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1. EXECUTIVE SUMMARY 

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

Lower Adamson Station Derailment involving Shosholoza Meyl Train Number 

14257. 

1.2. On the 5th June 2015 at approximately 7h35 am a Shosholoza Meyl Train Number 

14257 which was travelling from Springfontein to Queenstown derailed locomo-

tive number E7031 and five (5) coaches namely 21054, 33075, 32034, 144 and 

36298  at Lower Adamson Station at or between kilometre point 72/05 and 72/06 

facing Queenstown. The train consisted at the time of 10 coaches with at least 

400 passengers. 

1.3.   The following people are directly involved in the incident namely: 

Name Employer Role 

Gcobani Busakwe PRASA Train Driver Assistant 

D Williams PRASA Train Driver 

Luvuyo Ntsini TFR Train Driver 

Sinethemba Hlalu TFR Train Driver Assistant 
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1.4.    From the evidence submitted, it is held that goods Train 2272 travelling from the 

direction of Queenstown to Burgersdorp, travelled past Lower Adamson Station 

at or about 04h09. At the time of travel, train 2272 run through the points from 

the mainline and broke the drive slide, the lock rod stretcher, back stretcher, 

lock extension and extension plate. As a result of the damages the points were 

laying in a half-cocked position. 

1.5. Goods Train 2272 never reported the incident. 

1.6. Passenger Train 14257 was given a token from Burgersdorp station to Queens-

town.  

1.7. At about 07h35 passenger Train 14257 approached the Lower Adamson station 

with a token for the main line. As the crew approached the points the signal 

was red. Accordingly the Train driver operated the remote for the main line and 

the signal aspect turned blank (with no signal aspect). Instead of stopping the 

train, the train driver proceeded.  

1.8. As they were nearing to the points, the train crew realised that the points were 

half cocked. The train driver then attempted to stop the train but he did not 

have his train under control to stop in time.  

1.9. As a result of the half-cocked points the train swung to the loop line and derailed 

the  locomotive and five (5) coaches. 
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1.10. The derailment was as a result of half-cocked points which were run through by 

the goods train. The passenger driver was not cautious of the points position  

and further that the train driver failed to stop the train. 

1.11.  As a result of the derailment one (1) passenger was reported injured and was 

taken to hospital. The extent of the injury of the said passenger is unknown to 

the board of inquiry as no medical records were provided, save for the report 

that the passenger bumped her head whilst in the toilet during the time of de-

railment. 

1.12. The Board of Inquiry was unable to determine the speed at which the train was 

travelling as the train did not have speed monitoring devises. 

1.13. Following the derailment, the following damages of the infrastructure were rec-

orded: 

 1.13.1. 132 Main line rail; 

 1.13.2. 70m of Loop line rail; 

 1.13.3. 150 concrete sleepers; 

 1.13.4. Points machine casing; 

 1.13.5. Lock rod stretcher; 

 1.13.6. Back stretcher; 

 1.13.7. Lock extension; 

 1.13.8. Lock plate and 
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 1.13.9. Damage to the rolling stock. 

1.14. Summary of the findings of the Board of Inquiry 

1.14.1. The board of inquiry found, inter alia, that the derailment was as a result of 

various factors namely: 

i. Train working rules were not followed; 

ii. The train driver of TFR goods Train 2272 ran through the points at Lower Ad-

amson Station and failed/ or neglected to report same as he was required 

in terms of the train working rules; 

iii. The driver of passenger Train 14257 failed to take precautionary measures 

by stopping  the train as there was no signal aspect when he operated the 

remote for the main line; 

iv. The driver of passenger Train 14257 failed to ascertain in time the positioning 

of the points in the light of the no signal aspect. 

 

1.15. DIRECT CAUSE 

(a) The derailment was as a result of the half-cocked points. 

1.16. ROOT CAUSE 

(b) The points were run through by the earlier train that travelled on the sta-

tion, being the TFR goods Train 2272 and the driver thereof failed to re-

port the incident; 
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(c) The passenger Train 14257 was not driven at a safe speed and the driver 

failed to stop the train when he realise that he could not operate the 

points. 

1.17. The Board of Inquiry recommends that: 

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

1.17.1.1. Train working rules to be amended to read that the trains must 

stop at the turnouts where there are manually operated signals. 

This will give train crew sufficient time to operate the remote and 

confirm if the points are lying properly. Trains should stop before 

the block joints (by PRASA/Transnet); 

1.17.1.2. Refresher training to train crew about train working rules; 

1.17.1.3. Formal Training for the train crew to be able to recognize different 

kind of defects and sound while the train is in motion (by 

PRASA/Transnet); 

1.17.1.4. Risk Assessment and task observation must be made for every 

process. This include baseline, ad hoc and continuous risk assess-

ment (by PRASA/Transnet); 

1.17.1.5. PRASA and Transnet Freight Rail sign on procedure to include fa-

tigue declaration; 

1.17.1.6. Audit the process of wheel geometry measurements (RSR); 
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1.17.1.7. Ensure Bogie Trammelling Readings are attached on every 

Wheels Maintenance Job Cards supplied by Transnet (PRASA); 

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

1.17.2.1. 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 and It compromises safety as some safety 

functions are not being performed. (PRASA/Transnet); 

1.17.2.2. Substance abuse testing procedure on signing-on and post oc-

currence to be amended to include drug testing (PRASA? Trans-

net); 

1.17.2.3. Section Managers to attend training for the detection of behav-

ioural and physical signs and/or symptoms related to fatigue and 

substance abuse; 

