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The Brotherhood of Locomotive Engineers and Trainmen (“BLET”), a division of the International 

Brotherhood of Teamsters (“IBT”), was assigned party status by the Board in the above-referenced 

investigation.  BLET respectfully submits these proposed findings, probable cause, and safety 

recommendations to the Board for consideration. 

Accident Synopsis 

On August 6, 2023, at approximately 11:42 p.m. Eastern Standard Time (“EST”),1 a CSX 

Transportation (“CSXT”) Conductor Trainee was fatally injured when he struck standing 

equipment on an adjacent track, while riding the side of a railcar during a shoving movement.  The 

Conductor Trainee was qualifying on train I13706, which is a train consisting entirely of intermodal 

railcars.2   

The accident occurred while train I13706 was operating on a track designated as the “Freight Track” 

in close proximity to the CSXT Cumberland Yard facility in Cumberland, MD. 

 

Figure 1 – Post accident photo showing separation of involved equipment (Courtesy of BLET) 

                                                             
1 All times throughout the report will be Eastern Standard Time 
2 Intermodal railcars (also called “well” or “spine” cars) are special railcars that carry containers within their car body.  
The containers can be single or pairs that are stacked atop one another. These specialized railcars can be in groupings 
of three (3) or five (5) railcars dedicated together as one. 
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Accident Narrative 

Train Information: 

Train I13706 originated in the Baltimore, MD vicinity, and was operating to Cumberland, MD.  

At the time of incident, train I13706 consisted of two (2) locomotives and three (3) intermodal 

railcars.  Both locomotives were on the head-end of the train, with the CSXT 583 as the controlling 

locomotive.  At the time of the accident, train I13706 weighed 305 tons, and was 728 feet in length.  

Method of Operation: 

The Cumberland Terminal Subdivision 3 extends from milepost (“MP”) BA 173.3 to MP BA 

179.7, in a west-east direction.  The subdivision consists primarily of two (2) Main Tracks, but is 

a junction point where three (3) CSXT subdivisions converge.  

At the location of the accident (MP BA 178.76), all movements are governed by rules pertaining 

to Movement on other than Main Track, which requires trains to move at a speed that allows them 

to stop within half the range of vision and stop short of trains, engines, railroad car, men or 

equipment fouling the track, stop signals, or derails or switches lined improperly. 

Parallel to the accident area, there are two (2) Main Tracks with a maximum authorized speed 

(“MAS”) of twenty-five (25) miles per hour (“MPH”), on which movement is governed by 

centralized traffic control (“CTC”).4  These movements are coordinated by a CSXT Train 

Dispatcher, who is located in Jacksonville, FL, and also the CSXT Cumberland Yardmaster who 

is located in Cumberland, MD. 

The entirety of the Cumberland Terminal Subdivision has Positive Train Control (“PTC”) 5 that 

assists in the movement of train traffic. 

                                                              
3 See Appendix A at the end of this report for relevant portions of the CSXT timetable. 
4 Centralized Traffic Control is a signaling system that uses block signal systems to authorize train movements. 
5 Positive Train Control is a system designed to prevent certain train collisions, overspeed incidents, incursions into 
established work zone limits, and the movement of a train through a Main Track switch in the improper position. 
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CSX Transportation Railway Documents for TY&E 6 Employees: 

Below is the list of the documents governing TY & E employees provided by CSX Transportation 

Railway for this accident investigation: 

• CSXT Employee Operating Manual – effective February 1, 2023 
• CSXT Safe Way Rule Book – effective February 1, 2023 
• CSXT Air Brake and Train Handling Rule Book – effective February 1, 2023 
• CSXT Equipment Handling Rule Book- effective February 1, 2023 
• CSXT Hazardous Materials Handling Rule Book – effective July 1, 2022 
• CSXT Critical Rules – effective May 30, 2023 
• CSXT Cumberland Terminal Subdivision Bulletin – effective July 1, 2023  
• CSXT Cumberland Terminal Subdivision Timetable No.2. – effective November 17, 2019 

No additional information was provided regarding the documentation and/or rules in effect at the 

time of this accident.   

Crew Information: 

Locomotive Engineer: 

The Locomotive Engineer obtained his initial certification with CSXT in February of 2000, 

and was certified as a Locomotive Engineer in November of 2005.  CSXT training records 

indicate that he had completed his last Federal Railroad Administration (“FRA”) mandated 

Re-Certification in 2022, and the last General Knowledge Rules Exam that same year.  He 

had no medical condition that would affect his performance and was deemed fit for duty. 

Conductor: 

The Conductor began his career with CSXT in January of 2023, when he received his initial 

certification.  He had no medical condition that would affect his performance and was deemed 

fit for duty.  

  

                                                              
6 Train, Yard, and Engine 
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Conductor Trainee (“CT”): 

The fatally injured CT was initially hired with CSXT in June of 2023.  He had no medical 

condition that would affect his performance and was deemed fit for duty. 

