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

Brotherhood of Teamsters (“IBT”), was granted 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 September 25, 2021, at approximately 3:56 p.m. Mountain Standard Time (“MST”) 1, Amtrak 

Passenger Train No. 7 derailed near Joplin, Montana.  A total of eight (8) railcars were derailed.  

The train consisted of two (2) locomotives and ten (10) cars. There were 141 passengers, four (4) 

operating crewmembers, and nine (9) on-board personnel for a total of 154 people on the train.  

Three (3) passengers who were riding in the lounge car were fatally injured 2.  

There were an additional twenty-eight (28) passengers and crew members transported and treated 

for injuries, with eleven (11) requiring hospitalization. According to local weather reports, the 

weather was partly cloudy and approximately 85 ° F.  

 

  

                                                 
1 All times throughout this report will be Mountain Standard Time. 
2 A “lounge car” (sometimes referred to as a buffet lounge, buffet car, club car or grill car) is a type of passenger car 
on a train, in which riders can purchase food and drinks. 

Figure 1 – Aerial photo of derailment (Photo courtesy of Fox 4 – WDAF TV) 
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Accident Narrative 
 

Train Information: 

Amtrak Train No. 7 had two (2) locomotives and ten (10) passenger cars, with the Amtrak (“ATK”) 

No. 74 being used as the controlling locomotive.  The train was 988 feet in length and weighed 

1,069 tons.  

Amtrak Train No. 7 operates between Chicago, Illinois and Seattle, Washington.  The rear four (4) 

cars of the train are removed at Spokane, Washington.  These four (4) cars continue to Portland, 

Oregon as Amtrak Train No. 27, with the remaining portion of the train continuing towards its 

final destination of Seattle, Washington.   Amtrak Train No. 7 operating crew consisted of a 

Locomotive Engineer, Assistant Locomotive Engineer, Conductor, and Assistant Conductor. 

Method of Operation: 

Amtrak Train No. 7 was operating on the Hi Line Subdivision on the Montana Division of the 

Burlington Northern Santa Fe (“BNSF”) transportation network.3 The Hi Line Subdivision extends 

from milepost (“MP”) 964.8 in Havre, Montana to MP 1217.5 in Whitefish, Montana.  This 

Subdivision consists of mostly single main track with multiple siding tracks. Centralized Traffic 

Control (“CTC”) 4 , and the entire Hi Line Subdivision has active Positive Train Control (“PTC”)5 

which governs train authority and movements. The maximum authorized speed (“MAS”) for 

passenger trains on this portion of track is 79 miles per hour (“MPH”).  

Amtrak and BNSF Railway Documents for Train, Yard & Engine Employees 

(“TY&E”): 

Below is the list of the documents governing TY & E employees provided by Amtrak and BNSF 

Railway for this accident investigation:  

                                                 
3 See Appendix A at the end of this report for the relevant portions of the BNSF 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 of functional requirements for monitoring and controlling train movements 
and is a type of train protection system. 
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 General Code of Operating Rules (“GCOR”) – 8th Edition - effective April 1, 2020  
 BNSF Montana Division Timetable No. 2 - effective April 21, 2021 
 BNSF System Special Instructions No .2 – effective August 4, 2021 
 BNSF Air Brake and Train Handling Rules No. 7 – effective February 1, 2018 
 General Track Bulletins for Amtrak Train No. 7 

 

Figure 2 – Photo of derailed railcars (Photo courtesy of NTSB) 

Movements of Amtrak Train No. 7: 

Amtrak Train No. 7’s crew went on duty at 8:21 a.m. on September 25, 2021, in Minot, North 

Dakota. The train crew stated that when they reported for duty, they contacted the BNSF Train 

Dispatcher for General Track Bulletins and completed a job safety briefing to discuss the 

upcoming trip.6 The train departed Minot, North Dakota at 9:06 a.m.    

The Locomotive Engineer and Assistant Locomotive Engineer alternated the operation of the train 

several times between stations over the course of their trip.  At Havre, Montana, they alternated 

for the last time as they began the run to Shelby, Montana. The Locomotive Engineer was operating 

the train at the time of the accident.  Amtrak Train No. 7 was operating on a Clear  signal indication 

(Green) as it approached East Buelow (MP 1014.8). The PTC display showed Clear signals 

through East Buelow as well. 