1.17.2.4. Procure enough MiniProf Gauges for every depot. It came out 

very clear there is shortage of these gauges; 

1.17.2.5. Reward and recognition of employees who report incidences. 

This will encourage employees to report minor incidences and 

near misses which will enable the organisation to address any un-

safe behaviours or conditions. It was noted from the evidences 

that the goods train failed to report the incident where his train 

running over the points. (By PRASA/Transnet); 
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1.17.2.6. Risk assessments and Safety audits must be conducted to ensure 

every process is safety compliance (by RSR); 

1.17.2.7. Retrain Technicians on Wheel Geometry Specification; 

 

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

1.17.3.1. 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; 

1.17.3.2. Build Facilities to trammel bogies. In came out very clear that 

PRASA has no facilities to measure bogies which tend to compro-

mise 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 bo-

gies (by PRASA). 
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2. QUICK REFERENCE 

Date of incident                                     :                        5 June 2015 

Time of incident                                      :                        7h35 AM 

Place of incident                                    :     Lower Adamson Station at or                     between 

kilometre point 72/05 and 

72/06 

Trains involved                                         :                         TFR Goods Train 2272 and 

Passenger Train 14257 

Persons directly involved in the incident                                                    

Gcobani Busakwe                                                   PRASA Train Driver Assis-

tant 

D Williams                                                                          PRASA Train Driver 

Luvuyo Ntsini TFR Train Driver 

Sinethemba Hlalu TFR Train Driver Assistant 

Persons injured                                       :                       Only one passenger was reported 

injured but no details were 

made available on the extend 

of the injury 

Cause of incident : 

Passenger train travelled over half-cocked points and derailed. Points were run 

through by TFR goods train and driver failed to report the incident 
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Assets condition damages: 

 132 Main line rail; 

 70m of Loop line rail; 

 150 concrete sleepers; 

  Points machine casing; 

  Lock rod stretcher; 

  Back stretcher; 

  Lock extension; 

  Lock plate and 

  Damage to the rolling 

stock. 
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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 Evi-

dence 

Lower Adamson   Place of Incident 

Train 14257 Shosholoza Meyl passenger train that de-

railed at Lower Adamson 

E7031 Leading locomotive of the derailed passen-

ger train 

Km/h    Kilometre per Hour 

EAP     Employment Assistance Programme 

Rolling Stock Motor Coaches/Locomotives/Wagons 
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Incident/accident   Used Interchangeable with Derailment 

POD    Point of Derailment 

TCO    Train Control Officer 

RIO     Rail Incident Officer 

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

perpendicular to the axle centreline 

Diameter Differential The difference in diameter between the two 

wheels on the same axle measured at the 

tread datum position. 

Flange Width The distance between the flange back and 

the flange face measured 14mm from the 

flange tip. 

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

ment of a Shosholoza Meyl at Lower Adamson Station 

RSR/20150520/004 

 

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

4.1. 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 responsibility for overseeing, improving, or maintain-

ing railway safety. 

4.2. THE OBJECTIVE OF THE INQUIRY  

4.2.1The 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 consid-

ered 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 
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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. 

 

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 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, perway, rolling stock. 
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4.3.2. 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: 

 

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. 

 

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 three other reports 

inter alia, rolling stock, perway and the human factor report. The three sec-

ondary 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 of this report would be referred 

to from time to time. 
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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 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. 

5.5. 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. Some of the required information was not received by the Board of 

Inquiry at the time that this report was finalized. Details of the information that 

was not submitted is reflected in the three secondary reports attached 

hereto. 
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6. BACKGROUND 

6.1. On the 5th June 2015 at approximately 07h35 a Shosholoza Meyl Train Number 

14257 which was travelling from Springfontein to Queenstown derailed loco-

motive number E7031 and five (5) coaches namely 21054, 33075, 32034, 144 

and 36298  at Lower Adamson Station at or between kilometre point 72/05 and 

72/06 facing Queenstown. The train consisted at the time of 10 coaches with 

at least 400 passengers. 

 

6.2. Out of the 10 motor coaches, the first 5 coaches and the locomotive was com-

pletely off the rail standing on an upright position in a derailed state. The last 

five coaches were taken back into Burgersdorp station and busses were ar-

ranged for the passengers. 

 

6.3. There was severe damage to the rolling stock and perway. 

 

6.4. The speed in the section is 60km/h and the method of train movement is Track 

Warrant System controlled by a TCO stationed at Cambridge panel in East Lon-

don. 

 

6.5. From the submitions made, it is held that goods Train 2272 travelling from the 

direction of Queenstown to Burgersdorp, travelled past Lower Adamson Station 

at or about 04h09. At the time of travel, Train 2272 is alledged to have run 

through the points from the mainline and broke the drive slide, the lock rod 
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stretcher, back stretcher, lock extension and extension plate. As a result of the 

damages the points were laying in a half-cocked position. 

 

6.6. Goods train 2272 never reported the incident. 

 

6.7. At about 07h35 passenger Train 14257 approached the Lower Adamson station 

with a token for the main line. As the crew approached the points the signal 

was red. Accordingly the train driver operated the remote for the main line and 

the signal aspect turned blank (with no signal aspect). Instead of stopping the 

train, the train driver proceeded. 

 

6.8. As they were nearing to the points, the train crew realised that the points were 

half cocked. The train driver then attempted to stop the train but he did not 

have his train under control to stop in time. 

 

6.9. The derailment was as a result of half-cocked points which were run through by 

the goods train, driver was not cautious of the points signal aspect and further 

that the train driver failed to stop the train. 

