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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 the following proposed findings, probable cause, and 

safety recommendations to the Board for consideration. 

Accident Synopsis: 

On April 24, 2018, at approximately 8:59 AM,1 a northbound National Railroad Passenger Corpo-

ration (“Amtrak”) Maintenance of Way (“MOW”) roadway worker was fatally injured as he per-

formed duties as a Watchman/Lookout.2  As part of an Amtrak undercutting MOW project, Rail 

Gang Y-222A was working near milepost (“MP”) 119.2 on Main Track No. 2 of Amtrak’s Phila-

delphia to Washington (“PW”) line.  The Rail Gang Foreman delegated three (3) Amtrak MOW 

employees to act as Watchmen using the Train Approach Warning (“TAW”) system.3  Two (2) of 

the Watchmen were used as Advance Watchmen,4 while the fatally injured employee (Watchman 

No.3) was used exclusively as a Watchman for the welding truck.  Watchman No. 3 had less than 

nine (9) months of experience on the railroad. 

As a southbound local Maryland Area Regional Commuter (“MARC”) commuter train (“MK-

421”) was passing through the work location on Main Track No. 3, Amtrak Northeast Regional 

passenger Train No. 86 was passing through the work location on Main Track No. 1.  This is a so 

called “Double Bubble” scenario.  Watchman No. 3 was struck and fatally injured by Amtrak Train 

No. 86.    

The event recorder data downloaded from Amtrak Train No. 86’s lead locomotive (AMTK No. 

625) established and the inward facing camera confirmed that the Locomotive Engineer placed the 

train into  emergency braking at 104 miles per hour (“MPH”).  Amtrak train 86  had decelerated 

to a speed of 98 MPH when the employee was struck.   Weather at the time of the incident was 

55° F, few clouds, with wind at 10 knots (according to the BWI Airport weather station).   

                                                            
1 All times throughout this report will be Eastern Daylight Time. 
2 For the sake of brevity, the remainder of this report will simply state “Watchman” when referencing a Watch-
man/Lookout. 
3 Train Approach Warning refers to 49 CFR § 214.329 actions provided by watchmen/lookouts. 
4  An Advance Watchman is the placement of employees used mainly for protection to the workers using sight distance 
placement. 



3 
 

Snapshot of Amtrak Train Dispatcher screen of activities in area.    
 

 

(Courtesy of Amtrak) 
Method of Operation: 

The accident occurred on the Amtrak’s Philadelphia to Washington (“PW”) line, consisting of 

three (3) main tracks (1-2-3 east to west).  The area where the accident occurred is 261 territory.5  

Due to the MOW track outage, northbound trains were delegated to Main Track No. 1, and south-

bound trains to Track No. 3.  The maximum authorized speed (“MAS”) approaching the accident 

site for Amtrak train set (Type “B”)6 is 110 MPH, with a further speed restrictions of 105 MPH in 

the immediate area of the accident (MP 119 to MP 120.3). 

Amtrak Rules / Policies in effect for Track (MOW) employees:7 

 Amtrak Roadway Worker Protection Manual, effective April 1, 2017 
 Amtrak Engineering Production Department Production Undercutting Site Specific Work 

Plan, Bowie (MP 120.5) to Grove (112.4), #2 Track work being completed by the Under-
cutter Group supported by Communication and Signals (“C&S”), Electric Traction (“ET”), 
and Bridge and Building (“B&B”) production, continuous outage March 9, 2018 through 
June 14, 2018 

 Northeast Operating Rules Advisory Committee (“NORAC”), 11th edition, effective Feb-
ruary 1, 2018 

                                                            
5 261 territory is intended for and has automatic signals for movements in both directions. 
6 See APPENDIX 1  
7 Notable by its absence is the Amtrak Hot Spot Manual 
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Amtrak Rules / Policies in effect for Train & Enginemen (“T & E”): 

 Northeast Operating Rules Advisory Committee (“NORAC”), 11th edition, effective Feb-
ruary 1, 2018 

 Amtrak New York to Washington Bulletin Order: NYW7-13, effective April 23, 2018 
 Amtrak New York to Washington Summary Bulletin Order: NYW7-10 SUM, effective 

April 2, 2018 
 Amtrak New York to Washington Supplemental Bulletin Order: NYW7-06SCH-b, effec-

tive March 10, 2018 
 Amtrak Northeast Corridor (“NEC”) Employees Timetable No. 7, Special Instructions, 

dated February 1, 2018 

The Accident: 

Amtrak Y-222A MOW work gang: 

On April 23, 2018, the Y-222A work gang worked at or near the location of the accident site, 

working on the east rail of Main Track No. 2.  On the day of the accident the Y-222A work gang 

worked on the west rail of Main Track No 2. Track No. 2 had a continuous track outage from 

Bowie, MD (MP 120) to Grove (MP 112.4), approximately 8.1 miles that was scheduled from 

March 9, 2018 to June 14, 2018. 