                                                 
6 The BNSF train dispatcher is in Fort Worth, Texas. 
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Generally, railroad signals indicate to the operating crew, the condition of the track between 

signals. The length of track between signals is known as a “block”. Clear signals, displayed as 

wayside signals in the field or on a PTC display screen, indicate to the operating crew, that the 

block ahead is clear of rail traffic, and that the continuity of the rail is unbroken. Unless otherwise 

restricted, Clear signals authorize the train to operate at the maximum authorized speed.   

In this accident the block ahead of Train No. 7 was clear of rail traffic and the rail was intact. 

However, this accident reveals a certain limitation of signal systems. Here, the signal system was 

incapable of providing a warning of the failing track geometry at milepost 1014.57, which was the 

primary cause of the derailment.7  

Signal systems have failed to detect the underlying cause other recent accidents, specifically: 

 The January 31, 2018, accident near Crozet, Virginia in which a passenger train was 

operating on Clear signal indications and struck a garbage truck that had become stranded 

on a highway crossing directly on the tracks.  

 The February 13, 2020, derailment of a CSX loaded bulk commodity train near Draffin, 

Kentucky.  The derailed train had been operating on Clear signals when they encountered 

a land slide that had washed out the tracks in front of their train.8   

A review of the event recorder from the Amtrak Train No. 7’s lead locomotive (ATK No. 74), 

establishes that at 3:55 p.m., the throttle handle was in position No. 8 (full power) and the speed 

of the train was 79 MPH.  The Locomotive Engineer had just verified the Clear signal at East 

                                                 
7 In addition, signal systems in general do not convey information to the operating crew about the condition of the 
underlying infrastructure of the track and/or non-rail traffic or obstructions along the right of way. For example, 
washed out track bed, compromised bridge structures, rockslides, or highway traffic on tracks are not detectable by 
the regulated signal systems. Existing signal systems are essential blind to such occurrences. Indeed, if the rail 
remains intact, the signal system will convey a proceed indication to the operating crew.  
 
The Rail Safety Improvement Act of 2008 (“RSIA”) mandated the Secretary of Transportation to “…prescribe 
standards, guidance, regulations, or orders governing the development, use, and implementation of rail 
safety technology in dark territory”. The Act defined dark territory as “…any territory in a railroad system that does 
not have a signal or train control system installed or operational.”. The Act further identified seven specific types of 
appliances to be evaluated and an eighth catch all for other similar technologies. FRA eventually declined to issue 
any guidance, regulations, or orders for any appliances in dark territory. (See Appendix E)  
8 Although these accidents did not occur in “Dark Territory” some of the appliances referenced in the RSIA 2008 
could have alerted the crew to the hazards sooner and possibly prevented the accidents.  
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Buelow and checked his speed, when he felt a severe “jerk” to the right, then back to the left, and 

then back to the right.  According to data from the Locomotive event recorder, at that time 

(15:56:04 in the event recorder log),  the train was traveling at 77 MPH when a  trainline induced 

emergency application of the brakes occurred. 9 

As Amtrak Train No. 7 came to a stop, the Locomotive Engineer placed the locomotive’s 

automatic brake valve into the emergency position and called out “emergency, emergency, 

emergency” on the radio as required by the rules.10  Event recorder data indicated that after the 

trainline induced emergency, the portion of Amtrak Train No. 7 that had remained on the rail had 

traveled 875 feet in nineteen (19) seconds before coming to a complete stop.  

One of the purposes of accident investigations is to discover how similar accidents may be 

prevented in the future. It is merely a matter of time before an undetected infrastructure failure 

results in another catastrophic accident. Accident prevention in non- signaled territory has been 

addressed in legislation before. The Rail Safety Improvement Act of 2008 (“RSIA”) mandated the 

Secretary of Transportation to “…prescribe standards, guidance, regulations, or orders governing 

the development, use, and implementation of rail safety technology in dark territory”. The Act 

defined dark territory as “…any territory in a railroad system that does not have a signal or train 

control system installed or operational.”. The Act further identified seven specific types of 

appliances to be evaluated and an eighth catch all for other similar technologies. FRA eventually 

declined to issue any guidance, regulations, or orders for any appliances in dark territory.11   

We believe it is appropriate for the Federal Railroad Administration to revisit the value of 

guidance, regulations or orders for currently unregulated appliances, that may mitigate or prevent 

similar accidents in the future. The scope of such an evaluation should include not only dark 

territory but also locations where compromised track infrastructure has recurred in the past, 

especially where passenger operations are frequent. 

