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My dear Railwaymen 

 This financial year i.e., 2016-17 ended with few 
improvements in regard to consequential train accidents which 
was 2 for 2015-16 against one in 2016-17. Number of other 
accidents were 8 during 2015-16 which is reduced by 50% i.e., 
4 occurred in 2016-17. However, there is an increase of 
Indicative Accidents by 50% i.e., from 5 to 10. The number of 
Yard Accidents have increased from 22 in 2015-16 to 32 in 
2016-17 which is causing concern. There is also an increasing 
trend in regard to the total number of reportable + not 
reportable accidents on our system from 44 to 48 which is again 
an area needs attention at all levels. 
 On the positive note, for this financial year which ended 
on 31.3.2017, there were no Collisions, no casualties in train 
accidents and the number of derailments have reduced from 8 
to 1 when compared to the previous corresponding financial 
year i.e., 2015-16. 
 Another area that needs attention for prevention is 
number of SPAD cases which increased from 5 in 2015-16 to 8 
in 2016-17 and unfortunately all of them are preventable.  

In regard to the Division-wise performance, there is a 
reduction of total accidents / unusual incidences in the recently 
concluded financial year (2016-17) compared to the previous 
year (2015-16) from 6 to 2 in NED Division, followed by 
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reduction from 16 to 15 in SC Division. In remaining four 
Divisions i.e., in HYB Division, number of accidents increased 
from 5 to 6, in BZA Division, number of accidents have 
increased from 7 to10, in GNT division increased to 3 from ―NIL‖ 
and in GTL Division, it increased from 10 to 12. 

Details of Department-wise failures  are Traffic - 8, Loco 
Pilot failures (both Diesel and Electrical including Shunters) – 
12, Mechanical Equipment failure -1, loco derailment- 1, 
Electrical equipment failure – 1, P.Way failure – 6, combination 
of failures – 16, road user lapses – 2, others – 1; totalling 48 
incidences for the year 2016 – 17. 

     
Time and again, the open line staff are instructed / 

counseled / advised to prevent all preventable accidents & 
unusual incidences and thereby enhance the safety 
performance. This Quarterly Bulletin “VIGIL” will contribute in 
updating your knowledge in the form of latest Railway Board 
letters, important rules, latest amendments, checklist, test your 
knowledge with key etc., 
 Wishing all the best for the 2017-18 financial year.
   

                                                   (D.K. SINGH) 
                                                                  CHIEF SAFETY OFFICER                                                
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No.2016/Elect.(TRS)/113/Safety(Misc.)Date: 29.12.2016. 
Sub:  Safety Drive from 29.12.2016 to 05.01.2017 as directed 

by Hon‖ble MR in the video Conference with GMs on 
29.12.2016. 

 During the Video Conference with GMs on date, Hon‖ble 
Minister of Railways has directed a special drive on Safety 
preparedness of Indian Railways. 

Action to be taken to improve safety concerning 
Electrical Department are as under: 
ELECTRICAL &DIESEL LOCOs:- 

i. In the last one week, the SPAD (Signal Passing at Danger) cases 
by crew have increased. All CELEs and CMPE/DSL be directed 
to take all the actions and ensure inspections of Running 
Rooms, Outputs, Electric and Diesel Sheds, Foot Plate 
Inspections and Night Inspections as per laid down guidelines. 
As directed by Hon‖ble MR in the next one week i.e., form 
29.12.2016 to 05.01.2017 all inspections are to be completed 
and the exception report on various deficiencies noted may be 
sent to Board for perusal. 

Section “A” KNOWLEDGE 

Extracts of Railway Board letters 
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ii. All Mail/Express trains to be Foot-plated by an 
officer/supervisor for next one week and the deficiencies found 
be sent for perusal. 

iii. Ambush checks to be done in Running Rooms and on the 
Engines to ensure that proper rest is being taken by Drivers 
and the driving is being done as per the rules i.e., Switched off 
Mobile phones, Calling out signal aspects loudly, use of VCD of 
Crew, especially 00.00 to 04.00hrs. 

iv. Loco Inspectors to be monitored on daily basis so that weak 
drivers are counseled in this week. 
OHE 

i. Provision of Sigma Boards /Retro Reflective Type for signals be 
completed at all locations and compliance report be sent. 

ii. Overdue maintenance schedule of OHE to cleared to avoid 
breakdown of OHE. 

iii. Night Foot Plate inspection by OHE Supervisors and Officers 
for current collections test to be completed and report to be 
submitted. 

iv. CEDEs be deputed to complete inspections of Traction Sub-
stations and submit report along with analysis of Circuit 
Breaker Trippings and the actions taken. 
                                                                (V.K.Agarwal) 
                                                Addl Member (Electrical) 
                                                               Railway Board 



7 
 

No.2016/M (Safety)/7/6/4                    Date: 30.12.2016. 
Sub:  Improving safety performance of Indian Railways. 