On the morning of the accident, the work gang met at the hotel lobby at 6:00 AM, and held a job 

briefing.  They were transported by bus to the general work area – arriving at approximately 7:00 

AM, where they conducted a second job briefing.8  Once the work gang arrived at the work site, 

they held a third job briefing with their respective Gang Foremen;  

 Undercutter Machine and the supporting work Gang,  
 Rail Destressing and Welding Gang,  
 Track Surfacing Gang,  
 Spoil Removal Gang  

The fatally injured employee was assigned as a Watchman to the rail destressing and welding gang 

by the Track Foreman.  There were approximately ninety (90) MOW employees on site.  At ap-

proximately 7:23 AM the Roadway Worker In Charge (“RWIC”) communicated with the Train 

Dispatcher by phone ensuring that Main Track No. 2 was out of service, advised him of the work 

                                                            
8 For a copy of the job briefing documentation sheet, see APPENDIX 2  
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to be performed and that they would use Train Approach Warning (“TAW”) protection.  The var-

ious gangs began working at approximately 8:30 AM.  The welding gang Foreman positioned 

Watchman No. 3 directly across from the work they were performing.9   

Southbound Maryland Area Regional Commuter (“MARC”) Commuter Train 
Local No. 421 (“MK-421”): 

MARC Train No. 421 consisted of one (1) locomotive and six (6) cars, was operating in push mode 

with the cab control car leading and the engine pushing the train.  The train was – operating south-

bound on Main No. 3 as they approached and passed through the work location, and was braking 

to stop for the Bowie State Station platform to board/discharge passengers.  Interviews of Amtrak’s 

MOW personnel, confirmed they took no exceptions to the operation, headlight, auxiliary lights, 

bell and whistle of MARC local No. 421.  

Northbound Amtrak Northeast Regional Passenger Train No. 86: 

The crew of Amtrak Train No. 86 went on duty in Washington, D.C. at 7:45 AM.  Train No. 86 

departed Washington, D.C. Union Station on time at 8:40 AM with approximately 250 passengers 

on board.  Train No. 86 consisted of one (1) locomotive (AMTK 625) and eight (8) cars.  Its next 

stop was at 8:52 AM in New Carrolton, Maryland.  Train 86 was scheduled to bypass Bowie State 

station (MP 119.1).  The next scheduled stop was BWI Marshall Airport Station. 

In a post-accident interview, the Locomotive Engineer stated that, as he approached the work lo-

cation at approximately 100 MPH, he observed the Watchman on the Bowie State station platform 

and began using his bell and whistle on the approach.  As he began passing Bowie State station he 

saw Watchman No. 3 with his back to him so he began to use the locomotive horn extensively. 

These actions were confirmed by the inward facing camera and event recorder data.  The Loco-

motive Engineer went on to state that Watchman No. 3 was clearly in the foul of Main Track No. 

1.  This was confirmed by the outward facing camera.  Subsequently, the Locomotive Engineer 

initiated an emergency brake application, but was unable to stop and Amtrak Train No. 86 struck 

the Watchman.  Interviews of Amtrak’s MOW personnel, confirmed they took no exceptions to 

the operation, headlight, auxiliary lights, bell and whistle of Amtrak train No. 86.  Post-accident 

                                                            
9 See E. Treut interview p.16, lines 6-8. 



6 
 

inspections conducted by the Federal Railroad Administration (“FRA”) of Train No. 86’s locomo-

tive (AMTK 625) determined the locomotive performed as designed.  We conclude Amtrak loco-

motive No. 625 was not a contributing or casual factor in the accident. 

