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INTRODUCTION

This report presents the Federal Railroad Administrations's
findings in its investigation of 40 railroad employee fatalities
suffered during 1984. Not included are the employee fatalities
that occurred as a result of train derailments, collisions, or
rail-highway crossing accidents; these are reported in the 1984
Summary of Accidents Investigated by the Federal Railroad
Administration.

The purpose of this report is to direct public attention to
hazards that exist in the day-to-day operation of railroads, to
guide the overall Federal program to promote the safety of
railroad employees, and to supply rail management, rail labor,
and all other interested parties with information and analysis
for use in training and other action to prevent similar
accidents.

J. W. Walsh
Associate Administrator
for Safety
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REPORT: 1
RAILROAD: Missouri Pacific Railroad Company
LOCATION: McKneely, Louisiana
DATE: January 4, 1984, 5:50 p.m.

CAUSE: PFailure to secure the tie butt pusher feet on a Kershaw
dual tie saw machine before the machine was moved. A
contributing factor was the failure of a foreman to secure
a safe position on the tie saw machine while it was in
motion. :

EMPLOYEE: Occupation . . . . « « ¢« « =« « +» « . Track foreman

AE . + o « o o o s o s o o o« o o « 42 years

Length of Service . .. . . . . . . 1l years

Last Rules Training . . . . . . . . November 21, 1983
Last Safety Training . . . . . . . . No record
Last Physical Examination . . . . . January 23, 1978

Circumstances Prior to the Accident

A maintenance-of-way crew, consisting of three track laborers,
three machine operators, and a foreman, was renewing bridge ties
on a bridge over the Morganza Floodway at milepost 121.7, in
McKneely, LA. '

The foreman, a machine operator, and three track laborers were
riding on a Kershaw dual tie saw machine traveling towards

the McKneely spur track (milepost 120.9) to clear equipment from
the main track, as a train was approaching. The machine operator
was at the controls; the three track laborers were standing on
the derail assembly on the rear of the machine; the foreman who
was sitting on the right side of the battery box on the front was
not visible to the machine operator.

The Accident

En route to the spur track, the tie saw had to traverse a levee
road crossing (16 feet wide) at milepost 121.7. The machine was
traveling at about 15 mph when the butt pusher feet, on the rear
of the tie saw, hung down and contacted the crossing planks

(or boards) of the levee crossing. The machine began to lurch,
and the foreman fell to the ground. Some of his clothing
remained caught on the tie saw, and the foreman was dragged under
the rear wheels of the machine, where he sustained fatal
injuries.



Post—-accident Investigation

Inspection of the tie saw machine revealed that as the machine
was moving, the tie butt pusher feet were not in the full, .
upright position with the safety pins in place. When the tie
butt pusher feet are in position with the safety pins in place,
the feet can clear the top of the rail by 2 3/4 inches.

As the machine lurched after striking the road-crossing planks
and the foreman fell, part of his clothing caused him to be
dragged under the rear wheels. The foreman who suffered scalp
lacerations, a skull fracture, and other injuries was taken to
Pointe Coupee General Hospital, New Roads, LA, where he was
pronounced dead on arrival.

Applicable Rules

Missouri Pacific Railroad Company - Rules and
Regulations for the Maintenance of Way and
Structures

57. Employees shall not place
themselves in dangerous positions, and man
in charge must prevent their men from doing
so.

(Uniform Code of Safety Rules)

L. Constant presence of mind to insure.
safety to themselves and others is the
primary duty of all employees and they must
exercise care to avoid injury to themselves
and others. They must observe the condition
of equipment and the tools which they are
using in performing their duties. . . .



REPORT: 2
RAILROAD: Southern Pacific Transportation Company
LOCATION: Gravaocks, California
DATE: January 11, 1984, 1:10 p.m.

CAUSE: The track welder's helper fell off a flatcar while
attempting to clear a moving Burro Crane.

