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Summary 
On September 13, 2021, at about 15:13 pm local time, a passenger and dog had boarded a Bay 
Area Rapid Transit (BART) train.  After receiving a report of an incident between the train and a 
passenger at the Powell St. Station. The northbound blue line train was diverted to the yellow 
line and proceeded to the Concord mechanical facility for storage and inspection by 
investigators. Preliminary information indicates the dog was on a leash that was attached to the 
passenger’s backpack.  Seconds before the train’s departure the passenger stepped out of the 
train from car #9 out of a 10 car consist and onto the platform while the dog was still on the train.  
The doors closed separating the passenger from the dog and had pinched the leash in the doors.  
The train departed dragging the passenger along the platform. The distance from the operator’s 
window to the rear door of car #9 where the subject passenger had exited was 611 feet.  There 
were no visual indications on the dog that suggest it was a service animal.  The dog was not 
injured and was returned to the passenger’s boyfriend who was identified by police as a transient 
with no physical address.   

 

Figure 1: Image of rear of accident train located on track 16 in the Concord maintenance yard.   

 

 



4 
 

  

Figure 2: Investigator performing door cycling operations on accident train 
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Equipment 
The train was a legacy train, that is BART has recently ordered a new fleet of cars, this was one 
of the older generation. There are 2 passenger doors per car. The Operator was in a C car 
operating unit. It was a 10-car train. The lead door of the 9th car was the one where the accident 
occurred.  

 

Train Control  
Trains are controlled by Automatic Train Operations (ATO). The Operator was in ATO mode at 
the time of the accident. In this mode, the train berths automatically, the doors open 
automatically upon proper berthing (which depends on the train length). After the door dwell 
based on the present schedule (usually 10-15 seconds) the Operator receives a door release 
indication which consist of a flashing light and an audible signal. The Operator presses a button 
to manually close the doors after observing that it is safe to do so.  

Regarding door functionality – the doors have sensors which detect ¾ inch objects in between 
doors. If something is detected, the doors temporarily lose power, and then 3 seconds later will 
attempt to close again. Process will repeat until doors close successfully. Upon closing the doors 
become locked and can only be opened the Operator from the lead cab, or through a key switch 
at each set of door panels, or the emergency door release (which applies to a single door panel). 
The train cannot depart if the train detects that the doors are open (3/4 inch or more).  

 

Method of Operation 
The BART System was operating with 15-minute headways at the time of the accident.  

Interviews Conducted 
• Train Operator 
• Powell St. Station Agent  

*Interview transcripts can be found in the docket for this accident.  

 
Post-Accident Actions  
 

• Transportation 

o Reevaluate existing “lookback” procedure and training curriculum 

• BART is installing LED lights at the end of the platform in the four 
downtown San Francisco stations, for an operator, clear sight lines of the 
lights would indicate no obstructions at the platform train interface.  

o Consider any changes to train operator manual (TOM) related to “lookback” 



6 
 

o Evaluation of platform lighting in downtown San Francisco stations 

 

• ADA 

o Develop awareness campaign on traveling with service animals and/or pets 

• Safety 

o Reevaluate existing PPE program for TOs 

 
On-site Observations of the Group (9/15/21) 
 

• The Group conducted on site observations at Lake Merritt and Powell St. Stations. Both 
stations are in an underground environment.  

• Lake Merritt Station 
o The Group determined there was ambient lighting in the Lake Merritt Station. The 

lighting present is the older standard which is fluorescent lamp lighting.  
o Station platform was clear of debris, passenger count was approximately 25 

people at 4:00 p.m. There were unobstructed sight lines of the yellow tactile on 
both platform edges.  

o The group observed that the walking conditions were regular and even and free of 
obstructions.  
 

• Train ride to Powell St. Station 
o The operator made announcements before station stops informing passengers of 

the next station, and what side that the doors would be opening on. While 
servicing station platforms, the operator made informational announcements to 
passengers. Door chimes were present immediately before and during the door 
closing process. Additionally, red blinking lights alternated as the door cycle 
activated and completed.  

o Investigators observed signage on the equipment and at the station outlining rules 
and a code of conduct for riding the BART system.  
 