Amtrak lead locomotive No. 625 Track Image Recorder (“TIR”) Outward Fac-
ing Video Camera: 

On May 31, 2018 investigators reviewed the video of the outward facing camera installed on lo-

comotive AMTK 625 at the NTSB’s Research and Development Lab.  The video showed the fa-

tally injured Watchman standing on the ties just west of the embankment on Main Track No. 1  

(on an approximate 45° slope) but fouling Main Track No. 1. He was raising his paddle and air 

horn, and was facing in a northward direction.  As the MARC train operated through the work 

location approaching Bowie State Station, he continued standing on the embankment, still fouling 

Main Track No. 1.  As the MARC train’s rear car cleared, Amtrak Train No. 86 arrived in the 

immediate area traveling northward, striking him on Main Track No. 1, with his back to the south.  

View looking North from Bowie State Platform.  
Arrow reflecting approximate accident location.  

No. 1 track is on the right side. 
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Watchmen: 

All Watchmen were positioned on the “field side” of Main Track No. 1 they were not between the 

Main tracks.  Track centers between Main Track No. 1 and Main Track No. 2 at the accident site 

were 13’ 2½”.  The track centers between Main Track No. 2 and Main Track No. 3 in the vicinity 

of the accident were measured to be 13’ 1”. 

 

Sight distance and reaction time recreations from the accident site (courtesy of NTSB): 

Watchman 
Sight Distance –Di-

rection looking 
Warning Time  

Track No. 1 
Warning Time  

Track No. 3 
#1 Located on Bowie 
Station Platform 

4,200 feet – South 27 seconds 22 seconds 

#2 Located on ground 
795 feet north of 
Watchman # 1  

3,700 feet – North 24 seconds 18 seconds 

#3  Located 662 feet 
north of Watchman # 
2  

*1st sight distance 
recreated from where 
employee was struck 
(field side Main 
No.1) this is confus-
ing 

5, 490 feet – South 
with an advanced 

watchman-in-place 
 

35 seconds 29 seconds 

4,950 feet – North 
with no advanced 

watchman-in-place 
30 seconds 26 seconds 

2nd sight distance test 
standing at bottom of 
ballast shoulder on 
access road 

3,490 – North 21 seconds 18 seconds 

 

Post-accident sight distance testing established that the catenary poles used to support the electri-

fication system hindered the view from both north and south.   We conclude there were an insuf-

ficient number of watchmen because the catenary poles were hindering sight lines, the geography 

of the multiple curves, and the maximum authorized speed in the area. 
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Watchman Duties: 

The regulatory requirements for Watchman’s duties are outlined in 49 CFR § 214.329: 

Roadway workers in a roadway work group who foul any track outside of working lim-
its shall be given warning of approaching trains by one or more watchmen/lookouts in ac-
cordance with the following provisions: 

(a) Train approach warning shall be given in sufficient time to enable each roadway 
worker to move to and occupy a previously arranged place of safety not less than 15 sec-
onds before a train moving at the maximum authorized speed on that track can pass the 
location of the roadway worker. The place of safety to be occupied upon the approach of a 
train may not be on a track, unless working limits are established on that track. 

(b) Watchmen/lookouts assigned to provide train approach warning shall devote full atten-
tion to detecting the approach of trains and communicating a warning thereof, and shall not 
be assigned any other duties while functioning as watchmen/lookouts. 

(c) The means used by a watchman/lookout to communicate a train approach warning shall 
be distinctive and shall clearly signify to all recipients of the warning that a train or other 
on-track equipment is approaching. 

(d) Every roadway worker who depends upon train approach warning for on-track 
safety shall maintain a position that will enable him or her to receive a train approach warn-
ing communicated by a watchman/lookout at any time while on-track safety is provided 
by train approach warning. 

(e) Watchmen/lookouts shall communicate train approach warnings by a means that does 
not require a warned employee to be looking in any particular direction at the time of the 
warning, and that can be detected by the warned employee regardless of noise or distraction 
of work. 

(f) Every roadway worker who is assigned the duties of a watchman/lookout shall first be 
trained, qualified and designated in writing by the employer to do so in accordance with 
the provisions of § 214.349. 

(g) Every watchman/lookout shall be provided by the employer with the equipment neces-
sary for compliance with the on-track safety duties which the watchman/lookout will per-
form. 