A contributing factor was the uncontrolled movement of
the crane due to the failure of a brake beam on the
Burro Crane.
EMPLOYEE: Occupation . . . « ¢« ¢« « ¢« « « « « . Track Welder's Helper
Age . ¢ . ¢ 4 . . < 1 years
Length of Service . . . . . . . . . 4 1/2 years
Last Rules Training . . . . . . . . NO record

Last Safety Training . . . . . . . . November 7, 1983

Circumstances Prior to the Accident

On a single main track between the switches of the siding at Gray
Rocks, CA, a work-train was being used to pick up scrap rail.
From east to west, the train consisted of a caboose, a
locomotive, a high-side gondola, a flatcar carrying a Model
40M-burro crane, and three high-side gondola cars. The flatcar
was equipped with rails mounted on the floor upon which the crane
was operated. Each rail at each end of the.car had a metal stop
to keep the crane from running off the ends of the car. The
crane was picking up scrap rail on either side of the main track
and loading it onto the gondola cars. The train consist was
moving west at 12 mph from one work location to another, about
7,000 feet.

The crane was placed at the east end of the flatcar with the boom
extended to the west, and the brakes were fully applied. '

The welder's helper working as a track laborer and a track
laborer were standing in front of the crane on the flatcar and
were holding the boom. The crane operator was in the control
compartment of the crane; a conductor and maintenance supervisor
were in the caboose; an engineer and a head brakeman were in the
cab of the locomotive; and a flagman was sitting on the south
side of the lead gondola.



The Accident

..When the work train.passed the spot where the. scrap rail was to
be picked up, the supervisor radioed the engineer to stop the
train and back up. As the train was stopping, the crane lurched
westward on the flatcar. The welder's helper and track laborer
ran to the west on the flatcar (ahead of the crane) to avoid
being struck. The crane operator called a warning to the men
when the crane began moving. He did not see either of them .again
until the train stopped because he was trying to stop the
.-movement of the crane. The laborer leaped from the flatcar to
the end of the gondola car, and saw the helper fall between the
cars, but did not see what caused the fall. The train stopped 18
feet beyond the location where the helper fell. The welder's
helper suffered fatal injuries when the south wheels on the west
end of the flatcar went over him. There were no other witnesses
to the accident. : ‘

Post-accident  Investigation

An inspection of the crane revealed a broken brake beam. That
brake beam had been recently welded because a crack had appeared,
and the brake occurred at the edge of the weld. On the designed
braklng system of the Burro crane, if elther brake beam falls the
crane is w1thout brakes.« : :

A crane tie- down cable was lylng near the west end of the
flatcar, but was not.used because the crane-was in use and the
operator was in the control compartment. :

:The crane operator stated that he had checked the brake system on
the crane prior to its initial move, and the system was
functlonlng properly. o

Applicable Rules

None.-
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REPORT: 3
RAILROAD: Tuscon, Cornelia and Gila Bend Railroad Company (TCG)
LOCATION: Ajo, Arizona |

DATE: January 22, 1984, 2:40 p.m

CAUSE: The employee fell froﬁ)a train.
EMPLOYEE: Occupation . . . . ¢« « « « « « . .+ Engineer-switchman
A€ v « o o o o o s o s o o o o o 067 yeafs
Length of Service . . . . . . . . 34 years
Last Rules Training . . . . . . . August 1983
Last safety Training . . . . . . . No record
Last Physical Examination . . . . No record

Circumstances Prior to the Accident

The accident occurred on a spur track adjacent to a loading
platform of a Phelps Dodge Plant. When a train transporting
empty cars stopped at a grade crossing about one-half mile from
the loading platform, the engineer-switchman and an assistant
foreman at the plant discussed the work and agreed that the
engineer would place 10 empty cars at the platform. The
locomotive would also be secured there and left overnight. Then
the assistant foreman would meet the engineer-switchman on the
platform and take him to the office where he would go off duty.
(The engineer-switchman had been on duty 6 hours and 40 minutes
after completing the required off-duty period.)

The TCG uses remote-controlled radio equipment to permit one-man
train operations.

