have avoided the derailment which happened the day 

after. 

8.6.4. There also seems to be a gap in communication between different sections 

of TFR in that from the case in point, the track master Mr. Gcobani Mzondi 

who worked on the kick out area before the derailment, repaired the track 

with an aim of making it safe and his view was that he will return to the af-

fected area on Monday the 25 January 2015 in order to distress. Unfortu-

nately the derailment happened over the weekend on the 24th January 

2015. On the one hand, we heard submissions made before the board by 

Mr, Phildene Mfecane employed as a track inspector planning who indi-

cated that the line in which the train derailed was never safe for use to, the 

extent that it was not safe he himself refused to open the line, but he heard 

it was open with a speed restriction of 10 km per hour. On the other hand, it 

was submitted before the board by the perway technician, Ms. Pamela 
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Mvinjelwa that she was never informed beforehand about the kick out and 

that had she been informed in time she would have visited the scene to ef-

fect the distressing and this could have had avoided the incident. 

8.6.5. The reporting channels were also identified to be the problematic area, in 

that different sections were not communicating properly. It was evident that 

when two sections i.e. track master and track inspector did not agree on 

what was to be done on the track no third opinion was sought. 

8.6.6. Other than the problems identified with regards to communication, it was 

also evident that the derailment was as a consequence of a human error 

which is partly to be blamed to TFR in that they left open a line which was 

not safe for use whilst the same area had a loop line which would have been 

used as an alternative pending distressing. 

8.6.7. There is also a shortage of equipment which was identified in that following 

the speed restriction of 10 km/h, there was no notice boards that was affixed 

on the affected area to warn train drivers. 

 

8.7.  Paper Evidence 

8.7.1. Paper evidence was requested in order to understand the historical infor-

mation 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. 



 

Page 55 of 67 

 

(Rolling Stock) 

8.7.2. Full maintenance history of the derailed locomotive E7010 was not pre-

sented before the board, save for the B Shed job card which was done on 

the 8 December 2014, before the derailment. 

8.7.3. In the absence of the maintenance history it was not possible to formulate 

an opinion on whether the locomotive was maintained in accordance with 

specifications or not. 

8.7.4. As far as it relates to geometry specifications, locomotive E7010 did not con-

form to specifications as far as the wheel differential parameter is con-

cerned. The diameter differential was above 0, 5 mm on all axles. 

8.7.5. The Bogie Trammelling readings were not received for locomotive E7010. It 

was therefore impossible to formulate an opinion about the Bogie alignment 

or misalignment at the time of the incident. 

(Perway) 

8.7.6. The following documents which were part of the inquiry were not received 

by the board. 

8.7.6.1. Track maintenance history of the section from kilometer 42 to kil-

ometer 80; 

8.7.6.2. Track inspection and measurement reports; 

8.7.6.3. Trolley inspection; 

8.7.6.4. Distressing Plan; 
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8.7.6.5. Proof of Lane distressing after the incident; 

8.7.6.6. Documentary proof of the measurements done on the derail-

ment area pre-and post-derailment; 

8.7.6.7. Summer readiness plan. 

8.7.7. The board was furnished with an investigation report done at the time by 

both PRASA and TFR. 

8.7.8. To the extent that the documents were not submitted the Board could not 

comment on the maintenance plan of TRF. 

8.8. Process/ Environmental Evidence 

8.8.1. The incident took place on the 24 January 2015 at about 10h30 in the 

morning under extremely hot temperatures. 

8.8.2. According to the train driver as well as the train assistant, the track was 

S-shaped when the train approached the derailed area which resulted 

in the derailment. To this connection the hot weather played a role in 

the derailment. 

8.8.3. Having analyzed the evidence presented before the board, the follow-

ing was found: 

 

9. IMMEDIATE CAUSES 
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9.1. Our analysis reveals that there is a clear disregard of standard operational pro-

cedures, rules and/or instructions. The train drivers were instructed to travel at 

a speed of 10 km/h but they disregarded and/or neglected to obey the in-

struction and had travelled at an unsafe speed. 