The Watchmen’s duties entail being on the lookout for oncoming trains, then warning the MOW 

gang visually typically using an orange-colored hand-held paddle and audible using air horn and/or 

hand-held whistle.   The Watchmen must hold their paddle up until the train clears their immediate 

location, then lower the paddles in sequence as the train clears their work area.  The Watchmen 

are not equipped with handheld radios, to avoid possible distraction.  The Watchmen duties are 

essential to the safety of their co-workers, because the noise emitted from the MOW equipment — 
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such as ballast regulators, MOW machines, rail grinders, welding, etc. — interferes with the ability 

to hear the bells and horns from the oncoming train traffic traveling on tracks adjacent to their 

work locations. 

Amtrak Watchman Training: 

Watchman classroom training consists of a four (4) hour class, which entails going over the road-

way worker protection (“RWP”) manual.10  According to Amtrak recordkeeping, the fatally in-

jured Watchman’s roster date is July 31, 2017; he received his qualification card to be a Watchman 

on November 29, 2017 with an expiration date of December 31, 2018.  He was qualified on RWP 

on February 12, 2018, with an expiration date of December 31, 2019. 

Amtrak’s Fatally Injured Watchman’s Work History: 

Date Start Work Off Duty Total Time on Duty 
April 24, 2018 (day 
of occurrence) 

6:00 AM 8:59 AM (time of in-
cident) 

2 hours, 59 minutes 

April 23, 2018 6:00 AM 6:00 PM 12 hours, 0 minutes 
April 22, 2018 OFF WORK OFF WORK OFF WORK 
April 21, 2018 OFF WORK OFF WORK OFF WORK 
April 20, 2018 OFF WORK OFF WORK OFF WORK 
April 19, 2018 6:00 AM 4:30 PM 10 hours, 30 minutes 
April 18, 2018 6:00 AM 4:30 PM 10 hours, 30 minutes 
April 17, 2018 6:00 AM 10:00 PM 16 hours, 0 minutes 
April 16, 2018 6:00 AM 8:30 PM 14 hours, 30 minutes 

 

Personal Electronic Devices: 

No improper cellular phone activity was detected on the part of Watchman No. 3, or the Locomo-

tive Engineers of either train.  

                                                            
10 For portions of Amtrak’s Roadway Worker Protection Manual see APPENDIX 3  
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Post-Accident Toxicology Testing: 

FRA post-accident toxicological testing was performed on the fatally injured Watchman and the 

Locomotive Engineer of Amtrak Train No. 86.  All tests were negative for the presence of prohib-

ited substances. 

Post-Accident Actions by Amtrak: 

On June 12, 2018, Amtrak issued Rules Alert No. 2018-01, with an effective date of June 25, 2018.  

This Alert revised Northeast Corridor (“NEC”) Special Instruction 175-S2, reducing the 80 MPH 

“Slow-By” restriction by Undercutter and Track Laying Machine (“TLM”) projects to 60 MPH.11  

We believe Amtrak is attempting to accomplish two things with “slow-by” restrictions in general.  

First to minimize the impact to the scheduled operation of the train and second to address the 

legitimate safety concerns of the employees working with and around such equipment.  However, 

it is unclear why Amtrak determined that 60 MPH is the appropriate new speed.  Without an ex-

planation it seems arbitrary.  BLET recommends that until such time as a sufficient explanation is 

provided or in the absence an objective analysis is completed to determine what a safe speed is for 

such passing trains, Amtrak should lower the speed to 30 MPH when trains are passing work lo-

cations with operating TLM or Undercutter machinery.  The impact to the schedule of the train 

would be negligible.  This would cause only a minor inconvenience to the public in favor of pos-

sibly saving the life of an employee.    

Podiums for Watchman performing duties: 

It has come to the BLET’s attention that Amtrak is testing types of structural platforms that may 

offer a Watchman protection from flying debris, safety from fouling the envelope of a live track, 

reliable footing other than standing on uneven ballast, and/or straddling a tracks shoulder to keep 

out of harm’s way.  These types of structures appear to be either permanent (fixed) or portable.  

We support the use of such platforms, as they materially enhance the safety of Watchmen from 

passing trains and urge Amtrak to expedite the implementation. 

                                                            
11 See APPENDIX 4  
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See photos below of prototypes being produced for possible Amtrak deployment in the field. 