The locomotive is equipped with remote-control battery-powered
radio equipment and the engineer-switchman wears a backpack
transmitter and a push-button control unit which he uses to
operate the train. This remote-control backpack radio has a
built-in, fail-safe switch that is activated when the unit is
tipped beyond a 45-degree angle. The unit is designed to have up
to a 3-second-delay emergency application that will cause the
remote-control unit on the locomotive to stop the train by
setting off an emergency application of the air brakes.

When spotting cars at the loading platform, it is common practice
for the engineer to either ride on the first car past the
platform or to stop the train, dismount, take a position on the
loading platform to see if the track is clear, and spot the cars
from the platform.



The Accident

As last observed by the assistant foreman, the engineer-switchman
was riding in the open area of the corner of the leading hopper
car.

When the assistant foreman returned to the loading platform, he
saw that the train had stopped, but the engineer-switchman was
not in sight. The assistant foreman found the body of the
engineer-switchman lying over the west rail under the trailing
wheel of the second car, 18 feet south of the north end of the
platform. There were no witnesses to the accident.

Post-accident Investigation

As there were no witnesses to the accident, it was not determined
if the engineer-switchman had stopped his train to dismount or
had attempted to jump from the moving train to the loading
platform.

The investigation revealed that the train had been stopped
automatically by an emergency application of the air brakes that
were activated by the radio control receiver on the locomotive.

The remote-control unit carried by the engineer-switchman was
tested after the accident, and the fail-safe and emergency-stop
switches were working, even though the unit was damaged in the
accident.

Applicable Rules

Code of Safe Practice for Train Haulage --
Phelps Dodge Corporation

b. Dismounting moving trains.

i, Dismount a moving train only at prepared
landing areas. If no prepared area is
available, stop the train before dismounting.
If a prepared landing area needs to be
cleared or maintained, notify the Shift
Foreman. '

8. Hazard: Falling when mounting or
dismounting a moving train.

Precautions:



a. Before attempting to get on or off of a
moving train, slow it sufficiently so that
the move can be made safely.



REPORT: ¢4
RAILROAD: Chicago, MilWaukee,~St. Paul and Pacific Railroad
LOCATION: Davenport, Iowa
DATE: January 25, 1984, 11:05 a.m.

CAUSE: The diesel house manager failed to stand clear of
moving equipment on the track.

EMPLOYEE: Occupation . . . .+« . .+. ... Diesel house manager

AGE & ¢ + + o o ¢ o o o o o o « 56 years
Length of Service . . . . . . . 39 years
Last Rules Training . . . . . . No record

Last Safety Training . . . . . . Monthly meetings
Last Physical Examination . . . May 30, 1979

Circumstances Prior to the Accident

A diesel house manager was on his way to assist mechanical
department employees in a mechanical inspection of inbound
freight train Extra 164 North. The train was arriving at Nahant
Yard on the north main track. WNahant Yard is a flat switching
yard with eight tracks connected at each end. On the north, two
tracks, designated the north and south lead, each connect four
of the yard tracks.

Six employees including the diesel house manager were walking
from the yard office northward between the north main and north
lead tracks to the inspection area. The diesel house manager was
walking along the western edge of the ties of the north lead
track, following the other five employees.

A three-man switch crew was performing its assigned duties in
Nahant Yard, using switcher Locomotive MILW 436. The front of
the locomotive was facing north; the engineer's controls were on
the right in the control compartment at the rear. The yardmaster
had radioed the switch crew to cross over from the north lead to
the south lead track, and their locomotive was moving northward
on the north lead with its warning bell ringing. As the
locomotive approached the crossover switch, the crew foreman and
his helper descended the left rear corner steps; -the engineer was
at the controls preparing to stop the locomotive.

The Accident

Witnesses heard the locomotive bell and saw the accident. The
left-front corner of the locomotive struck the diesel house



manager in the back. He fell in front of Locomotive 436 and was
crushed under the pilot. The locomotive engineer placed the air
brakes in emergency and stopped the locomotive when he saw an
employee's stop signal in front of the locomotive.