                                                 
9 “Emergency” refers to the emergency application of a train’s air brakes. Emergency application of the brakes is 
caused by the rapid exhaust of the trains brake pipe air system. This action results in maximum braking effort on a 
train.  
10 See Appendix B. 
11 See Appendix E.  
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Figure 3 – Schematic of accident site (Courtesy of BLET)  

 

Track Image Recorder (“TIR”) / Outward Facing Camera Footage: 

The investigative group observed the TIR or outward facing camera footage from the lead 

locomotive of Amtrak Train No. 7 (ATK locomotive No. 74), as well as outward facing camera 

footage from two (2) BNSF trains that traveled through the area prior to Amtrak Train No. 7. 

The first footage was from eastbound BNSF Q PTLCHC3 23, which traversed the area at 

approximately 2:47 p.m. while traveling at a speed of 35 MPH.  At approximately MP 1014.5 a 

misalignment in the track was recorded.   As the train traversed the misaligned track there was a 

lateral rocking of the locomotive that was apparent.  

The second footage was from the eastbound BNSF Z SSECHC7 24, which traversed the area at 

approximately 2:30 p.m. traveling at 40 MPH.  The footage verified the misaligned track.  When 

the train traversed the track misalignment, the train experienced similar lateral movement.  

Lastly, the group observed the outward facing camera footage from Amtrak Train No. 7.  which 

shows Amtrak Train No. 7 approaching the same area and, it was apparent that the misalignment 

had worsened.  While attempting to pass over the area, Amtrak Train No. 7 shook laterally to the 

right, then left, then right again.  At this point the train began to slow, and eventually stopped.  
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Passenger trains on freight tracks has been a safety concern of the industry for years. It is apparent 

that the condition of the misaligned rail worsened when the two freight trains passed over the area 

in the hour preceding the arrival of Amtrak train No. 7 at MP 1014.57.  The FRA requires that 

main track be inspected twice per week with at least one day between the two required inspections. 

FRA regulations are minimum requirements. In the absence of technology or an appliance that 

could alert an operating crew to compromised track or its infrastructure, more frequent inspections 

where regular passenger operations are scheduled over freight tracks is indicated.  

Point of Derailment: 

The point of derailment (“POD”) was measured and confirmed to be at milepost 1014.57 and 

all eight (8) of the derailed railcars came to rest to the west of that approximate location.   

 

Figure 4 – Still image taken from the outward facing camera footage from the lead locomotive of Amtrak Train No. 7. This 
image was taken seconds before the train derailed. (Photo courtesy of Amtrak) 

 

Locomotive Event Recorder and Train Handling evaluation: 

As part of the investigation, the locomotive event recorder data was reviewed from the following 

BNSF trains that traversed the area prior to the arrival of Amtrak No. 7: 
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TIME 
DIRECTION OF 

TRAVEL 
TRAIN SYMBOL 

6:16:19 a.m. WEST Z CHCPTL6 23W 

7:00:24 a.m. EAST X VAWDYO9 22H 

9:20:33 a.m. EAST V TACLPC1 22F 

10:15:11 a.m. WEST G AGMKAL9 22H 

10:55:49 a.m. EAST Z PTLCHC7 24A 

11:56:41 a.m. EAST X PASULE9 22H 

12:11:01 p.m. EAST Q SSECHC1 23A 

12:40:18 p.m. WEST G PBNVAW9 23A 

2:30:50 p.m. EAST Z SSECHC7 24A 

2:47:19 p.m. EAST Q PTLCHC3 23A 

 
These locomotive event recorder data established that the train handling methods utilized by the 

ten (10) Locomotive Engineers were consistent within the normal operating procedures for the 

area and excessive braking did not contribute to the misalignment of the rail. However, it is obvious 

that the weight and length of the two freight trains did exacerbate the misaligned condition of the 

track.  

Additionally, the locomotive event recorder data from the lead locomotive of Amtrak Train No. 7 

(ATK No. 74) was reviewed 12 which established: At 3:57:03 p.m., the throttle was in notch No. 8 

and the speed of the train was 78 MPH. 