 

 

These types of structures were not provided at the jobsite where the accident occurred.  Instead, 

the Watchmen either; used the catenary pole to shield themselves from the passing trains and the 

debris the passing equipment kicked up, or stayed lower on the access road with somewhat com-

promised sight lines, or as the fatally injured employee did, positioned themselves immediately 

adjacent to a live track.  As of this report, it is unclear whether these are available at Amtrak job 

sites, however Amtrak could use its own personnel to construct them.  

SITE SPECIFIC WORK PLAN (“SSWP”): 

Amtrak develops and oversees a Site Specific Work Plan (“SSWP”)12 for major work projects.  

The items listed below are some of the items identified in respective SSWPs: 

 Work limits 
 Schedule 
 Contact telephone numbers 
 Medical facilities nearby 
 Checklist of safety watchmen equipment 

                                                            
12 For portions of Amtrak’s SSWP, see APPENDIX 5  
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Conspicuous by its absence is SSWP language regarding issues affecting Watchmen in high-speed 

operating areas such as determining the number of Watchmen needed, their placement and ac-

counting for train speed, terrain, and visibility or line of sight impediments.  BLET believes the 

absence of such analysis and implementation contributed to this accident. 

Fatality Analysis of Maintenance-of-way Employees and Signalmen 
(“FAMES”) TRAIN APPROACH WARNING:13 

Subsequent to this accident, a June 15, 2018 report was generated by the Fatality Analysis of 

Maintenance-of-way Employees and Signalmen (“FAMES”) Committee.  Under the heading Fatal 

Accidents Under Train Approach Warning (Watchman/Lookout), the report states, in part: “Fol-

lowing the implementation of the Roadway Worker Protection (“RWP”) Rule in 1997, the FAMES 

Committee, using available FRA accident data, estimates that there have been a total of 52 fatal 

RWP accidents, in which 55 roadway workers have perished, as of February 1, 2017.” 

Since the initial release of its findings and recommendations, the FAMES Committee has deter-

mined that at least five (5) additional “Train Approach Warning” (TAW) fatalities have occurred.  

These fatalities are still being analyzed by the FAMES Committee.  

Of the 55 Roadway Worker fatalities analyzed by FAMES, 13 accidents resulting in 16 fatalities 

occurred where TAW was being used.  Significantly the Watchman/Lookout was the fatally in-

jured employee in 5 of the 13 fatal accidents.  Moreover, in 2 of the fatal accidents, 2 trains passed 

in close succession and a Roadway Worker was struck by the second train.  The relevant FAMES 

Committee Recommendations states: 

“Watchmen/Lookouts should position themselves outside the foul of any track 
whenever possible.  If a Watchman/Lookout must foul a track to provide protection 
for a work group, when the work group is notified to clear, the Watchman/Lookout 
must also clear.” 

BLET believes this Recommendation should be codified in FRA regulations and Amtrak SSWPs 

as a means of affording Watchmen a higher level of safety. 

                                                            
13 See APPENDIX 6  
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Predetermined Place of Safety (“PPOS”): 

FRA regulations, at 49 CFR § 214.336, defines a “predetermined place of safety” (“PPOS”) as a 

“…specific location that an affected roadway worker must occupy upon receiving 
a watchmen/lookout’s warning of approaching movement(s) (warning) or a road-
way worker-in-charges (“RWIC’s”) notification of pending movement (s) on an 
adjacent track (“notifications”), as designated during the on-track safety job brief-
ing required by Part § 214.315. The PPOS may not be on a track, unless the track 
has working limits on it and no movements permitted within such working limits 
by the RWIC. Thus, under these circumstances, the space between the rails of the 
occupied track may be designated as a place to remain in position or to otherwise 
occupy upon receiving a warning or notification. The RWIC must determine any 
changes to a PPOS, and to communicate such change to all affected roadway work-
ers through an updated on-track safety job-briefing.” 

Fouling a Track: 

The FRA defines “fouling a track” in 49 CFR § 214.7 as “the placement of an individual or an 

item of equipment in such proximity to a track that the individual or equipment could be struck by 

a moving train or on-track equipment, or in any case is within four feet of the field side of the near 

running rail.” 