The body of the diesel house manager suffering fatal injuries was
found under the locomotive behind the pilot and ahead of the

No. 1 wheels. He was taken by ambulance to Mercy Hosp1tal
Davenport, IA, and pronounced dead at 1 05 p m.‘

Post—-accident Investlgathn

The investigation revealed no unusual conditions that could have
contributed to the accident.

The eyewitnesses stated that the diesel house manager was walking
too close to the track and apparently did not hear the ringing
bell on the locomotive approaching behind him.

Applicable Rules

Chicago, Milwaukee, St. Paul and Pacific"
Railroad Company -~- Safety Rules Governing
Employee of the Car Department, Locomotive
Department, Material Division

‘F. Employees must expect the movément of
trains, engines, cars or other movable °
eguipment at any time, on any track, in’
either direction . . . . "



RERORT: 5
RAIQROAD: Consolidated Rail Corporation
LOCATION: Bast Syracuse, New York
DATE: February 9, 1984, 1:45 p.m.

CAUSE: The employee failed to observe a close side clearance
and confine his movements to the available space.

EMPLOYEE: Occupation . . . . . .« ¢« « ¢« « +. « . . Laborer
- Age v . h e e e e e e e e e e ; « 54 years
Length of Service . . . . . . . . . . . 30 years

Last Rules Training « « ¢« + « « « + « o Not required

Last Safety Training . . . . . . . . . . Last observed
' ‘ February 3, 1984

Last Physical Examination . . . . . . . Not required

Circumstances Prior to the Accident

At about 1:30 p.m. a hostler and the subject laborer were
instructed by the fuel plant foreman at Conrail's DeWitt Fuel
Station, Syrcuse, NY, to move four locomotives off the fuel pad

on Track. No. 9. The locomotive consist on Track No. 9, east to
west, included locomotives CR 2365, CR 7547, CR 1970, and CR 6487.
The haostler was operating from the north 51de of CR 6547 The
laborer gave the hostler a backup signal and boarded the left
front step of the locomotive CR 2365.

As the fuel plant foreman walked across Track No. 10, he observed
all four locomotives moving east off the fuel pad. Using hand
signals and his voice, he stopped the move and told the laborer
to stay where he was, on the steps of CR 2365, just along the
side of the sand tower platform. Then he explained to the
hostler that the two east locomotives were to be cut off and
placed on the east end of Track No. 7, and the two west
}QQQmQtives were to remain, to be moved later from the west end
of the fuel pad.

The foreman walked west along the north side of CR 7547. On
reaching the front of CR 7547, he gave the hostler a signal for
slagk £o make the cut between CR 7457 and CR 1970. The hostler
later stated that he had moved the consist west for approximately
5 feet while the foreman was attempting to uncouple the
;qqqqotlves.

10



The Accident

When the hostler turned after moving 5 feet, he looked east and
saw that the laborer had fallen to the ground. The hostler’
stopped the movement, told the foreman, and ‘they both went to the
laborer's aid.

At Conrailfs DeWitt Fuel Station on the north side of Track No."
9, there-is a close clearance to the sand tower platform.

The laborer who had sustained severe, crushing injuries to his °
lower body, was attended on the scene by a locomotive eng1neer
who is also an emergency medical technician.

When an ambulance removed the laborer, he was in cardiac arrest.
He was transported to St. Joseph's Hospital, where he was treated
and pronounced dead at about 4 p.m.

Post-accident Investigation

There were no eyewitnesses to the accident, so the final actions
of thée laborer could not be determined. '

Immediately preceding the accident, the laborer was stationed at
a spot with a very close clearance -- the distance between the
sand tower platform and the locomotive is 8 1/2 inches. The
laborer was observed on the ground after he apparently had fallen
from 'his place between the locomotive (CR 2365) and the sand
tower platform. He apparently had been wedged between the left _
front (north 51de, east end) of the locomotive and the sand tower
platform. - ' : ‘ : ‘

Applicable Rules

'~ Conrail safety Rules for Maintenance of
* Equipment Employees

4243, While getting on or off, working
inside or under locomotive, observe overhead