9.2. Furthermore, the derailment was as a result of a wheel climb due to the rail kick 

out at kilometre 72 mast pole 4 and 5. 

 

10. ROOT CAUSES 

10.1. The culture of deficiency or sub-standard action and/or risk behaviours or un-

safe conditions was, inter alia, the root cause of the incident. 

10.2. After the track master and a track inspector could not agree on the safety of 

the track, they left it at that with the track master opening the line with the 

speed restriction of 10 km/h which eventually resulted in a derailment whilst 

indications were there that the line was not safe. 

 

 11. FINDINGS 

11.1. It is further found that: 

11.1.1. The derailment occurred in a section where there was a speed restriction 

of 10 km/h. The lack of speed monitoring device for the locomotive made 

it difficult to determine actual speed at which the train was travelling such 

that even the driver was unable to tell the speed of the train before and at 

derailment; 
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11.1.2. The lack of warning boards of the implemented speed restriction contrib-

uted to the incident; 

 

11.1.3. The derailment was as a result of over speeding; 

 

11.1.4. There is a shortage of suitable qualified personnel within TFR to conduct 

track maintenance in that the very employees they currently have are un-

derstaffed and are covering a very large area. 

 

11.1.5. Track inspection and maintenance by TFR is not done in accordance with 

the track maintenance manual. 

 

11.1.6. There is a shortage of personnel within PRASA such that Sectionsection man-

agers are also driving trains and can no longer perform task observations. 

On the other hand train drivers are working extended hours in order to cover 

for the shortfall; 

 

11.1.7. Refresher training on employees is not being done regularly by both PRASA 

and TFR; 

 

11.1.8. Poor communication channels between stakeholders i.e. PRASSA and TFR 

on unsafe conditions which have been experienced on the track. 
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11.1.9. There is a lack of clear guidelines on the opening and closure of lines and 

furthermore there are no tools available to be used in certifying that a pre-

viously closed line is now safe for use. 

 

11.1.10. Over speeding was equally found to have played a role in the inci-

dent. 

 

11.1.11. Train crew were engaged in a conversation instead of focusing on 

the risk ahead.  

 

11.1.12. Wheel geometry readings were out of tolerance in that the MiniProf 

measurements conducted on the 26th January 2015, post the derailment 

suggested that the wheel diameter differential and flange angle were not 

in compliance with the specification RSE/TE/SPC/0045 Revision 7, dated 5 

September 2011. 

 

11.1.13. Staff shortage is also to blame in that maintenance personnel were 

unable to attend to the scene in time to distress the track on the derailment 

area prior to the incident, in that they were engaged elsewhere, and as 

there is only one team of welders there was no one to attend to the scene 

immediately or as planned. 
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11.1.14. The lack of proper communication regarding the track condition led 

to the incident in that the train crew seemed not to have been aware of 

the risk that lied ahead of them, save for the speed restriction of 10 km/h. 

 

11.1.15. Lack of equipment and in particular speed restriction board to warn 

the train crew played a major role in the incident. 

 

 

 

 

12. RECOMMENDATIONS 

In consideration of the evidence submitted, the documents filed on record and 

the findings of the board, the following recommendations are made in order to 

prevent recurrence of similar incident: 

Rolling Stock 

12.1.   Short-Term Corrective Measures (0-6 Months) 

12.1.2. Refresher training to train crew to remind them of train working rules (PRASA); 

12.1.3. Speed restriction boards must be in place (TFR); 

12.1.4. Audit the process of wheel geometry measurements. Perhaps the authors of 

this specification can be involved in this process (RSR); 
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12.1.5. Ensure Bogie Trammelling Readings are attached on every Wheels Mainte-

nance Job Cards supplied by Transnet (PRASA); 

12.1.6. Retrain Technicians on Wheel Geometry Specification. If necessary, review 

wheel geometry specifications (By PRASA); 

12.2.   Medium Term Corrective Measures (6-12 Months) 

 

12.2.1. Fill all the vacancies of all safety critical grades. There was a clear indication 

from evidence gathered that staff shortage is amongst the biggest challenges. 