 

Figure 2 - Schematic of accident location, including equipment, employee and track data (Courtesy of NTSB) 

Movements of train I13706: 

The train crew for train I13706 reported for duty at 5:00 p.m. on August 6, 2023, at the CSXT 

Seigirt Yard crew office, which is located in Baltimore, MD.  As part of their assigned duties, they 

are responsible for transporting intermodal rail traffic between the vicinities of Baltimore, MD and 

Cumberland, MD.  The train crew obtained all required paperwork and conducted all necessary 

job briefings with their immediate supervisor.  After all job briefings were complete, the train crew 

assembled their train consist, and performed all the required train operational testing. 

Train I13706 departed Baltimore, MD with two (2) locomotives and three (3) loaded intermodal 

rail cars, consisting of 305 trailing tons and 728 feet in total length.  Upon arrival in Cumberland, 

MD the train crew received instructions to pick up an additional thirteen (13) intermodal railcars.  

In order to accomplish this, the Conductor and CT would need to dismount the controlling 

locomotive and perform a shoving movement, while providing protection from the leading end of 
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the movement, as outlined in CSXT Operating Rule 406. 7  Prior to initiating the movement, the 

Conductor positioned himself on the outer side of the lead intermodal railcar and the CT mounted 

the outer side of the second intermodal railcar.   

The planned shoving movement was to involve operating train I13706 through the “Freight 

Track”, on a path where additional railroad tracks were present on either side of their own.  As the 

train crew performed their shoving movement, they approached a set of unattended locomotives 

on the adjacent track, which is known as the “City Track”.  The Conductor instructed the 

Locomotive Engineer by radio transmission to continue the movement past the standing 

locomotives.  As they were shoving past the standing locomotives, the Conductor looked back and 

observed the CT falling from his position riding on the second to last railcar, and immediately 

instructed the Locomotive Engineer to stop the shoving movement.  Train I13706 travelled an 

additional 275 feet before coming to a full stop. The  Conductor returned to the CT and found him 

injured and in distress.  The train crew immediately called the Train Dispatcher for emergency 

assistance. 

 

Figure 3 - Schematic of accident location (Courtesy of BLET) 

                                                             
7 See Appendix B at the end of this report for CSXT Operating Rule 406 (Shoving or Pushing Equipment) in its 
entirety.  
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Locomotive Event Recorder (“LER”), Audio Recorder and Security Video 

Evaluation: 

As part of the investigation, a review of LER data from the controlling locomotive of train I13706 

(CSXT 583), security video provided by a local business, and audio recorder data from the standing 

locomotives was reviewed.  The following timeline was developed: 

TIME 
(p.m.) 

ACTIVITY 

11:35:02  Train I13706 observed moving in a westerly direction. 

11:38:02  Conductor observed mounting the south side of the rear railcar of train 
I13706. 

11:38:03  CT observed mounting the south side of the railcar that was the second 
from the rear of train I13706. 

11:38:33 

 Conductor informs the Locomotive Engineer by radio transmission that 
both him and the CT were prepared to begin the shoving movement and 
they had a “restricting signal”.8  The I13706 begins movement in an 
eastward direction.  

11:38:57  Train I13706 begins shoving movement. 

11:40:24  Locomotive Engineer makes a minimum brake pipe reduction. 

11:40:42 
 Locomotive Engineer modulates between throttle notch No.1 and notch 

No.2.  

 Train I13706 speed fluctuates between six (6) mph and 9.5 mph.  

11:41:13  Conductor provides instructions to the Locomotive Engineer to “come 
back an additional twenty (20) cars”. 

11:42:16  CT makes first contact with standing equipment on adjacent track.  Audio 
is heard of CT in apparent distress.  

11:42:20  Conductor issues instructions to the Locomotive Engineer to “stop, stop, 
stop” 

11:42:23 
 Locomotive Engineer makes full-service brake pipe reduction. 

 Train I13706 speed is 9.5 mph. 

                                                              
8 A “restricting signal” is a signal that requires the movement to proceed at a speed that allows them to stop within half the 
range of vision and stop short of trains, engines, railroad car, men or equipment fouling the track, stop signals, or derails or switches 
lined improperly.   
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11:42:41 
 Train I13706 comes to a complete stop.  

 Total distance traveled is 2,238 feet. 

11:43:06  Conductor observed walking towards CT.  

The LER data from the controlling locomotive established that the train handling methods utilized 

by the Locomotive Engineer were within the normal operating procedures for the area and 

investigators took no exceptions to his operating actions. 

 
Figure 4 – Post accident photos showing separation between equipment (Courtesy of BLET) 

Post-Accident Actions by Involved Parties: 

CSXT: 

After the accident, CSXT initiated the following responses and operational changes: 

 All trainees were recalled to their working locations for a one-half day safety discussion. 