" and side clearance, and confine movements to -
space available to prevent strlklng head or '
other part of body. C

11



REPORT: 6
RAILROAD: Alaska Railroad
LOCATION: Anchorage, Alaska
DATE: Febrﬁary 24, 1984, 9:30 a.m.
CAUSE: The employee handled an'inadequatély secufed'load:yith
a forklift that was not equlpped with a requlred o
overhead protective guard
- Contributing factors were the-une&en-sufface bverA;
which the load was being handled, the icy surfaces of

the lumber packages, the height to which the load was
raised, and the tilt to the rear of the-forklift mast.

EMPLOYEE: Occupation . . . . . . . . . « ¢ « « « o Truck driver
AgeE . ¢ & ¢ 4« 4 s o o s s o e o « o« o 41 years
Length of.Servicé e o e e e ; « + « o 14 years
Last Rules Training . . . . . . . . . . Not required
Last Safety Training . .1. &« « « « « «. . February 1984
Last Physical Examination . . ;:. . ; ; Not required

Circumstances Prior to the Acéident

" A truck driver reported for work at the railroad freight house at
8 a.m. on the day of. the accident. Using a Caterpillar Towmotor
forklift with a nominal capacity of 4,000 pounds, he was
attempting to transfer packaged lumber from a loading dock
(adjacent to the freight house) to a flatbed highway trailer.
Although other properly equipped vehicles were available, he was
working with a forklift from which the overhead protective guard
had been removed. Each of the lumber packages being handled
measured: 39 inches high, 52 inches wide, and 96 inches long,and
was secured with three l-inch steel straps. Each package weighed
in excess of 2,300 pounds. Subfreezing temperatures (25°F) had
caused frost to form on the lumber. The area in which the
forklift was operating was paved; however, the surface was uneven
because of accumulated snow and ice.

The Accildent

Using the forklift, the employee moved a package of lumber from
the loading dock to the ground, then picked up a second package
and placed it on top of the first. He raised both packages
approximately 5 feet to clear the bed of the trailer. This
placed the upper package above the top of the fork lift mast.
When the mast was tilted to the rear to place the load on the

12
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trailer, the upper package slid backward and fell, fatally
crushing the truck driver against the steering wheel.

Post—accident Investigation

The employee, operating a forklift with a nominal capacity of
4,000 pounds, was transversing an uneven, icy surface with two
packages of lumber weighing more than 4,600 pounds. The surface
of each package, which was loaded one on top of the other, was
icy because of exposure to sub-freezing weather. When the
forklift mast was tilted to the rear to facilitate loading the
packages on the highway trailer, the top package slid backwards
and, in the absence of the required protective overhead guard,
crushed the employee against the steering wheel. There were
other forklifts available for use with the required protective
guard, although the employee chose not to use them.

Applicable Rules

Alaska Railroad Manual of Safety Rules and
Regulations for General Guidance and
Protection of Railroad Personnel

7. Foremen and supervisors shall read,
understand and follow these rules.

1406. Forklift and hand truck operators must
be sure that freight or material being
moved is adequately secured to prevent
falling.

1408. Forks on forklifts must not be
elevated to a height inconsistent with
safe movement of load.

1409. Extreme care must be used in tipping
of mast while under load.

1411. Except in emergencies, forklifts not

equipped with overhead protective
guard will not be used.

13



REPORT : 7
RAILROAD: Missouri Pacific Railroad Compéhy
LOCATION: Judd, Texas
ﬁATE:- .February 28, 1984, 2 p.m.

CAUSE: The failure of both a track foreman and a tamper
, operator to operate their vehicles at appropriate
speeds consistent with maintenance-of-way rule-
requirements regarding obstructed views and limited
sight distance.

Contributing factors were the carrier's rules that
permitted a dispatcher to issue "track and time" to
two operators within the same limits without
requiring each to be notified of the other's
presence, and the failure of the track foreman t0’
contact the tamper operator via radio.