 

6.10. As a result of the derailment one (1) passenger was reported injured and was 

taken to hospital. The extent of the injury of the said passenger is unknown to 

the board of inquiry as no medical records were provided, save for the report 

that the passenger bumped her head whilst in the toilet during the time of de-

railment. 
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6.11. The office of the Rail Safety Regulator attended the scene of incident and con-

ducted a preliminary investigation and made the following conclusions that:  

 

6.11.1. It is suspected that the points was run through by a TFR Train No. 

2272 that previously passed in the station on the same morning. The 

train was going the opposite direction from Molteno to Burgers-

dorp. 

6.11.2. There is a possibility that the run through points was left half-cocked 

resulting to the signal to be at danger.  

 

6.12. The Board of Inquiry conducted the site visit on the 17th of August 2015 and the 

interviews from the 18th to 21st August 2015. 

 

7. SUMMARY OF EVIDENCE CONSIDERED 

On-site investigation conducted by the Board of Inquiry, evidence of witnesses 

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

the rolling stock, photographic evidence reveals that: 

7.1. Position evidence 

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

7.1.2. The point of derailment was about 7.52 meters from signal LA 719 and about 

28.7m from the block joint. 
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7.1.3. The train was travelling from Springfontein to Queenstown and had a token for 

the main line. 

7.1.4. Locomotive E7031 was the first to derail where after it travelled a distance of 

132m before coming to a standstill position. 

7.1.5. The wheel action was a drop in. This is supported by the following observations 

during site visit: 

7.1.5.1.      Wheel travel marks were found on sleepers or ground between 

rails. These marks were curving to the right hand side of the rail 

track. In essence the train displacement was to the right hand 

side of the track as can be observed in Figure 1; 

7.1.5.2. Wheel Impact/or drop in marks on the right hand side of either 

rail of the main line; 

7.1.6. The train crew operated the points for the main line but they did not get any 

signal. Instead of stopping the train they proceeded to travel on half-cocked 

points hence the derailment.  

7.1.7. The train driver after seeing that the points were half cocked was unable to 

stop the train as the train was not at the time driven at a safe speed to stop 

immediately. 

7.1.8. At the time of site visit by the board, the locomotive and the five coaches were 

still on site and not being removed.  

7.1.9. The rail has since been rebuilt and locked for the mainline. 
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7.1.10. The damaged line was opened for all diesel locomotives on the 8 June 2015. 

7.1.11. As a result of the derailment the infrastructure was damaged, the extent of 

which is indicated in paragraph. 4.10 above.  

7.1.12. The attached pictures and explanatory note referred to as Figure 1 to Figure 3 

gives an illustration of the point of derailment and the derailed train. 

 

 

Figure 1: Point of derailment and Position of Train Post Derailment 
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Figure 2: Locomotive E7031 left wheel Impact or wheel drop in Marks 
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Figure 3: Signal Pole LA719 near the POD 
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Figure 4: Turnout nomenclature 

 

7.2.  Parts/ Component Evidence 

(Rolling stock) 

7.2.1. The derailment occurred on the 5th June 2015 and the board of inquiry visited 

the scene on the 17 August 2015. 

7.2.3. It has been established that locomotive E7031 was the first to derail. 

7.2.4. It was further established that goods Train 2272 which came from the trailing 

side ran over switch blade points which left them in a half-cocked position. The 

board of inquiry was unable to inspect the goods train as it was not available 

at the time of the site visit and had to rely heavily on the photographic evi-

dence presented by the witnesses. 
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7.2.5. Goods Train 2272 leading right hand wheel had visible rubbing marks inside the 

flange or flange gauge side. These marks were across the circumference of the 

wheel which suggest the wheel must have at least made a full turn (i.e. 3600 

turn) rubbing against the outside face of the right hand switch blade point. In 

fact this is the only possible explanation of this type of damage. 

7.2.6. Trailing right hand wheel (i.e. Wheel No: 12) of Locomotive E7031 had a broken 

flange tip which further confirms wheel drop action. 

7.2.7. No visible signs of sharp wheel flange on all wheels of locomotive E7031. 

7.2.8. No visible signs of spread rim cracks on all wheels of Locomotive E7031. 

7.2.9. No visible mushrooming marks of the wheel tread of Locomotive E7031. 

7.2.10. No visible damage to the bogies of Locomotive E7031. These bogies were in-

tact. 
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Figure 5: One of wheels from Locomotive E7031 

 

 

 

Figure 6: Trailing Right Hand Wheel of Locomotive E7031 with broken flange tip 

due to impact 

 



 

Page 29 of 63 

 

 Parts/ Component Evidence 

(Perway) 

7.2.11. The board of inquiry visited the derailment site to gather evidence on the 17 

August 2015. 

7.2.12. The derailment occurred on the facing points. 

7.2.13. The points are remote controlled and there is adequate ballast on the turnout. 

7.3. People Evidence 

WITNESSES’S STATEMENTS 

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 Gcobani Busakwe PRASA 

2 Mr. Cornelius Coetzee – Assistant Train 

Driver 

PRASA 

3 Ms. Liziwe Silo – Sectional Manager PRASA 

4 Mr. Jacques Mcleod, Acting Area 

Operational Manager 

PRASA 
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5 Mr. Ayanda Gxobela – Maintanance 

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 Maintanance 

Manager  

TFR 

10 Mr. Phildene Mfecane – Track Inspec-

tor 

TFR 

 

 

 

 

 

 

 

 

1st Witness 
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Mr. Gcobani Busakwe   

Position: PRASA Train Driver Assistant 

Testified on the 18 August 2015 

7.3.1. He testified that: 

7.3.1.1.  He has been employed as a train driver assistant with PRASA for 

a period of at least nine years since 2006; 

7.3.1.2. He attends refresher courses every two years; 

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

during the year 2014; 

7.3.1.4.  He has done task observation during the month of August 2015. 

According to him task observation are done depending on the 

availability of the Section Manager. 

