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FINAL SUBMISSION 

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

ference 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 March 3, 2021, at approximately 12:19 a.m. Pacific Standard Time (“PST”),1 a BNSF Con-

ductor was killed while riding the end of a boxcar when it struck the side of a standing locomotive. 

The accident occurred in the Buena Park Yard in La Mirada, CA. The Conductor was working as 

a crew member on a westbound BNSF mixed freight train (H-BARLAC1-02A).  

The H-BARLAC1-02A had forty-eight (48) cars that were scheduled to be delivered to Buena 

Park Yard before continuing to the train’s destination in Hobart Yard, Commerce City, CA. At 

approximately 12:08 a.m. the H-BARLAC1-02A arrived in Buena Park Yard. After arriving, the 

crew pulled toward the west end of track No. 6804 where the Conductor and Familiarizing Con-

ductor dismounted. The Locomotive Engineer then continued to pull westward to a stopping point, 

as determined by the ground crew using portable radio commands, allowing the Conductor to sep-

arate the first forty-eight (48) cars from the train. The crew’s plan from this point was to fit as 

many cars as possible in track No. 6802, and then place the balance on track No. 6801.  

The accident occurred while the train was shoving eastward into track No. 6802. Prior to the acci-

dent, the train was operating between seven (7) and five (5) miles per hour (“MPH”) with a de-

creasing speed. There was standing equipment (the rear segment of their inbound train) on the 

adjacent switching lead track (track No. 6804) for the final portion of this movement. The Con-

ductor was pinned between the southeast corner of the eastward-most car involved with the shov-

ing movement (“A” end of the railcar), and the stationary distributed power locomotives,2 on the 

switching lead.  

                                                      
1 All times throughout report will be Pacific Standard Time (“PST”). 
2 “Distributed power” is a term referring to the physical distribution of locomotives at intermediate points throughout 
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According to local weather reports from the Fullerton, CA Municipal Airport, at the time of the 

accident the weather was clear with a temperature of 48° F. Except for the Conductors’ lanterns or 

flashlights the railroad provided, there was no artificial lighting at the location of the accident.  

 

Figure 1- View of accident scene. Photo was taken post-accident. Car TBOX 642811 has been moved to the west to facilitate 
emergency response (Photo courtesy of NTSB) 

Accident Narrative: 

Train Information: 

The H-BARLAC1-02A originated in Barstow, CA (milepost “MP” 2.7) and was destined for Ho-

bart Yard (MP 145.1) in Commerce City, CA. The train consisted of five (5) locomotives, with the 

BNSF 8156 as the controlling locomotive. Three (3) locomotives were on the head end (front) of 

the train, and two (2) locomotives were on the rear of the train as distributed power locomotives. 

The train had seventy-three (73) loaded freight cars and eight (8) empty cars for a total of eighty-

one (81) cars, weighing 9,295 tons, and was 5,165 feet in length. 

                                                      
the train. The distributed locomotives are remotely controlled from the controlling locomotive. 
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Method of Operation: 

The Buena Park Yard (MP 160.3) is a part of the San Bernadino Subdivision on the California 

Division of BNSF’s transportation network.3 Centralized Traffic Control (“CTC”) 4 is in effect on 

the San Bernadino Subdivision and trains enter the Buenos Park Yard upon signal indication. The 

maximum authorized speed (“MAS”) in Buena Park Yard is ten (10) MPH. Additionally, all moves 

made within Buena Park Yard are made at restricted speed.5 

 
BNSF Rules and/or Documents for TY&E Employees:6 

Below is a complete list of the documents governing TY & E employees provided by BNSF Rail-

way for this accident investigation:  

• General Code of Operating Rules (“GCOR”) 8th Edition, effective April 1, 2020 

• BNSF California Division Timetable No.4, effective February 27, 2019 

• BNSF System Special Instructions No.1, effective April 1, 2020 

• BNSF Air Brake and Train Handling Rules No.7, effective February 1, 2018 

• General Track Bulletins for the H-BARLAC1-02A 

Movements of H-BARLAC1-02A: 

The train crew of H-BARLAC1-02A went on duty on March 2, 2021, at 5:00 p.m. in Barstow, 

California. Prior to the start of their tour of duty, the Locomotive Engineer and the Conductor were 

off duty for fifteen (15) hours and thirty (30) minutes. The Familiarizing Conductor was off duty 

for eleven (11) hours and thirty (30) minutes.  The record does not establish how much sleep each 

crew member had before arriving at work nor how much time they were awake prior to reporting 

for duty.  

                                                      
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 “Restricted speed” refers to a speed that allows stopping within half the range of vision short of: train, engine, rail-
road car, men or equipment fouling the track, stop signal or derail or switch lined improperly.  
6 Train, Yard and Engine service employees. 
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Upon arriving at their on-duty location, the crew had a job safety briefing and received all relevant 

paperwork and train information. The crew boarded their train in the Departure Yard at Barstow 

Yard and performed all the required air brake tests, then waited approximately two (2) hours for 

permission from the BNSF Barstow Yardmaster to depart due to a train ahead that was being 

yarded. Upon receiving authorization to depart, train H-BARLAC1-02A headed westbound.  