EMPLOYEE: Occupation . . « « ¢« « « +« « « « « « o Track foreman
Age . . . ¢ . ¢ . 4 e e e o s o o . . 29 years
ELength of Service". e = s e o« « « « o 8 years

Last Rules Training . . . . . . . . . March 1982
Last Safety Training . . . . . . . . . No record’
Last Physical Examination . . . . . . August 2, 1977

Circumstances Prior to the Accident

At approximately 12:58 p.m., the foreman of a tamper crew

near Judd, TX, telephoned a train dispatcher and received "track
and time limits" from 12:58 p.m., until 4:01 p.m., between West
Strawn, milepost 327.5, and West Brazos, milepost 301.9.

The tamper crew was then working between mileposts 306 and 308.
At about 1:40 p.m., the foreman told the tamper operator to move
the tamper machine west on the main track to milepost 320 pole 7
near Strawn, for track cross-level work. The operator received
no other instructions from the foreman and proceeded down the
main track in the tamper.

A track crew consisting of three track laborers and a foreman

was performing track maintenance duties between Gordon, TX, and
Strawn, TX. At approximately 1:40 p.m., the foreman telephoned
the train dispatcher from Gordon and requested "track and time
limits" to work between Strawn and Brazos. The dispatcher issued
the foreman "track and time limits" from 1:42 p.m., until 4:01
p.m., between East Strawn, milepost 326.1, and West Brazos,
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milepost 301.9. The dispatcher also notified the fbreman that
Tamper ATP-23 was within the same limits and told to watch the
tamper operator.

The track foreman and three laborers headed east towards Brozos,
with the foreman operating a Fairmont Model MT-14-L-2 motor car
that was towing a push car. The tamper mahine, a Roadmaster
Plasser Production Tamper, No. ATP-23, Model URMS, was opéerated
by one employee. Both the motor car and the tamper were equipped
with functlonlng two-way radios.

The Ac01dent

As the motor car rounded a curve at about 20 mph (milepost
313.9), the motor car crew observed Tamper ATP-23 approaching
from the east. The track foreman immediately applied the motor
car brakes and yelled to the track laborers to jump. Two
laborers were able to jump before impact. But when the two
vehicles crashed, the track foreman and one laborer were thrown
from the motor car; the foreman was killed instantly, and the
laborer -was seriously injured.

As Tamper ATP-23 rounded the curve at Judd, at about 25 mph, the
operator saw the motor car coming from the west and immediately
applied the tamper brakes, but the two machines collided. After
the impact as soon as the tamper stopped, the operator jumped
from the tamper and ran back to the inert body of the track
foreman. Realizing the foreman was seriously injured or dead, he
returned to the tamper and called for assistance on the tamper
radio.

When an ambulance and other assistance arrived, the foreman was
pronounced dead at the scene, and the three track laborers were
taken by ambulance to Ranger, TX, and later to All Saints
Episcopal Hospital in Ft. Worth; one had received serious
injuries and two suffered minor injuries.

Post—accident Investigation

In the accident area, from the east, there is a l-degree 58-
minute curve to the right from 600 feet to the point of accident
and 600 feet beyond. Also, there is a 0.3-percent ascending
grade to the point of accident, and a l.2-percent ascending grade
beyond. Boxcars stored on a 51d1ng parallel to the 31ngle main
track restricted sight distance in the curve to 351 feet. :

The sight distance for both motor car crew and tamper operator
was obstructed by the boxcars stored in the siding.

The speed of both the motorcar and the tamper was in excess of

that speed which would permit stopping within one-half the range
of vision.
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Although the track foreman knew a tamper was in the area, the
tamper operator was unaware the motorcar was working in his
"track and time limits."

Both vehicles were equipped with functioning two-way radios that

could have been used by either operater to determine the location
of the other. '

Applicable Rules

Missouri Pacific Railroad Company - Rules and
Regulations for the Maintenance-of-Way
Structures

Rule 143 - Speed -

The speed of motor cars under the most
favorable conditions must not exceed the
.speed given in the following table for the
kind of cars and class of service indicated.