 Between 3:57:03 p.m., and 3:57:35 p.m., the Locomotive Engineer changed throttle 

positions multiple times. 

  A train-line induced emergency application of the brakes occurred at 3:57:35 p.m., with 

the train was traveling at 77 MPH.   When the train-line induced emergency brake 

application occurred, the throttle position was changed from notch No. 8 to notch No. 2. 

 At the time of the emergency brake application, the independent brake cylinder pressure 

began to build, but then shows being released. 

 Six (6) seconds after the emergency application of the brakes, the locomotive event 

                                                 
12 See Appendix C at the end of this report 
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recorder establishes that the Locomotive Engineer initiated emergency application of the 

brakes by moving the automatic brake valve handle to the emergency position.  

 Nine (9) seconds after the trainline induced emergency, blended braking begins to show up 

on the locomotive event recorder.13 

 After the trainline emergency application of the brakes at 3:57:35 p.m., the head end 

portion of Amtrak Train No. 7 travelled 875 feet in nineteen (19) seconds. 

The locomotive event recorder data from the lead locomotive (ATK No. 74) established that the 

train handling methods utilized by the Locomotive Engineer were within the normal operating 

procedures for the area and no exceptions were taken. 

Post-accident actions by Amtrak Train No. 7’s Crew: 

Following the accident, the Locomotive Engineer made an emergency call by radio to the BNSF 

Train Dispatcher and reported that the train had derailed and requested emergency services to 

respond.  The Assistant Locomotive Engineer immediately took steps to turn off the HEP 

generator.14  After the HEP generator was disabled, he did a ground inspection of the locomotives 

to ensure that there were no fuel leaks or any visible damage to the locomotives. 

The Locomotive Engineer stated that he remained in the cab of the lead locomotive to maintain 

radio contact with emergency responders and the BNSF Train Dispatcher.  The Locomotive 

Engineer remained on the train for approximately 2.5 to 3 hours after the accident occurred, 

relaying communications, and waiting to be relieved.  During this time frame, the Assistant 

Locomotive Engineer, the Conductor, and the Assistant Conductor began evacuation and recovery 

efforts.   

                                                 
13 “Blended braking” refers specifically to the use of the train brakes and the dynamic brakes on the locomotive at 
the same time. 
14 The term “HEP generator” refers to the” head-end power” and is also known as the electric train supply (“ETS”). 
It is the electrical power distribution system on a passenger train.  The power source, usually a locomotive or a 
generator car is typically located at the front or “head end” of a train, and provides the electricity used for heating, 
lighting, electrical and other “hotel” needs. 
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It should also be noted that several passengers left the accident area and found transportation away 

from the accident. This complicated the tasks of determining the extent of the injuries by first 

responders  

 

Crew Information: 

Locomotive Engineer: 

The Locomotive Engineer was a 44-year-old male who began his railroad career in 2010.  

He had been working as a Locomotive Engineer for approximately five (5) years.  His last 

physical had been performed in June of 2021 and he was determined to be fit for duty. 

Assistant Locomotive Engineer: 

The Assistant Locomotive Engineer was a 50-year-old male who was hired by Amtrak in 

2007.  He was promoted to Locomotive Engineer in 2016.  His last physical had been 

performed in March of 2021 and he was determined to be fit for duty. 

Conductor: 

The Conductor was a 61-year-old male who was hired out by Amtrak in 2004.  He began his 

career as an Assistant Conductor and had been working as a promoted Conductor for the last 

ten (10) years. He has worked his entire career in Shelby, Montana and he was determined 

to be fit for duty.   

Assistant Conductor: 

The Assistant Conductor began his railroad career in 2007.  He had been working as a 

Brakeman on Amtrak for the last two (2) years and was determined to be fit for duty. 

Post-Accident Toxicological Testing: 

The toxicological specimens of the train crew of Amtrak Train No. 7 were sent for post-accident 

testing which determined all four (4) employees were negative for alcohol and drugs.  
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Cell Phone Records: 

The mobile phone records of the train crew of Amtrak Train No. 7 were obtained and reviewed. 

Their phone records indicated that there was no record of phone activities for the Locomotive 

Engineer, Assistant Locomotive Engineer, and Assistant Conductor in the time frame of interest.  

The mobile phone records for the Conductor indicated that there was an outgoing text message 

sent at 3:38 p.m. 