The train arrived at CP Buena Park (MP 160.3) at approximately 12:08 a.m. on March 3, 2021. 

The train had forty-eight (48) cars which were to be left (“set out”) in Buena Park Yard before 

continuing westbound to Commerce City, CA. Upon arrival, H-BARLAC1-02A found all switches 

and derails were lined for their movement into the Buena Park Yard facility. The train entered the 

yard through track No. 6804 and stopped with a portion of their train on tracks 6802, 6803 and 

6804. The crew was apparently unaware that the distributed power locomotives were still on the 

lead and in the foul of track 6802.  

After performing a job safety briefing, the crew determined that to complete the set out of the 

forty-eight (48) rail cars, the Conductor and Familiarizing Conductor would put as many railcars 

as possible into track No. 6803, and the remaining railcars into track No. 6802. The Conductor and 

Familiarizing Conductor dismounted the equipment at the westbound clearance point for track No. 

6804 and instructed the Locomotive Engineer to pull the train ahead. After counting the forty-eight 

(48) cars that would be set out, the Conductor instructed the Locomotive Engineer via radio to stop 

the train. At this location, the Conductor separated the leading three (3) locomotives and forty-

eight (48) cars from the train. The crew then pulled further westward to clear the switch granting 

access to track No. 6802.  

After lining the switch, the Conductor mounted the southeast corner of the lead railcar, and the 

Familiarizing Conductor mounted the northeast corner to ride the railcars and start the set off  48 

cars on tracks 6802 and 6801.7 The Conductor gave directions to the Locomotive Engineer via 

radio that the switch was lined for track No. 6802 and to begin shoving for twenty-five (25) car 

lengths.8 

                                                      
7 See Appendix B at the end of this report for relevant rules related to shoving movements 
8 In railroad terminology, car lengths are normally expressed in 50-foot increments (e.g., 1 car length = 50 feet). 
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The Locomotive Engineer began shoving the draft of cars in an eastward direction and reached a 

maximum speed of 8 MPH. While shoving eastward, the Locomotive Engineer repeated regular 

radio transmissions regarding additional car lengths as stated by the Conductor. Over an approxi-

mate timespan of two and one-half minutes, the Locomotive Engineer was given additional car 

counts which he repeated of; twenty (20), fifteen (15), twelve (12), nine (9) and seven (7).  From 

that time, over the subsequent fourteen (14) seconds, the Conductor provided no further car counts 

but instructed the Locomotive Engineer to stop three (3) times. The first stop instruction was issued 

six (6) seconds after providing a clear distance of seven (7) car lengths. The Locomotive Engineer 

began braking upon hearing the Conductor’s first stop instruction.  Upon hearing additional more 

urgent instructions, he immediately applied all train and engine brakes.  

Per the post-accident interview with the Familiarizing Conductor, the stop instructions were called 

when it became apparent the railcar they were riding, was approaching the train’s rear distributed 

power locomotives at the rear portion of their train which they had separated from and left on 

tracks 6804 and 6803 and the yard lead. (see Figure 2). The distributed power locomotives were 

in the foul at the east end of the yard. The railcar that the Conductor and Familiarizing Conductor 

were riding impacted the distributed power locomotives, pinning and fatally injuring the Conduc-

tor, who was riding on the ladder on the southeast side of the lead railcar.  

Once the movement ceased, the Locomotive Engineer attempted to contact the Conductor and 

Familiarizing Conductor by radio, to which the Familiarizing Conductor responded with an “emer-

gency” radio announcement and stated that the Conductor “was pinned”. The Locomotive Engi-

neer then contacted the BNSF Train Dispatcher by radio and requested that Emergency Medical 

Services (“EMS”) be called.   
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Figure 2- BNSF Buena Park Yard schematic of accident (Courtesy of BLET) 

Train Crew Radio Communications: 

The following radio transcript was developed by working group members at the scene of the ac-
cident: 

RADIO COMMUNICATIONS SUMMARY 
TIME STAMP (PST) COMMUNICATION 

0014:31 Conductor notifies Engineer that both crew members will be protecting the 
shove while riding a rail car and then initiates shove at 25 car lengths 

0016:35 Conductor provides a 20-car count 
0017:20 Conductor provides a 15-car count 
0018:02 Conductor provides a 12-car count 
0018:40 Conductor provides a 9-car count 
0019:06 Conductor provides a 7-car count 

No time stamp (ap-
prox.) 

 

0019:12  4 seconds later, Conductor makes 1st request to stop 
0019:17 4 seconds later, Conductor makes 2nd request to stop 
0019:20 2 seconds later, Conductor makes last request to stop 
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Crew Information: 

Conductor: 

The fatally injured Conductor was a 46-year-old male who was hired by BNSF in 2013 as a Conductor. 

He was a regularly assigned Conductor on the freight pool operating between Los Angeles, CA and 

Barstow, CA and was determined to be fit for duty.9 

Locomotive Engineer: 

The Locomotive Engineer was a 45-year-old male who was hired by BNSF in 1998 as a Con-

ductor. He was promoted to Locomotive Engineer in 2004.  He was a regularly assigned Lo-

comotive Engineer on the freight pool operating between Los Angeles, CA and Barstow, CA 

and was determined to be fit for duty. 