 On August 10, 2023, a Safety Alert was issued to all transportation employees.9 

 A new rule book was created and issued to all transportation employees listing close 
clearance locations by milepost location. 

 The training program for new employees received a reduction in class size, an increase in 

training time, and additional mentor involvement. 

                                                             
9 See Appendix C at the end of this report for the CSXT Safety Alert issued on August 10, 2023. 
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 No trainee may work with another employee who has less than one year of service 

without the approval of a supervisor. 

Switching Operations Fatality Working Group: 

The Switching Operations Fatality Analysis (“SOFA”) Working Group is an established, 

volunteer, non-regulatory, workplace safety partnership that is sponsored by the FRA.   The SOFA 

Working Group issues regular Safety Alerts to help achieve its goal of eliminating switching 

injuries and fatalities.  FRA formed the group in 1998 to review switching operations accident 

reports and to develop recommendations for reducing fatalities and injuries.  

On November 19, 2020, following an accident in Tuscola, IL, the SOFA Working Group issued a 

Safety Alert that focused on the fact that 1 in 4 switching fatalities occur in close/no clearance 10 

situations and included a recommendation for employees to “Plan for the worst-case scenario and. 

. . . prepare an escape strategy.” 11 

The CSXT Cumberland Terminal yard tracks are not designated as close/no clearance.  However, 

while making their shoving movement, the track immediately adjacent to the train crew contained 

standing equipment.  Due to the close proximity of these yard tracks, a temporary close/no 

clearance situation was created.   

On August 11, 2023, the SOFA Working Group issued a safety alert. 12   This safety alert addressed 

two (2) separate instances of Conductor Trainee fatalities and the most common contributing 

factors.  The safety alert reminded all employees to “remain vigilant while mentoring 

inexperienced employees” and also to “remember to always hold a job briefing whenever the job 

or situation changes, especially prior to making a shove movement.” 

  

                                                              
10 “Close/no clearance” refers to a permanent or temporary safety hazard involving insufficient space or no space for 
an employee to take evasive action to avoid being struck if passing or being passed by an object, structure, or 
equipment.   
11 See Appendix D at the end of this report for the FRA SOFA Safety Alert issued November 19, 2020.  
12 See Appendix E at the end of this report for the FRA SOFA ALERT issued August 11, 2023. 
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Probable Cause 

The Brotherhood of Locomotive Engineers and Trainmen conclude that the probable cause of the 

August 6, 2023, accident and Conductor Trainee fatality at Cumberland, MD was the failure of the 

I13706 Conductor to adhere to the requirements of CSXT Operating Rule 406.5 13 and recognize 

the standing equipment as a potential close/no clearance hazard.  As outlined in CSXT Operating 

Rule Glossary, a close clearance, whether permanent or temporary, would prevent the safe passage 

of an employee riding the side of equipment.  In this situation, although the Conductor was capable 

of clearing the standing equipment on the adjacent track, the Conductor Trainee was not.  

The Brotherhood of Locomotive Engineers and Trainmen also concludes that there were four (4) 

significant contributing factors that led to the accident on August 6, 2023: 

 The Conductor involved in this accident began his railroad career in January of 2023, which 

was only five (5) months prior to the fatally injured Conductor Trainee.  CSXT allowed a 

new employee who had a very limited amount of railroad/territorial experience to supervise 

and mentor a Conductor Trainee with approximately two (2) months of railroad experience. 

 The level of education and experience of the I13706 Conductor was lacking.  This lack of 

education and experience impeded the Conductor when recognizing and making the proper 

determination of potential hazards and close/no clearances.  The post-accident responses 

by CSXT provide a clear insight as to the method of education newer employees were 

receiving to this point, and included:  

 Overly large class sizes precluded one-on-one interaction with instructors.  

 Insufficient field training time granted for those new to the industry. 

 Less experienced and underqualified employees being held responsible for the 

instruction of Conductor Trainees.   

Each of these contributed to the accident on August 6, 2023.   

                                                              
13 See Appendix B at the end of this report for CSXT Rule 406.5. 
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 The failure of CSXT to exercise proper precautions and protect employees from close/no 

clearance possibilities by developing a method of inspection which accounts for both track 

centerline proximity and the presence of standing equipment.  At the current time, only 

track centerline separations are taken into account, and the responsibility of recognizing a 

potentially hazardous close/no clearance situation is placed solely upon the employee.  

When considering the movement of I13706, the initial distance between their train and the 

standing equipment, when first reaching the close/no clearance location, was over sixteen 

(16) inches, yet narrowed to approximately only seven (7) inches at the point of impact.     