Light Inspection Cars 30 MPH
Gang Cars without trailers - 25 MPH
Gang Cars with trailers 20 MPH

Work equipment with HY-rail
wheels 20 MPH

Speed of cars must be such that the car can
be stopped in less than one-half the distance
track is seen to be clear.

Rule 144 - Protection against trains and
other cars -

(a) Care and Caution -~ In the operation of
cars, foremen and others must move at all
times with care and caution necessary for
safety, and protecting when necessary, using
prescribed signals. Care must be exercised
to avoid collision with trains or other cars.
Alertness and full use of eyes and ears are
important. '
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REPORT: 8
RATILROAD: DeQueen and Eastern Railroad Company
LOCATION: -.Dierks, Arkansas

DATE: March 2, 1984, 1 p.m.

CAUSE: An uncontrolled rolling car. Pursuit of the car by
the subject brakeman was a contributing factor.

EMPLOYEE: Obéupation . .'; e e o o s e s @ .~. . Brakeman
AgE . & ¢« ¢ & ¢ 4 4« e 4 s e s s s o « 2] years
Length of Service . . . . . . . ... 2 years 5 months
Last Rules Training . .'. e e« o « o« « October 10, 1983
Last Safety Traininé'. « « o« s« « s s+ « NO record
Last Physical Examination . . . . . . Sepfember 17, 1981

. Circumstances Prior to the Accident

A derailed empty flatcar on a Weyerhaeuser hardwood log track in
Dierks, AR, was rerailed by an industry machine operator who used
a large forklift stacker machine. After rerailing the car, the
Weyerhaeuser operator asked for and received permission from a
carman to move the car to allow a roadgrader to clear the log
track of some debris, responsible for the derailment.

The carman walked away from the flatcar to the main track to
accompany the conductor and the brakeman (all members of a road
switching crew) to protect three road crossings over which the
train was to operate.

As the train left the track, the subject brakeman got off and
lined the main track switch for a movement on the main track.
After the train started westward on the main track, the conductor
noticed that the rerailed car in the log track was rolling out of
control and moving eastward toward the train on the main track.
The conductor radioed the subject brakeman to watch out for the-
car that was rolling away from the machine operator. (The
machine operator had been pushing the car with the forklift.)

The subject brakeman acknowledged the radio transmission and
tried to stop the runaway car by placing a piece of wood under
the leading wheels, which were closest to him.

The Accident

Unsuccessful in stopping the car, the brakeman ran toward the
trailing end of the car where the handbrake was located. At
about the same time as the brakeman reached the handbrake, the
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rolling car struck the train moving on the main track in the
opposite direction. Then the rolling car reversed its movement
and struck the brakeman, causing him to fall between the rails.
The car rolled eastward another 54 feet, dragging the brakeman
between the rails.

The body of the brakeman was found under the east truck assembly;
he was pronounced dead at the scene as a result of traumatic
injuries.

Post—accident Investigation

The accident occurred on a stub end industrial track, designated
the "hardwood log track," of the Weyerhauser Corporation.

The east end of the track connects to the main track, and the
track grade is 0.89-percent descending eastward.

The rolling car was moving on a descending grade toward the train
operating on the main track. The subject brakeman, after being
notified of the emergency, attempted to stop the car using a
piece of wood as a wheel chock. However, the wood chock did not
stop the car, and the brakeman ran to the opposite end of the car
to apply the handbrake. Apparently the brakeman reached the
handbrake about the same time as the car struck the train on the
main track and the collision reversed the movement of the runaway
car. The brakeman was knocked between the rails and dragged by
the freight car trucks.

Applicable Rules

DeQueen and Eastern Railroad Company Safety
Rules

ON OR ABOUT TRACKS

14. Employees on or about tracks must always
be alert to keep out of danger, exercising
care to avoid injury to themselves and others.
Nothing in these rules is to be construed as
relieving any employee from performing his
full duty in this respect.

LEAVING PORTION OF TRAINS

101 (c)...
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