It compromises safety in that some safety functions are not being performed. 

This includes activities such as task observation (PRASA/TFR); 

12.2.2. Revise the roles and responsibilities between train drivers and their assistants 

(PRASA/Transnet). The evidence presented suggests that though train drivers 

and assistants work together, train assistant do not have much say. Thus even 

if an assistant driver warns about a risky behaviour, the driver can still disregard 

this warning. 

 

12.3.  Long Term Corrective Measures (12 Months - Onwards) 

12.3.1. Installation of devices to control and monitor locomotive/train speed. At the 

moment it is left to the discretion of the train drivers to regulate the train speed. 

In other words, there is nothing in place to stop the train drivers from exceeding 

the speed limits. This device should be installed where it is technologically fea-

sible/ practical like on the new acquisitions (by PRASA/Transnet); 
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12.3.2. Build Facilities to trammel bogies. It came out very clear that PRASA has no 

facilities to measure bogies which tend to compromise maintenance of rolling 

stock. Instead they rely on Transnet for these measurements. Such measure-

ments are only available on request which means PRASA does not know status 

of their bogies (by PRASA). 

Human Factors Recommendation 

12.4. Short-Term Corrective Measures (0-6 Months) 

12.4.1. PRASA rail to review the current roster to allow for the train crew to obtain ad-

equate rest and to minimise the long hours worked. 

12.4.2. PRASA rail acting duties to be shared or rotated amongst qualified employees 

in an attempt not to overwork the same employees over long periods of time. 

12.4.3. PRASA rail sign on procedure to include fatigue declaration. 

12.4.4. Task observations for PRASA rail and TFR employees to be conducted at the 

intervals in SANS 3000-4, i.e. every 30 days for all employees. 

12.4.5. A plan for supervision (i.e. speed monitoring, train handling, observation of 

safety behaviour and/or task observations) must be devised for the PRASA rail 

train crew and TFR maintenance employees. 

12.4.5. PRASA rail and TFR to document a communication plan for issues arising from 

maintenance conducted on the day. 

 

12.5.  Medium Term Corrective Measures (6-12 Months) 
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12.5.1. Vacancies of train crew at PRASA rail and TFR must be filled timeously. 

12.5.2. The PRASA rail substance abuse testing procedure to be amended to include 

drug testing at medicals and following incidents. 

12.5.3. Training for the detection of the behavioural and physical signs and/or symp-

toms related to fatigue and substance abuse to be arranged for PRASA rail 

section managers. 

12.5.4. Refresher training for section manager duties to be arranged for PRASA rail and 

TFR section managers. 

12.5.5. Refresher training to be arranged for TFR maintenance employees. 

12.5.6. Training for maintenance techniques and programs to be provided for appro-

priate TFR maintenance employees. 

12.5.7. PRASA rail should ensure that the train crew are adequately supplied with all 

the appropriate tools, equipment and materials required for daily work activi-

ties. 

12.5.8 TFR should ensure that the maintenance employees are adequately supplied 

with all of the appropriate tools, equipment, machines and materials required 

for daily work activities. 

 

12.6. Long Term Corrective Measures (12 Months - Onwards) 

12.6.1. The areas of responsibility for the maintenance employees to be reviewed so 

as not to fatigue employees. 
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12.6.2. Employment of track inspectors whose primary focus is track inspec-

tions. 

12.6.3. Installation of devices to control and monitor locomotive/train speed. 

12.6.4. TFR maintenance system to be reviewed to allow for maintenance requests to 

be communicated and conducted immediately after track inspectors report 

the issues. 

12.6.5. PRASA rail and TFR to review the planned and actual budgets to ensure that 

equipment, tools and materials are replaced as quickly as possible. 