 The lack of Federal regulations to govern clearance requirements of track centerlines and 

forewarning procedures when close track centerlines exist.  The fact that a piece of 

equipment could be less than one (1) foot from another piece of equipment on an adjacent 

track, whether stationary or in motion, is a situation that should not exist.  Additionally, 

there are no current additional considerations for minimum separation when an employee 

may be present, whether on the ground or on the side of equipment, versus when an 

employee is prohibited from taking such a position. 

Proposed Recommendations 

To CSXT: 

1. Use the circumstances of this accident to further educate all field employees as to the 

specific operating rules and procedures involved when encountering a potential close 

clearance situation while shoving equipment. 

2. Revise CSXT Operating Rule 406 to allow for an employee to dismount moving equipment 

in the event of an emergency.   

3. Identify operational areas that, though historically in compliance with Federal track safety 

guidelines, pose a potential for an accident when the additional factor of equipment width 

is taken into consideration.   

4. Continue to improve the methods and procedures of new-hire training.  Enhance the current 

training program to include extensive training on dismounting moving equipment in 
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emergency situations, as well as identifying permanent or temporary close/no clearance 

situations.  Education and development are the foundational elements of a safety-conscious 

workforce. 

5. Immediately cease any / all possibilities of an employee with less than one (1) year of work 

experience being responsible for the training of another employee. 

6. Identify and implement changes to improve yard lighting in all areas where regular 

switching operations occur.  

To FRA:  

1. Update and amend the Code of Federal Regulations (“CFR”) Title 49, Part 213, Subtitle B 

Chapter II.14  This amendment should take into consideration the presence of railroad 

workers between parallel tracks and the safety standards associated with their protection.  

Regardless of whether adjacent railroad tracks lie within a yard terminal, customer facility, 

other than main track, or on main track, a finite amount of space exists between them.  

Every bulge on a rail car, every piece of protruding commodity or equipment, every track 

centerline, and every inch of cross level deviation reduces that space and increases the 

potential for impact.  It is the responsibility of all parties (railroad, customers, employees, 

government agencies) to take every possible precaution to maintain that separation and 

avoid the potential for danger.   

2. Mandate a process that would require all railroad managers to review with all field 

employees for the proper knowledge and understanding of close/no clearances, bulletin and 

timetable instructions and for proper demonstration of the application of such rules.  

3. Mandate changes to enhance yard lighting in all areas where regular switching operations 

occur through all times of day.  

4. Form a Working Group to specifically study and address railcar design as it pertains to 

railroad employees safely performing their duties.  This study should include the riding of 

                                                              
14 See Appendix F at the end of this report for the table of contents for CFR, Title 49, Part 213, Subtitle B, Chapter II. 
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all different types of railcars.  This Working Group should include all concerned parties 

(management, employees, government agencies, and rail union labor leaders).  

To the National Transportation Safety Board (“NTSB”):  

1. Due to the number of significant accidents on multiple Class I rail carriers in the US, open 

additional special investigations into the organization and safety culture of all Class I rail 

carriers.  These special investigations could be done on an individual basis with each rail 

carrier (with involvement of management, employees, and rail union labor leaders) with a 

goal of ensuring that they all have active and productive safety plans and policies, as well 

as a safety culture that fosters good working relationships, with participation and input 

from employees and rail union labor leaders at all levels, without fear of retribution or 

retaliation. 

2. Form a Working Group to specifically study and address railcar design as it pertains to 

railroad employees safely performing their duties.  This study should include the riding of 

all different types of railcars.  This Working Group should include all concerned parties 

(management, employees, government agencies, and rail union labor leaders).    
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CERTIFICATE OF SERVICE 

I certify that on January 30, 2024, I have electronically served upon Mr. Michael Bachmeier 
(michael.bachmeier@ntsb.gov), Investigator in Charge, National Transportation Safety Board, 
a complete and accurate copy of these proposed findings regarding the August 6, 2023, CSXT 
employee fatality, which occurred while shoving equipment in the vicinity of Cumberland, MD 
(NTSB Docket No. RRD23FR016). An electronic copy of same was also forwarded to the 
individuals listed below in this certificate of service, as required by 49 CFR § 845.27 (Proposed 
Findings) 

Mr. Michael Bachmeier 
Investigator-in-Charge, RRD23FR016 
National Transportation Safety Board 
490 L’Enfant Plaza, SW 
Washington, DC 20594 

 

Josh Quillen, FRA 
Operating Practices Inspector 

 

Steve Ammons, CSXT 
Director of Train Handling Rules and Practices 

 

Jared Cassity, SMART-TD 
SMART-TD National Safety Team 

 
 
Zachary Boone, Maryland Department of Labor 
Track 

 
 

 

Sincerely yours, 

L. Randy Fannon 
Blet National Vice President 
Safety Task Force National Chairmen 
Brotherhood of Locomotive Engineers & 
Trainmen 
7061 East Pleasant Valley Road 
Independence, OH 4413 
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