• Powell St. Station 
o The Group determined there was ambient lighting in the Powell St. Station. The 

lighting present is the newer standard which is LED lamp lighting. This lighting 
appeared to provide greater illumination then the older fluorescent lamp lighting.  

o Station platform was clear of debris, passenger count was approximately 150-200 
people between 4:30 p.m. and 5:30 p.m. There were unobstructed sight lines of 
the yellow tactile on both platform edges.  

o The group observed that the walking conditions were regular and even and free of 
obstructions.  

o The group noted that there were no physical or permanent obstructions to obscure 
an operator’s line of sight on the platform.  
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o Investigators observed signage on the equipment and at the station outlining rules 
and a code of conduct for riding the BART system.  

o The group observed several trains servicing this station and passenger behavior. 
Passengers frequently walked over the tactile strip while trains were stationary, in 
movement, and not present in the station. The group observed several passengers 
who appeared to be intoxicated or under the influence of behavior altering 
substances. Several passengers had bicycles with them. The group observed some 
passengers riding bicycles on the station platform. The group also observed a 
passenger with a dog and a shopping cart. The dog’s handler used a retractable 
style leash to corral the dog. At times, the leash extended approximately 6ft. away 
from the handler. The handler boarded a train with the dog and shopping cart.  

o The group conducted a sight distance observation by placing a BART employee at 
the boarding location of the deceased passenger. Investigators conducted 
observations down the platform from the operating compartment of an exemplar 
train set.  
 The BART employee was wearing a burgundy polo shirt and khaki pants. 
 The BART employee stood on the tactile strip at the 9th car, 2nd door 

boarding location. 
 When looking from the operating cab down the station platform, 

investigators observed that the BART employee was difficult to see.  
 The operator of the exemplar train performed the same observation and 

stated that she was able to see the BART employee because she was only 
focusing on the yellow tactile stripping. Investigators again looked down 
the platform utilizing this same technique and were able to see that the 
BART employee was standing on the platform. The operator explained 
that her technique comes from training and experience.  

 Investigators observed that an audible alarm and light would activate in 
the cab signaling the operator to close the doors, at this point the operator 
would activate the door closing function, lights on the exterior of the train 
would extinguish as the doors would close on each car. Once this was 
completed, the train would begin moving in the direction of travel as the 
operator continued to scan the platform along the rear of the train for 
approximately 1-3 seconds.  
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Figure 3: Photo of the tactile strip at Powell St. Station from the operating compartment window 
of an exemplar train. The BART employee can be seen at the end of the platform standing on the 
tactile strip near the 2nd doorway of the 9th car.  
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Figure 4: View of the tactile strip from the boarding position of the 2nd door, 9th car looking in 
the direction of travel.  
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Figure 5: Passenger with dog on retractable leash and shopping cart boarding train.  
 

 
Figure 6: Platform edge gap at Powell St. Station 
 

 
• Return train ride and Lake Merritt Station 
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o The operator made announcements before station stops informing passengers of 
the next station, and what side that the doors would be opening on. While 
servicing station platforms, the operator made informational announcements to 
passengers. Door chimes were present immediately before and during the door 
closing process. Additionally, red blinking lights alternated as the door cycle 
activated and completed.  

o While on the train, investigators were approached by an individual who appeared 
to be under the influence of a behavior altering substance, the individual was 
riding their bicycle on the train and made threating comments to an investigator. 
Investigators and BART employees were wearing reflective vests. The individual 
followed passengers off of the train at the Lake Merritt Station and began riding 
their bicycle on the station platform circling the Investigative team. At one point 
during the encounter, the individual almost rode their bicycle off the station 
platform. BART police at the station were informed of the encounter.  

o Investigators observed signage on the equipment and at the station outlining rules 
and a code of conduct for riding the BART system.  



12 
 

 
Figure 7: Code of Conduct and Prohibited behavior posted in BART system 
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Figure 8: Individual riding bike on the platform at Lake Merritt Station 
 

• Observations from accident train located on track 16 at Concord Maintenance Yard 
o Investigators observed the operation of the doors from the accident car and door 

set. The operator made announcements that were heard within the car. Door 
chimes were present immediately before and during the door closing process. 
Additionally, red blinking lights alternated as the door cycle activated and 
completed.  

o Investigators placed several objects into the door to observe a door malfunction. 
During the malfunction the door would release slightly, an audible alert stating 
“the doors on this car are obstructed, please stand clear of the doors so the train 
can depart” can be heard, and red blinking lights alternated while the audible 
announcements were made. When the object was removed, the door would shut.  
 Investigators were able to obstruct the doors with their boots, arms, and 

hands, and a sharpie pen. 
 Thinner items such as a work glove and phone charging cord did not 

activate a door malfunction and were not movable once the doors had 
closed.  

o Investigators observed signage on the equipment outlining rules and a code of 
conduct for riding the BART system.  
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o Investigators also noted the location of the emergency door release on the interior 
of the car.  

 
 

 
Look Back Procedures at other rail transit agencies 
*Rules and procedures from MARTA, NYCT, and WMATA are included in Appendix A. 
 
 
 
 
Parties represented on the Operations Group - Acknowledgment Signatures  
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    ______//s//________________________  Date ___3/10/22______ 
Roy Aguilera, BART 
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Robb Bury, BART 
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Michael Borer, CPUC 
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APPENDIX A: 
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WMATA 
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NYCT 
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