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

7.3.1.5.1. On the day of the incident, Mr Busakwe signed on at 

23h00 on Thursday and was then transported to Burgers-

dorp with a car, after which Mr Busakwe and the train 

driver took a locomotive to Springfontein before depart-

ing for Queenstown.  

7.3.1.5.2. The trip from Queenstown to Burgersdorp was reported 

to be about two hours. The train was reported to have 

been running late; however Mr Busakwe reported that 
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there was no instruction to make up for lost time. Mr 

Busakwe also reported that the train drivers do usually 

increase the speed to make up for lost time. 

7.3.1.5.3. When they arrived at Lower Adamson they received a 

token to proceed. 

7.3.1.5.4. Points at Lower Adamson are remote controlled. 

7.3.1.5.5. When approaching the points the signal was red as 

usual, with the understanding that the points were laying 

for the main line. 

7.3.1.5.6. As they were approaching the points, the driver used the 

remote to operate the points and the red signal went off 

as usual, but it did not give direction of the intended 

route. 

7.3.1.5.7. He then advised the driver that the points were laying 

for the loop line. 

7.3.1.5.8. As the train was drawing nearer he realise that the points 

were half cocked and at that time they were almost on 

top of the points. 

7.3.1.5.9. The train driver continued to operate the points whilst 

the train was in motion. 

7.3.1.6. With regard to the cause of derailment he testified as follows, that: 
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7.3.1.6.1. The derailment was the result of points that were run 

through by the earlier goods train that failed to report; 

7.3.1.6.2. The PRASA train driver failed to stop the train when he 

realised that he was not getting any signal from the 

points signal. 

7.3.1.6.3. The train was driven at a high speed and could not stop 

immediately. 

7.3.1.6.4. They are not getting enough resting periods since the 

introduction of the Cape Town train. 

 

2nd Witness 

Jacques Mcleod 

Position: PRASA Acting Area Manager 

Testified on 18th August 2015 

7.3.2. He testified as follows that: 

 

7.3.2.1.  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.  
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7.3.2.2. 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.  

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

ment. 

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

50 at this stage with 64 vacancies. He has 15 stations under him. 

7.3.2.5.  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 

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. 

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

vations because they are engaged in driving trains. 

7.3.2.7.  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. 

7.3.2.8.  With regard to the incident he testified as follows: 
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7.3.2.8.1. He is of a view that the Lower Adamson derailment was due 

to switch blade points that were damaged by an earlier goods 

Train 2272 which passed at Lower Adamson. This train went 

through around 02:00 AM that morning. 

7.3.2.8.2. Investigation was done and their findings suggest that the 

points were laying for loop line when the goods train passed 

this point, and that this train hit the points at a speed of be-

tween 28 and 34 km/h.  

7.3.2.8.3. He is of the view that train working rules were not observed be-

cause the train did not stop. He believes the driver must have 

assumed the points were laying for main line. 

7.3.2.8.4. According to the witness the speed limit in that section is 30 

km/h. This speed is even displayed. TFR has been doing speed 

monitoring for both PRASA and TFR trains. There was no speed 

monitoring system before this incident but he is of the view that 

there are no issues with trains over speeding. There are control 

measures in place for regulating speeding of trains. One of the 

measures is that fact that 7E locomotive cut off speed is at 

about 85 km/h due to the condition of these assets. 

7.3.2.8.5. There is also a directive to discipline train drivers who over-

speed. Drivers are aware of this. There has not been any disci-

plinary case in the past 12 months. 
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7.3.2.8.6. The witness also testified that in his view train drivers must always 

report when they enter every station for safety reasons.  

7.3.2.9. As regard to the cause of the incident the witness testified as fol-

lows: 

7.3.2.9.1.  PRASA Train driver did not stop the train when he was not get-

ting signal aspect from the points signal; 

7.3.2.9.2. The PRASA train was not driven at a safe speed to be able to 

stop immediately. 

7.3.2.9.3. The goods train crew that run through the points failed to report 

the incident beforehand; 

3rd Witness 

Mr. Phumelela Figlan 

Position: Operations Maintenance Manager 

Testified 18th August 2015 

7.3.3. He testified as follows, that: 

7.3.3.1. He is the Fleet Manager for Rolling Stock Maintenance. 

7.3.3.2.  His primary function is to ensure that rolling stock maintenance is 

carried out correctly. Thus he is the executor of the maintenance 

policy. 
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7.3.3.3.  He has been in this position since December 2012.  

7.3.3.4.  Before then he worked in Western Cape as Engineering Service 

Manager since 2009. The other positions he held before include 

business manager, depot manager, and supervisor at Transnet. 

7.3.3.5. As regard to the incident, he testified as follows: 

7.3.3.5.1. His department does not do any MiniProf measurements. Thus    

he was not involved in measurements of Locomotive E7031 

post derailment. He believes engineering did the MiniProf 

measurements on the derailed locomotive E7031 and such 

measurements were within the specification.  

7.3.3.5.2. He also had no sense of maintenance history for Locomotive 

E7031. He believes some maintenance intervention was done 

which include A-Service and wheel change. It did skip some 

two services though. 