 

12.7.  Perway Recommendation 

12.7.1. Based on the findings of this investigation, the following corrective measures 

are recommended in order to prevent a similar incident from occurring. The 

recommendations are as follows: 

12.7.2. TFR must ensure that all places that need to be de-stressed must be attended 

to immediately to restore neutral temperature; 

12.7.3. TFR to ensure that track alignment must be restored only when the rail temper-

ature is within the de-stressing range; 

12.7.4. TFR must ensure that during periods of hot temperatures they perform addi-

tional track inspections; 

12.7.5. Track masters when introducing temporary speed restriction must put up warn-

ing boards to warn the drivers and guide them about the affected area (TFR); 
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12.7.6. TFR must train more personnel on train working rules in order to have enough 

personnel to drive trolley for inspection; 

12.7.7. TFR to ensure that whenever the stress-free temperature is known to be or ex-

pected to be outside the de-stressing temperature range, a temporary speed 

restriction must be applied until the rails are de-stressed. 

12.7.8. TFR must come up with summer readiness plan that will prevent derailment 

caused by kick-out and adhere to the actions to mitigate derailment. The sum-

mer readiness plan must be communicated to the lowest level. 

12.7.9. TFR must arrange formal training for all Engineering technicians, Track masters 

and track inspectors on how to use the lifting frame and management of 

stresses in the rail. 

12.7.10. TFR must ensure that when kick-out is reported on the track the line must be 

closed until it’s made safe for running of trains. 

12.7.11. TFR must ensure that trolley inspection and foot plate inspection is conducted 

as per Track Maintenance Manual 

12.7.12. TFR must comply with the SOP of IM2000 when it comes to faults fixing 

12.7.13. TFR/PRASA must ensure that notices of speed restrictions are well communi-

cated 

12.7.14. TFR/PRASA must fill all the vacancies of safety critical grades 

13.  CONCLUSION 
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13.1 The inquiry has identified the numerous flaws and procedural deficiencies 

within the two institutions being TFR and PRASA, mainly in relation to lack of 

qualifications, insufficient capacity or understaffed, absence of key mainte-

nance instruments and equipment, the refusal, neglect and/or failure to follow 

the reasonable maintenance standards and procedure, failure to keep proper 

records in relation to Perway maintenance, rolling stock maintenance and 

safety-related documents. 

13.2. The fact that the kick out was reported at least two days before the derailment 

in the area which was known of kick out, but seemingly no attention was given 

to the area as far as it relates to de-stressing is of grave concern. 

13.3. Staff shortage has in this instance played a significant role to bring about the  

derailment (for lack of maintenance) in that the line was to be de-stress when 

the team becomes available on Monday, 26 January 2015, but after 8 months 

when the inquiry was conducted, seemingly nothing was done to ensure that 

the critical vacancies are being filled. 

13.4. Lack of information sharing is also been identified as the weakness of the two 

institutions being PRASA and TFR. 

13.5. This report is concluded on the basis of the documents and evidence tendered 

during the inquiry. Certain information was requested from both institutions, 

which information was withheld.  

 

 



 

Page 67 of 67 

 

BOI Members Signatures 

 

 

NO. 

 

MEMBERS 

 

COMPANY 

 

SIGNATURE 

Chairperson 

 

Mduduzi Singwane 

LLB 

Singwane & Part-

ners Attorneys 

  

Member Given Mabaso 

Bsc. (Mech Engi-

neer), MBA RCAT, 

SAIMECHE Rolling 

Stock Engineer 

MJT Consulting 

  

 

Member Inga Dambuza 

Msc. (Ergonomics) 

Human Factor In-

spector 

 
 

Member Chilliboy Kgatle 

Btech Eng (Trans-

portation Engineer-

ing) 

 
 

RSR Coordi-

nator 

Muziwandile 

Masango 

Btech Eng (Me-

chanical Engineer-

ing) 

 

 