Below diagram shows car body fouling point and fouling space  
See APPENDIX 3, Amtrak’s Roadway Worker Protection Manual 

 

NTSB report Accident No. DCA-08-FR-004, Location Providence, Rhode Is-
land, March 13, 2008 and Hot Spots: 

On March 13, 2008, a former Amtrak manager was killed and a MOW employee was severely 

injured in an accident near Providence, Rhode Island.  The NTSB generally determined that the 

probable cause in that accident was an insufficient number of Watchmen. This accident led Amtrak 



14 
 

to consider an evaluation of its operation to identify locations where similar circumstances existed 

which were given the designation “Hot Spots.  Hot spots are locations on the railroad where addi-

tional roadway worker protection is required.  These physical locations include a variety of condi-

tions, such as curves with limited visibility, tunnels with limited clearances, and locations with 

heavy outside noise.  

History of Hot Spots: 

On March 13, 2008, a former Amtrak manager was killed and a MOW employee was severely 

injured in an accident near Providence, Rhode Island. The NTSB generally determined that the 

probable cause in that accident was an insufficient number of Watchmen.  An Amtrak joint Labor 

and Management internal investigation determined that staffing inadequacies were the basis of 

ongoing and bitter arguments at on-track briefings.  The parties agreed that these conflicts could 

be largely resolved if they jointly determined how many Watchmen would be needed at several 

“Hot Spot” locations and publish the findings.  

In 2008-09, representatives of the engineering Unions and management undertook the effort to 

identify the hot spots.   The analysis considered the geometry of the track, MAS and other relevant 

factors.  The group performed stop watch and whistle tests, establishing data to be used in pub-

lishing a “Hot Spot” manual, illustrating known locations by name, mile post, and listing the min-

imum number of Watchmen required for each Hot Spot and their placement to safely effect lookout  

duties for the on track workers at each location.  The tests to establish the number of Watchmen 

required at each location were performed during the most ideal daylight hours, clear weather con-

ditions and no machinery on the track.  Obviously, if conditions are less than ideal additional 

Watchmen are required.  Amtrak distributed this data to Engineering Department employees by 

via the Roadway Worker Protection (RWP) manual, training was provided.  

Subsequent to the publication of the Hot Spot manual placards, signage or decals were erected or 

installed along the right of way.  A white diamond shaped reflective decal with an orange spot 

were placed on the catenary poles on both sides of the right of way in the area of the Hot Spot. The 

decals were visible to locomotive engineers during the operation of their trains.  
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The Hot Spot manual was published and distributed in the RWP manual.  Amtrak unilaterally 

abandoned the printing and distribution of the Hot Spot manual in 2014 and, at the same time, 

removed Hot Spot training from all curriculums and instructions.  

Since 2014, Amtrak has not published the Hot Spot manual.  The training department does not 

teach new or existing employees about the existence of Hot Spots in RWP classes.  Amtrak has 

concluded that the Hot Spot book is no longer relevant because it was published in 2009 and to-

day’s infrastructure is not the same.  We believe this is an absurd position in as much as the North-

east Corridor has had the same basic infrastructure for 150 years while train speeds have 

dramatically increased.  The geometry of the track at the location of the instant accident has not 

changed significantly in that time and certainly not to the extent that cutting the minimum number 

of required watchmen by half was warranted.   

On April 24, 2018, the work being performed was located between back-to-back Hot Spots. There 

was a Hot Spot at Curve 404, near MP 119.7, and another Hot Spot at Curve 403 at MP 118.4.  

The fatally injured employee was struck at MP 119.2.  The absence of sufficient watchmen at this 

location is a contributing factor to the fatality of Watchman No. 3. 
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Hot Spot Work Locations: 

Figure below – page 29 from Amtrak’s “Hot Spot” manual referencing recommendations for the ac-
cident area, Curve # 404.  

 

 

Clearly, six (6) Watchmen was the minimum number required at the location of this fatality as 

determined by consensus of the employees’ representatives and Amtrak’s engineering personnel. 

It bears repeating that the track geometry and infrastructure at the accident location has not signif-

icantly changed since the analysis was performed and Hot Spot manual was published.   

PROPOSED FINDINGS 

The BLET determines that there were operational factors contributing to this accident.  Even with-

out the Hot Spot manual in active publication, reducing the number of Watchmen from six (6) to 

three (3) is an unexplained decision especially in light of the NTSB’s previous analysis of the 

Providence, Rhode Island accident.  It was a fateful decision and we contend this is the root cause 

of the fatality.   