7.3.3.5.3. The witness believes the Lower Adamson derailment 

was caused by the points which were half- cocked at the 

time of incident. He is of the view that the half-cocked will 

either be caused by wheels with thin flange or the damage 

to the track. 

7.3.3.5.4. From his observation there was no thin flange on Locomotive 

E7031. There was also no issue with bogie alignment, and 

wheel diameters were within geometry specification. This will 

then rule out rolling stock as the cause of this incident. 
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4th Witness 

Mr. Ayanda Gcobole 

Position: PRASA Engineering Maintenance Manager 

Testified 18th August 2015 

7.3.4. He testified as follows that: 

7.3.4.1. He is the Maintenance Engineering Manager with PRASA since 

2008 to date. 

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

2006. Before then he was electrical fitter since 2003. 

7.3.4.3. He explained PRASA maintenance philosophy which was started 

in 2010 as follows: 

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

and C shed repairs. 

 

7.3.4.3.2 A shed is done at PRASA and it involves visual inspection, check-

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

changing brushes. 
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7.3.4.3.3. 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 panto-

graph and detail wheel inspection. C Shed will include major 

overhaul, replacing valves and is more intensive.  

7.3.4.3.4. He mentioned that the following is challenges that they con-

stantly face on the rolling stock: 

7.3.4.3.5. Mini-Prof is not used every day; 

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

measurements; 

7.3.4.3.7. Grease points contributed to high wear rate but the problem 

has since been resolved;  

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

7.3.4.4. As regard to the derailment testified as follows: 

7.3.4.4.1. The derailed locomotive E7031 came for B-Shed on 

26th of May 2015. According to him maintenance was within 

schedule at the time of incident, and it was due for service in 3 

days. Thus rolling stock maintenance is ruled out as the contrib-

uting factor to this incident. 

7.3.4.4.2. His department was unable measure the wheels of the de-

railed Locomotive E7031 because the locomotive was still on 
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the incident scene when they visited the incident site. He fur-

ther indicated to the board that that the locomotive will be 

moved to the pit where full measurements will be conducted. 

7.3.4.5. The witness believes this derailment was not caused by the rolling 

stock but was due to the fact that switch blades points were in a 

half-cocked position at the time of incident.  

 

5th Witness 

Mr. Lebogang Mokoena 

Position: TFR Safety Specialist 

Testified: 19th August 2015 

 

7.3.5. He testified as follows: 

7.3.5.1. He is currently employed with Transnet as a Safety Specialist and 

has been on the Job for 7 months. 

7.3.5.2. His role includes amongst others, to ensure that there is compli-

ance, safety standards are maintained, 

7.3.5.3. Before that, he was a Section Manager in Bloemfontein for at 

least 3 years, he has been a train driver for at least 7 years and 

has been train assistance for 2 years. 

7.3.5.4. As regard to the incident he testified as follows: 
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7.3.5.4.1. He arrived at the scene at 14h45 whilst the derailment occurred 

at 7h35; 

7.3.5.4.2. At the time of arrival the train driver was already gone; 

7.3.5.4.3. From his observation it appeared that the points were run 

through by an earlier train; 

7.3.5.4.3. Goods train went through the points at Lower Adamson from 

Queenstown to Burgersdorp, as it went through the points were 

laying for the loop line against the movement of the train. The 

train movement forced the points and bent the rods which could 

not close anymore; 

7.3.5.4.4. Again from his investigation, he observed the marks on the 

right leading wheel of the leading locomotive of the goods train. 

These marks were on the field side of the flange. He is however 

not sure if these marks resulted at the POD because the goods 

train travelled some 500 kilometres before it was used to remove 

the last 5 coaches of the derailed train from the derailment 

scene. 

 

6th Witness 

Mr. Johan Janse van Vuuren 

Position: TFR Technician 

Testified: 19 August 2015 
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7.3.6. He testified as follows that: 

7.3.6.1. He is employed as the Technician at Transnet. He has been so 

employed for 37 years. 

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

7.3.6.3. He visually inspected the incident scene and he found amongst 

other things that the blades were open;  

7.3.6.4. The rods were pressed together, rods were bent. According to his 

analysis the blades were damaged by an earlier train that run 

through before the incident. He took photos on the scene; 

7.3.6.5. He also testified that the default position at the turnout is main line 

and he believes the points were laying for the loop line when the 

goods train approached Lower Adamson.  

7.3.6.6. The goods train was heading to the mainline which then caused 

the leading right wheel to force the switch blade wide open and 

ran over it. 

7.3.6.7. He inspected the wheel from the leading Locomotive of the 

goods train and he saw the ring mark across the wheel circum-

ference of the wheel (i.e. 360 on degrees) on the field side of the 

ring.  
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7.3.6.8. He also observed the marks on the switch blades. These marks 

were between 1.5m to 3m long. 

7.3.6.9. As regard to the cause derailment he testified as follows: 

7.3.6.10.  The points were run through by the goods train and failed to re-

port same; 

7.3.6.11.  The PRASA train was travelling at a high speed and failed to stop 

at the points when driver was not getting signal; 

7.3.6.12.  The PRASA train travelled on half-cocked points.  

7.3.6.13. The witness was of the view that if train drivers are instructed to 

stop at the turnouts before the block joints in order to operate the 

points, this could prevent similar incidents from occurring. 