Recently there had been three very serious consequential 
accidents, which have raised lot of concern about the existing 
safety scenario on railways. Hon‖ble Minister for Railways has 
directed all concerned on railways to act in a concentrated 
manner to ensure that the existing processes are being followed 
by the word and without any relaxation. On this issue it is 
required that a comprehensive review be taken up of the 
existing practices being followed in the area listed below and a 
feedback is sent for information of Board: 
1. The detailed procedures to be followed for corrosion repairs 

of coaches have been issued by RDSO vide CMI No. 
RDSO/2011/CG/CMI-01/Amendment-1. CWEs be asked to 
audit and review that practices being followed on your 
railway with respect to compliance of systems, Procedures, 
materials used and qualification of welders. Based on the 
reports CMEs should satisfy themselves and convey to Board 
an assurance on compliance of RDSO instructions.  

2. The maintenance of CTRBs in workshops in another critical 
area which is to be taken up for compliance of the 
maintenance instructions 681 for CTRBs of wagons and C-
7817 for bearing of coaches. The existing practices are to be 
reviewed by the CWE concerned on each railway and an 
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assurance is to be obtained that maintenance practices are 
being followed strictly as per provisions of the relevant 
maintenance instructions of RDSO. 

3. The maintenance of couplers for wagons is to be done as per 
676(open line) and 680(workshop). For coaches provisions of 
the coach maintenance manual are to be followed. Review of 
the processes being followed on your railway is to be taken 
up and an assurance is to taken form CRSE & CWE for full 
compliance to the instructions for their respective areas. 

4. The system of rolling in examination in open line is another 
vital area on which recently safety drive was launched. The 
drive having been completed on its report, the shortcomings 
detected should be rectified and assurance is to be obtained 
from Sr.DME concerned that all the rolling in examination 
points are working as per provisions of the manual and 
necessary facilities are available. 

5. The system of ultrasonic testing of axles in workshops and 
open line depots was also subject of recently held safety drive. 
CMEs should get the CWM & Sr.DME to review the current 
status of this area and obtain an assurance that the 
deficiencies noticed during the safety drive have been 
rectified and all guidelines issued by RDSO & Board are being 
strictly followed. 
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6. There have been concerns that condition of the Coach pit- 
lines and freight examination yards is not proper at many 
locations. CRSEs be asked to inspect and review the drainage, 
water logging issues if any & lighting arrangements of coach 
pit lines and lighting, path ways & welding facilities in freight 
examination lines for CC and Premium examination yards. 
CMEs should obtain an assurance from the CRSEs concerned 
that proper facilities as above are available at each location. 

In all the above cases, the review of the existing process 
being followed should include adherence to work instructions, 
availability of proper tools, consumables and spares of proper 
specifications, sanction of AAC of relevant stock, their 
availability and availability of qualified manpower. 

The above exercise be completed over next two weeks on 
railways and a detailed report on compliance of the above be 
sent latest by 16.01.2017 through 
email/Fax(edmef@rb.railnet.gov.in/FAX No.011-23388185, 
23384199 & 23381475). 

                                              (Ravindra Gupta) 
                                          Member Rolling Stock 
                                                Railway Board 

 
 
 

mailto:edmef@rb.railnet.gov.in/FAX%20No.011-23388185
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No.2016/M(Safety)/7/6/4                       Date: 09.1.2017 
Sub:  Safety Drive for Examination of AR of Wagons.  

Recently there have been two cases of derailments first 
on 31.12.2016 in Bilaspur Division of SECR and second one on 
06.1.2017in Secunderabad division in SCR where the Prima 
facie cause of the derailment has been breakage and falling of 
AR of wagon on the track. 
Board (MRS) has decided to launch a safety drive from 
10.01.2017 for the next 45 days to check the condition of 
Auxiliary Reservoir in wagons. During the drive- 
a. Auxiliary Reservoir supporting bracket with underframe to 

be checked. 
b. All round welding of suspension strap with M16 stud to be 

checked. 
c. 50mm overlap in between suspension strap and M 16 stud to 

be ensured. 
d. Proper seating of M16 nut on stud so that some portion at top 

to be ensured to avoid loosening of nut. 
On completion of the safety drive, a report in the enclosed 

format may be sent to Railway Board latest by 28.02.2017.  
 
                                                             (Rajesh Kumar) 
                                                   Director Mech.Engg. (Frt) 
                                                                Railway Board 
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No.2016/Elect (TRS)/113/Safety Misc. Date: 13.01.2017 
Sub:  Signal Passing at Danger (SPAD)-Analysis thereof. 