Familiarizing Conductor: 

The Familiarizing Conductor was a 50-year-old male who was hired by BNSF in 2018 as a 

Conductor.  From February 2020 until July 2020, he was placed in furlough status.  After recall 

in July 2020, the Familiarizing Conductor worked in Phoenix, Arizona from July 2020 until 

one week prior to the incident under review. The Familiarizing Conductor was determined to 

be fit for duty. 

Post-Accident Toxicological Testing: 

The Locomotive Engineer, Conductor and Familiarizing Conductor’s toxicological specimens 

were sent for post-accident analysis. Post-accident testing for all three employees was negative for 

alcohol and drugs.  

                                                      
9 According to medical reports, there was an occupational medical report of the fatally injured Conductor having a 
positive Covid test with a quarantine/isolation period between 2/16/21 to 2/28/21. It is unclear what role, if any, the 
residual effects of the Conductor’s Covid illness may have had on his ability to concentrate and focus on his duties.  
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Switching Operations Fatality Working Group: 

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

tary, non-regulatory, workplace safety partnership sponsored by the Federal Railroad Administra-

tion (“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 February 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 clearance10 

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

and… prepare an escape strategy.”11  

The Buena Park Yard tracks are not designated as close/no clearance. At the start of the shoving 

movement, neither track immediately adjacent to the crew contained standing equipment. How-

ever, a temporary close/no clearance situation was created by the rear of the train the crew was 

riding and the locomotives left on the east end of track No. 6802.  

BNSF training for new hire Conductors includes several modules that cover close clearance as 

outlined within the rules and permanent close/no clearance points identified in their special in-

structions. Training is covered in both a classroom and field environment.  

 

Probable Cause 

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

March 3, 2021 fatality at Buena Park Yard in La Mirada, CA was the Conductor’s apparent loss 

of situational awareness. The fatally injured Conductor apparently misjudged his train’s stopping 

                                                      
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 equip-
ment. A close/no clearance situation was created by the rear of the train the crew was riding and the locomotives left 
on the eastward end of track No. 6802. 
11 See Appendix C at the end of this report. 
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distance and the fouling point between track 6802 and the distributed locomotive engines. He did 

not execute his escape strategy.   There were several contributing factors to this accident.  

1. The Buena Park Yard facility contains no fixed lighting.  Thus, the Conductor’s visibility 

was reduced. The fouling point would have been much harder to determine, because he 

would have been relying solely upon a handheld lantern or flashlight (see Figure 3).  

 

Figure 3 – Side by side comparison of view from the railcar that was being 
ridden by the Familiarizing Conductor and the fatally injured Conductor 
(TBOX 642811). Picture on left shows view with no lighting as probably 
seen by Conductor. Picture on right shows perspective when ambient light-
ing is provided.  (Photos courtesy of NTSB) 

 

2. The Buena Park Yard facility had no illuminated fouling point indicators within the body 

of the tracks within the yard.12 

3. The positions of the Conductor and Familiarizing Conductor placed them on opposite sides 

of the leading end of the movement. Though permitting each an “unobstructed” view of 

the track ahead, the crewmembers’ relative positions denied the Familiarizing Conductor 

the ability to audibly determine the accuracy of car counts being given and to observe the 

physical demeanor of the Conductor, who was directing the move.    

                                                      
12 Fouling point indicators are not a required appliance.   
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Proposed Recommendations 

To BNSF Railway: 

1. Enhance the training program to document that Conductor Trainees are trained on every 

aspect of their assignment and are aware of restricted safety tracks that could cause injury 

prior to qualifying. 

2. Enhance the training program to include extensive training on dismounting moving equip-

ment in emergency situations. 

3. Install high visibility clearance markers (see Figure 4) in all areas where regular switching 

operations occur throughout all times of day.  

4. Identify and implement changes to improve yard lighting in all areas where regular switch-

ing operations occur.   

 

  
Figure 4 – Examples of illuminated clearance markers 
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To the Federal Railroad Administration (“FRA”): 

1. Mandate that railroads implement a training program to include extensive training on dis-

mounting moving equipment in emergency situations. 

2. Implement regulations for high visibility clearance markers (see Figure 4) in all areas 

where regular switching operations occur throughout all times of day. 

3. Mandate a process that would require managers to review trainees for proper knowledge 

of close/no clearances, bulletin and timetable instructions and for proper demonstration of 

the application of such rules. 

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

occur through all times of day.  

 

To NTSB and FRA: 

1. Engage an expert to: determine what role, if any, the residual effects of the Conductor’s 

COVID illness may have had on his ability to concentrate and focus on his duties and 

what measures, if any, the industry should take to evaluate an employee’s fitness for 

duty upon returning to duty from a COVID illness.  

 

 

 

  

 
  





14 
 

Appendix A 
 

 
  



15 
 

 
 

  



16 
 

Appendix B 

 

  



17 
 

Appendix C 

 
  



18 
 

 