 

7th Witness 

Mr. Luvuyo Ntsini 

Position: TFR Train Driver 

Testified 21 August 2015 

7.3.7. He testified that: 
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7.3.7.1. He is employed by TFR as the Train Driver. Has been in this position 

for 2 years from 11th June 2013 till to date. He was a train assistant 

from the 18th May 2006. 

7.3.7.2. Refresher courses have been phased out but have been re-

placed with something called continuous learning. He had at-

tended this course before June. Last task observation was this 

month (i.e. August 2015). 

7.3.7.3. As regard to the incident, he testified as follows: 

7.3.7.3.1. He was the driver of the goods Train 2272 from Queens-

town to Burgersdorp; 

7.3.7.3.2. On the 5th June 2015, he drove past Lower Adamson; 

7.3.7.3.3. When he approached the points, he was driving slowly; 

7.3.7.3.4. The signal was red and he controlled them for the main 

line and when he passes the points were laying for the 

main line; 

7.3.7.4. According to the witness his train never run over the points. 

7.3.7.5. The witness testified that he would not have known if his train run 

over the points as he is not familiar with the sound of points that 

were run through. 

7.3.7.6. He further denied that his train stopped at Lower Adamson. 
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8th Witness 

Mr. Sinethemba Hlalu 

Position: TFR Train Assistant 

Testified 21 August 2015 

7.3.8. He testified as follows: 

7.3.8.1. He is employed as the Train Assistant Driver by Transnet, since 

2011. 

7.3.8.2. He has attended training in relation to his job. The refresher 

courses are being phased out, therefore he has not done a re-

fresher courses. Instead he has attended something called con-

tinuos planning programm (CPP) which is mainly on the job train-

ing. 

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

7.3.8.3.1. He signed on for duty at 21:30 on the 4th of June 2015.  

7.3.8.3.2. Their Goods Train 2272 departed at 00:30 from Queenstown. 

When they arrived at Stormburg the signals were dead but 

the points were right. They then stopped to  
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crank the points. The procedure is to crank the points to 

manual and back. He cranked the points himself. 

7.3.8.3.3. The signal was red when they approached Lower Ad-

amson. Then the points were operated for the main line 

and the signal gave permission to proceed to the main 

line. Thus there was no problem which would have neces-

sitated them to stop. 

7.3.8.3.4. The train was running at a high speed in that if there was a 

problem, they could not have stopped the train. 

7.3.8.3.5. He has never been involved in an incident where the train 

run over the points. Neither does he know what it would 

sound like if it was the case.  

 

 

 

 

 

 

 

7.4. ANALYSIS OF PEOPLES EVIDENCE 
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(TFR) 

7.4.1. Staff shortage is a major concern, this 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 than one task in order to cover for 

the shortfall; the employees are not getting enough rest. 

7.4.2. Mr. Johan Janse van Rensburg employed as a technician submitted before the 

board that upon visiting the scene he formulated an opinion that the points 

were bent by the earlier train. At the time only one train had passed Lower 

Adamson before the derailed train. Accordingly the goods Train 2272 run 

through the point and failed to report the incident.  

7.4.3. According to him the goods train that was driven from Queenstown was trailing 

and could not have derailed. On his incident reconstruction the points did 

show that they were forced from the direction of Queenstown. He went to say 

he inspected the wheels of the goods train and had found marks, which marks 

were not normal wear and tear. The board accepted the view of the witness 

that the marks were consistent with version that the points were run though by 

the goods train. 

7.4.4. Mr. Luvuyo Ntsini who was the train driver of Transnet goods train said he did 

not run through the points. According to him he operated the points properly 

and he did receive a signal for the main line. When asked whether he would 

have known the sound arising from points that was run through, the witness 

testified that he would not have known if he would run through the points, as 

they were not trained on same. To this end the board did find that there is a 
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gab in relation to safety talks in that aspect of abnormalities on the rail are not 

discussed.     

7.4.5. Mr. Lebogang Mokoena employed as Safety specialist testified that from his 

opinion when the goods train approached Lower Adamson the points were 

laying for the loop line whilst the train was to travel for the main line. The train 

forced open the points hence they bent. He inspected the train and found 

marks on the inside of the wheel.  

7.4.6. The board did find the evidence of the safety specialist to be consistent with 

that of the technician, and in the absence of the contradictory view the con-

clusion is that the points at Lower Adamson were run through first by the earlier 

goods Train 2272. 

7.4.7. As regard to maintenance, the Board was not furnished with all maintenance 

records and thus cannot comment on the maintenance aspects of the trains. 

 (PRASA) 

7.4.8. There is evidence of staff shortage noted to the extent that one employee is 

obliged to perform tasks of two or more employees. Task observation is not be-

ing done regularly in that Section Managers responsible to conduct task obser-

vation are also driving trains in order to compensate for shortage of drivers. Mr. 

Jacques Mcleod also testified that driver shortages are contributory factor to 

the incidences.  
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7.4.8. The board only heard the testimony of the train driver assistant who declared 

that no drug testing was done post the incident, save for the substance abuse 

test. 

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

measures in place to determine fatigue related signs. Section Managers who 

also drives trains are not competent to detect signs of fatigue. 

7.4.10. Mr. Qcubani Busakwe employed by PRASA as train driver assistance testified 

that as and when the train was approaching Lower Adamson station the signal 

was red. The driver operated the points and the signal went dead (no signal 

aspect). They thought the points were laying for the loop line at first, but real-

ised that they were cocked. The drive could not stop the train in time as it was 

driven at a high speed.  

7.4.11. It was evident that when approaching the points the train crew did not have 

the intentions to stop the train. The evidence suggested that the train was 

driven with the assumption that at all time the point will be laying for the main 

line.  