Operational Testing and Internal Oversight: 

On December 4, 2015, President Obama signed into law the Fixing America’s Surface 

Transportation (“FAST”) Act.  Following enactment of the FAST Act, Sec. 11406 (Speed Limit 

Action Plans),15 each railroad carrier that provides intercity rail passenger transportation or 

commuter rail passenger transportation was required to survey it’s entire system and identify each 

main track location where there is a reduction of more than twenty (20) MPH from the approach 

speed to a curve, bridge, or tunnel as well as the maximum authorized operating speed for 

passenger trains at that curve, bridge, or tunnel.  After identifying the locations, the carrier was 

required to submit an action plan.  The action plan detailed the locations, described the appropriate 

actions to enable warning and enforcement of the MAS for passenger trains at each location, as 

well as provided target dates and/or milestones for implementing each appropriate action 

described.  The requirements contained within the FAST Act led to increased speed related 

operational testing on passenger operations. 

Also, because of the FAST Act requirements, Amtrak conducts tests and observations of its 

employees in accordance with federal regulations to determine their level of compliance with 

railroad operating rules.  Investigators reviewed Amtrak’s efficiency testing program and 

requested specific data regarding efficiency tests for the train crew of Amtrak Train No. 7 

The Amtrak program contains specific information for testing officers to be used when setting up 

and conducting tests. Federal regulations require that each test be described in the program 

including the means and methods used to conduct the tests.  Amtrak has established a program of 

operational testing which contains the required information by regulation which is needed to 

                                                 
15 See Appendix D at the end of this report 
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maintain consistency among its testing officers.  A review of the efficiency testing results for the 

crew of Amtrak No. 7 revealed the following: 

 During the calendar year 2021, the Locomotive Engineer was operationally tested eighty-

two (82) times, of which twenty-two (22) of those tests were for compliance with maximum 

authorized train speeds and other speed restrictions.  The Locomotive Engineer was found 

to be in compliance during all of the eighty-two (82) operational tests and zero (0) failures 

were noted. 

 During the calendar year 2021, the Assistant Engineer was operationally tested sixty-two 

(62) times, of which nine (9) of those tests were for compliance with maximum authorized 

train speeds and other speed restrictions.  The Assistant Engineer was found to be in 

compliance during all of the sixty-two (62) operational tests and zero (0) failures were 

noted. 

 During the calendar year 2021, the Conductor was operationally tested twenty-one (21) 

times and the Assistant Conductor was operationally tested thirty-two (32) times.  Both 

employees were found to be in compliance during the operational testing conducted in 

calendar year 2021 and zero (0) failures were noted.  

Probable Cause 

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

September 25, 2021, derailment of Amtrak Passenger Train No. 7 was the track misalignment at 

MP 1014.57.  Amtrak Train No. 7 was travelling at the maximum authorized speed of 79 MPH 

when it approached the area of the track misalignment and failed to pass through the affected area 

safely.   
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Proposed Recommendations 

To BNSF: 

1. Increase the frequency for main track inspections where regular passenger operations are 

scheduled over BNSF tracks until regulations or guidance are published for appliances 

that could alert an operating crew to compromised track or its infrastructure. 

To Amtrak: 

1. Enhance the training program to include the post-accident actions of the crew of Amtrak 

Train No. 7 as an example.  

2. Develop and implement a program to ensure all emergency medical equipment (rubber 

medical gloves, gauze, etc.) is supplied in sufficient quantities to treat multiple passengers 

in case of emergency.  

3. Expand Emergency training to inform operating crews and on board employees of the 

behavior of the passengers following this accident.   

To the Federal Railroad Administration: 

1. Implement a rule making to revisit the value of guidance, regulations or orders for 

currently unregulated appliances, that may mitigate or prevent similar accidents in the 

future such as; 

• switch position monitoring devices or indicators 
• radio, remote control, or other power-assisted switches; 
• hot box, high water, or earthquake detectors; 
• remote control locomotive zone limiting devices; 
• slide fences; 
• grade crossing video monitors; 
• track integrity warning systems; and 
• other similar rail safety technologies 

 
2. Until regulations or guidance are published for appliance that could alert an operating 

crew to compromised track or its infrastructure, increase the minimum required 

frequency for main track inspections where regular passenger operations are scheduled 

over freight tracks.   
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