The area of the incident had a steep shoulder, offering no safe standing arena to maintain a vigilant 

sight in both directions.  The absence of stable footing for the fatally injured Watchman left him 

little choice but to position himself on the only secure ground available.  Temporary platforms for 
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Watchmen, positioned to ensure stable footing and an appropriate field of vision, could have pre-

vented this accident.    

Trains were permitted to proceed through the work sites at speeds that exacerbate hazardous work-

ing conditions for on-ground employees. The on ground employees were not sufficiently trained 

how to anticipate and react to the situation where two trains were passing through the work area 

simultaneously at speeds of 100 MPH is opposite directions.  

Probable Cause and Contributing Factors 

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

accident and the fatal injuries sustained by the Amtrak employee was the result of multiple safety 

failings;  

1. Insufficient staffing of Watchmen at the work/accident location was the root cause of the 

accident.   

Amtrak abandoned the underlying analysis and logic they relied upon and disre-

garded  the resulting Hot Spot safety recommendations they previously published.  

Amtrak removed “Hot Spot” notices, and eliminated training on specific additional 

safety measures that should be undertaken at such locations.  It is a confounding 

decision in as much as the physical plant has not changed since the original analysis 

and publication of those consensus safety recommendations, and the frequency and 

speed of train operations has only increased.  

2. Improper guidance provided to a relatively new employee regarding proper positioning 

when acting as a Watchman in a high-speed / multiple track area was a contributing factor   

3. Inadequate training of the MOW employees on protection in “Double-Bubble” scenarios 

was a contributing factor.   
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PROPOSED RECOMMENDATIONS 

NATIONAL RAILROAD PASSENGER CORPORATION (“AMTRAK”): 

1. Re-establish Hot Spot procedures and the Hot Spot publication and training immediately 
on the entire operating territory.  

2. Establish specific guidelines and training so that maintenance of way employees can iden-
tify and move to a safe location when “Double-Bubble” hazards arise. 

3. Temporarily reduce the speed of trains through work areas with an operating TLM and/or 
Undercutter machinery to thirty (30) MPH until an objective analysis can be performed 
and a permanent rule can be implemented.    

4. Emphasize the definition and application of the 15-second predetermined place of safety 
in training of maintenance of way employees. 

5. Require all candidates for Watchman/Lookout qualification to have at least 2000 hours of 
service as a maintenance of way employee. 

6. Conduct a risk assessment at all existing work sites to ensure a sufficient number of Watch-
men/Lookouts are deployed.  

7. Afford Watchmen/Lookouts safe footing and if necessary by providing platforms that can 
be installed in the clear, while providing the necessary field of vision. 

   

FEDERAL RAILROAD ADMINISTRATION (“FRA”): 

1. Revise current regulations to require that the speed of trains passing through or alongside 
maintenance of way work sites be reduced to one-half of the maximum authorized speed 
at that location when such sites are active. 

2. Revise current regulations to require that all candidates for Watchman/Lookout qualifica-
tion to have at least 2000 hours of service as a maintenance of way employee. 
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CERTIFICATE OF MAILING 

I certify that on September 30, 2019 I have on this date electronically served upon Mr. Troy 
Lloyd ( ), Investigator in Charge RRD-18FR006, a full and complete copy 
of the “Proposed findings, probable cause, and safety recommendations” pursuant to 49 CFR 
§ 831.14(a) with regards to the National Railroad Passenger Corporation (“Amtrak”) mainte-
nance of way employee fatality in Bowie, Maryland on April 24, 2018 , submitted by the Broth-
erhood of Locomotive Engineers and Trainmen’s Safety Task Force to the National 
Transportation Safety Board. BLET appreciates the opportunity to participate as a party to this 
investigation. 

Mr. Troy Lloyd  
Investigator-in-Charge, RRD-18FR006 
National Transportation Safety Board 

Mr. David Kannenberg       
FRA, Regional Administrator, Region 2     

        

Mr. John Defrancesco 
Director of Safety 
Amtrak 

 
 
Mr. Steve Stearn 
Brotherhood of Maintenance of Way Employes Division 
Vice-Chairman, Pennsylvania Federation 

 
 
 

Yours truly, 

Stephen J. Bruno 
Brotherhood of Locomotive Engineers & Trainmen 
National Secretary-Treasurer 
National Chairman, Safety Task Force 
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