7.4.12. The train manual and/ or directive does not provide for the exact speed that 

the driver must travel with when approaching points. The practice is that the 

train must be driven at a safe speed. To the extent that there is no determina-

tion on the actual speed, safety aspects are being compromised. 

 

7.4.13. If the driver’s manual provided that the train must stop when points are being 

operated, then in that case this incident would have been prevented. The train 

Commented [MM1]: what is the name of the manual? I think 
if we refer to the manual let’s call it by name. 

Commented [MM2]: same as the last comment. 
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driver assistant provided that they realised that the points were half cocked 

when they were almost on top of them and that was the only time when the 

driver reacted and applied emergency brakes. 

7.4.14. It appeared to the board that when points are operated at 500m point the 

train crew cannot see the physical movement of the points save for the signal 

guidance. In this instance the signal failed and the points were not clear from 

far as to which side they were laying and this has led to the derailment. 

7.4.14. The train driver assistant also testified that the train was behind schedule. To the 

extent that it was driven at a high speed, the board accepts the view that the 

driver was driving at a high speed when approaching the points in order to 

make up for the lost time. 

 

7.5. F. Paper Evidence 

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

mation and standard procedure applicable to the scenario at hand. The his-

torical information was assessed in order to determine if there were any devia-

tions from the standard procedure which might have resulted and/or contrib-

uted to the incident. 

(Rolling Stock) 

7.5.1.1. Maintenance history of Locomotive E7031 was not received by 

the BOI. Therefore it was not possible to conclude if this locomo-

tive was maintained in accordance to specification or not. 
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7.5.1.2. Goods train wheel did not conform to geometry specification as 

far as wheel diameter differential and the flange angle is con-

cerned. 

7.5.1.3. It was not possible to conduct MiniProf measurements for Loco-

motive E7031 on site. This will require that derailed locomotive 

E7031 is moved to the facility (i.e. the pit) where it will be possible 

to conduct such measurements. For this reason it is not possible 

to conclude if Locomotive E7031 conformed to the specification 

or not. 

7.5.1.4. Bogie Trammelling readings were not received for both Locomo-

tive E7031 and Locomotive 34-015. It is therefore not possible to 

draw conclusions about bogie alignment or misalignment at the 

time of incident. 

(Perway) 

7.5.2. The following documents which were part of the enquiry were not received 

by the board. 

7.5.2.1. Track maintenance history of the points; 

7.5.2.2. Latest three turnout inspection before the derailment; 

7.5.2.3. Derailment recording form. 

7.5.2.4. To the extent that these documents were not provided, the board 

was unable to equally formulate an opinion and to make recom-

mendations that would prevent future occurrences. 
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(Human Factor) 

 

7.5.3. The train driver did not appear before the BOI. The following was deter-

mined from the paper evidence provided for the train driver: 

7.5.3.1. The risk profile was updated on 4 March 2015; 

7.5.3.2. All qualifications are up to date for the train drivers; 

7.5.3.3. The road knowledge was tested on 14 January 2015 and the next 

scheduled road knowledge was 14 July 2015; 

7.5.3.4. The last task observation recorded was conducted on 9 February 

2015 and the next task observation was scheduled for 19 May 

2015; 

7.5.3.5. The train driver was found competent for the safety performance 

monitoring conducted on 19 May 2015; 

7.5.3.6. Refresher training was conducted on 26 February 2014 and the 

next refresher training was scheduled for 2 February 2017; 

7.5.3.7. The train driver assistant appeared before the BOI, and the follow-

ing was further determined from the paper evidence submitted: 

7.5.3.7.1 The risk profile was updated on 4 March 2015; 

7.5.3.7.2. The road knowledge was tested on 14 January 2015; 

7.5.3.7.2. The last task observation recorded was conducted on 20 

February 2015 and the next task observation was sched-

uled for 19 May 2015; 
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7.5.3.7.3. The train assistant was found competent for the safety per-

formance monitoring conducted on 19 May 2015; 

7.5.3.7.4. Refresher training was conducted on 29 August 2014 and 

the next refresher training was scheduled for 29 August 

2016; 

7.5.3.7.4. The train assistant was found competent for theoreti-

cal/practical assessment conducted on 29 August 2014;  

7.6.  Process/ Environmental Evidence 

7.6.1. The incident took place on the 5th June 2015. There is no report of bad weather 

condition in respect of both trains i.e. TFR train 2272 and PRASA train14257. To 

this end it is accepted that the weather did not play any role in the incident.   

 

7.7. IMMEDIATE CAUSES 

7.7.1. The derailment was as a result that passenger Train 14257 travelled on 

the half-cocked points. 

 

7.8. ROOT CAUSES 

7.8.1. The points were run through by the earlier train that travelled on the sta-

tion, being the TFR goods Train 2272 and the driver thereof failed to re-

port the incident; 
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7.8.2. The passenger Train 14257 was not driven at a safe speed and the driver 

failed to stop the train when he realise that he could not operate the 

points. 

 

7.9. FINDINGS 

7.9.1. It is further found that: 

7.9.1.1. Train working rules were not followed in that the train driver of TFR goods 

Train 2272 ran through the points at Lower Adamson Station and failed/ or 

neglected to report same; 

 

7.9.1.2. Inadequate training has also played a role in the derailment, that the goods 

train crew submitted that they were not trained to detect strange sound 

which might emanate from the train that run through the points; 

 

7.9.1.3. The driver of passenger Train 14257 travelled over half-cocked laying points; 

 

7.9.1.4. The train was travelling at a high speed; 

 

7.9.1.5. The driver of passenger Train 14257 failed to take precautionary measures 

by stopping  the train as the signal was dead; 

 

7.9.1.6. The driver of passenger Train 14257 failed to ascertain the position of the 

points in the light of the dead signal; 
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7.9.1.7. There is a shortage of personnel within PRASA such that Section Managers 

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; 

 

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

and TFR; 

 

7.9.1.9. No speed monitoring device on trains. It is left to the discretion of train driver 

to regulate his/her speed. No real time  systems in place to enforce obeying 

speed rules. Trains also do not have black box were the data can be re-

trieved; 

 

7.9.1.10. To this end, a bad human error in judgement was found to be the cause of 

the derailment. 
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8. 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 

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

8.1.1. Trains must stop at the turnouts where there are manually operated signals. This 

will give train crew sufficient time to operate the remote and confirm if the point 

are lying correct. Trains should stop before the block joints (by PRASA/Transnet); 

8.1.2. Refresher training to train crew about train working rules; 

8.1.3. Formal Training for the train crew to be able to recognize different kind of de-

fects while the train is in motion (by PRASA/Transnet); 

8.1.4. Risk Assessment must be made for every process. This include baseline, ad hoc 

and continuous risk assessment (by PRASA/Transnet); 

8.1.5. Audit the process of wheel geometry measurements (RSR); 

8.1.6. Ensure Bogie Trammelling Readings are attached on every Wheels Mainte-

nance Job Cards supplied by Transnet (PRASA); 
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8.2. Medium Term Corrective Measures (6-12 Months) 

8.2.1. 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 because some safety functions are not being performed. 

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

8.2.2. Revise the roles and responsibilities between train drivers and their assistance 

(PRASA/Transnet). It appeared from evidences that train assistant driver may 

not have a final say. Train driver may not obey any warning or advice coming 

from his/her train assistant; 

8.2.3. Retrain Technicians on Wheel Geometry Specification; 

8.2.4. Procure enough MiniProf Gauges for every depot. It came out very clear there 

is shortage of these gauges; 

8.2.5. Reward and recognition of employees who report incidences. This will encour-

age employees to report minor incidences and near misses which will enable 

the organisation to address any unsafe behaviours or conditions. It was noted 

from the evidences that the goods train failed to report the incident where his 

train running over the points. (By PRASA/Transnet); 
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8.2.6. Risk assessments and Safety audits must be conducted to ensure every process 

is safety compliance (by RSR). 

 

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

8.3.1.. 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); 

8.3.2. Build Facilities to trammel bogies. In 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 

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

8.4.1. 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; 

8.4.2. 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; 
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8.4.3. PRASA rail sign on procedure to include fatigue declaration; 

8.4.4. 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 and documented; 

8.4.5. 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; 

8.4.6. PRASA rail sign on procedure to be amended to include verification from the 

section manager on duty on a daily basis; 

8.4.7. PRASA rail to review the medical and refresher plans and immediately send 

overdue employees to medicals and refresher training; 

8.4.8. The safety risk assessments for TFR East London to be completed and signed off. 

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

8.5.1. Vacancies of train crew at PRASA rail and TFR must be filled timeously; 

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

drug testing at medicals and following incidents; 

8.5.3. 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; 

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

TFR section managers; 
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8.5.5. Training to be provided to train crew for education about the signs, sounds 

and/or feel of a train running through points; 

8.5.6. 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; 

8.5.7. TFR should ensure that the maintenance employees are adequately supplied 

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

daily work activities. 

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

8.6.1 Installation of devices to control and monitor locomotive/train speed; 

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

be communicated and conducted immediately after track inspectors report 

the issues; 

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

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

 

8.7. Perway Recommendation 

8.7.1. PRASA must fill all safety critical grades; 

8.7.2. All train crew personnel from PRASA and TFR to be trained and tasked observed 

on the operating of non-trailing electrical self-normalising points; 
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8.7.3. TFR and PRASA to determine and make known the speed that must be travelled 

when going through the points; 

8.7.4. Amend the train working rules to provide that the trains must stop before the 

block joint at the turnout where points are remote controlled and the points 

must be controlled whilst the train is not in motion; 

8.7.5. PRASA and TFR to run awareness on the personnel on the operating of remote 

control points.  

9. CONCLUSION 

9.1 The enquiry 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, failure to keep proper records in relation to 

Perway maintenance, rolling stock maintenance and safety-related docu-

ments. 

9.2. The fact that there is no speed detector devise on the trains makes it difficult 

to know the speed at which the trains were travelling. Overall it appeared that 

speeding has been an issue at both institution i.e PRASA and Transnet; 

9.3. The driver manual does not provide for the speed that a train driver should 

travel with when approaching the points; it is left to the drivers to determine as 

to what is the onsite speed to cross the points with. To this end it is further rec-

ommended that the manual be amended to define the exact speed. 
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9.4. Hazards associated with remote control points were seen before, but the train 

operating procedures were not changed to read that “when approaching  

points train drivers must stop the trains and operate the points whilst the train is 

not in motion”.  

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

institutions. 

9.6.  This report is concluded on the basis of the evidence tendered during the in-

quiry as well as documents that were submitted on request. 

 

10. ANNEXURES 

10.1. ROLLING STOCK REPORT  ANNEXURE – A 

10.2. PERWAY REPORT   ANNEXURE – B 

10.3. HUMAN FACTOR REPORT  ANNEXURE – C 
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