During the performance e review meeting held at 
IRIEEN/Nasik, Central Railway on 30.12.2016, presentations on 
the cause of SPAD cases along with analysis and remedial 
actions being taken for arresting the SPAD cases made by the 
Zonal Railways. 

A comprehensive analysis on accident cases (period from 
the year 1996 to 2001) on Mumbai Division of CR on Loco Pilot 
account presented by CEE/Central Railway was quite enriching 
and appreciated by all the participants. The presentations is 
available on e-locos website (Mail Box) for ready reference. The 
presentation covers following issues which may affect and cause 
SPAD. 
 LPs working over hours. 
 LPs losing concentration/focus. 
 LPs not taking adequate rest at home/in running rooms. 
 Commuting from far away distances to HQ 
 Indulging in BAD habits like gambling, debt etc., 
 Tendency of hiding critical illness due to fear of getting 

medically decategorised (undetected Visual/Hearing 
disability, under medication causing drowsiness, not using 
NV/DV glasses). 
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 Distraction in Driving Cab due to maximum number of 
persons, Cross-talks, Noise proofing, Mobile to be kept off, LP 
to Guard/SMVHF frequency etc., 

 In effective ALP due to Feeble Voice, Caution Order Copy not 
available, Not looking back, Not taking Safety Round at 
Stops/after Neutral Section etc., 
Increase in SPAD cases is serious cause of concern and such 

type of analysis would help into identify the areas for 
improvement. Accordingly, it is advised that Railways should 
analyze the SPAD cases reported during last five years on the 
lines of presentation made by Central Railway and based on the 
analysis, suggestions may be sent to Board issued by 30/01/17. 

 
                                               (Ashwin KumarKapoor) 
                                                     Member Traction 
                                                       Railway Board 

 
No. 2016/Safety (DM)/9/1.                 Date: 28.12.2016 
Sub:  Training of Disaster Management for front line staff. 
Ref:  RB Lr.No. 2011/Safety (DM)/6/4/ dated 27.04.16. 

Training of Trainers (ToT) courses were conducted across the 
zonal railways in medical first response and disaster 
management in collaboration with NDRF. Instructions were 
issued to Zonal Railways to utilize services of these trainers to 
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further train frontline staff like Ticket Examiners, AC Attendants, 
On-board staff, ART/AMRV staff Loco Pilots and Guards. 

Comptroller and Auditor General Report No.13 of 2016 
regarding disaster Management in IR was very critical about 
training to frontline staff and Doctors/Para medical staff. Report 
indicates that 25% of the frontline staff, 47% of doctors and 37% 
of Para medical staff were trained in disaster management. 

Invariably the frontline staffs are the first respondents in an 
accident and concept of Golden Hour principle can be met only 
if this staffs are properly trained in first aid and medical 
response. Board desires to know the present states of training of 
the frontline staff in the following format.  

Railway/ 
Division 

No. of Trainers 
Trained 

No. of Frontline 
staff trained 

   

 
Zonal Railway desires further ToT Courses, the training 

Centre/Location may be identified so that Railway Board can 
organize these courses in collaboration with NDRF. The above 
may please be furnished to Board on or before 31.01.2017. 
                                                                 (P.Srinivas) 
                                                  Director (Safety-III) 
No. 2016/Safety (DM)/9/1.                  Date: 28.12.2016 
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Sub:  Disaster preparedness over Indian Railways. 
 A workshop on disaster preparedness was organized in 

Indian Railways Institute of transportation Management (IRITM) 
on 22nd and 23rd of December 2016. In the workshop around 
52 participants from the Zonal Railways from different 
disciplines have participated. During the interaction it was felt 
that there is a lack of awareness and understanding of the 
provisions of Disaster Management Act and Disaster 
Management Plan of Indian Railways among the participants.  
In view of the above Board desires that:- 
1. A copy of the Dm plan should be made available at all 

stations and to all offices/Officers/Senior Supervisors. 
2. Periodicity of training in disaster management circulated vide 

RB Lr. No. E (MPP)/2009/3/1 dated 20.01.2009 should be 
strictly adhered to. 

3. Zonal Railway shall conduct full scale DM exercise in each 
division once a year as recommended by High Level 
Committee on Disaster Management. 

4. Zonal Railway should conduct seminars and workshops in 
disaster management frequently duly involving all stake 
holders. 

Board desires that one Seminar/workshop on disaster 
management may be conducted in each division in this financial 
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year. Action taken in this regard may kindly be advised to 
Railway Board. 
                                                                  (P.Srinivas) 
                                                           Director (Safety-III) 
                                                          Railway Board 
 

 
No. 2006/Safety (A&R)/3/12                 Date: 11.01.2017 
Sub:  Guidelines to prevent uncoupling cases of freight trains. 
Ref:  RB Alert Advice No.9/2006 dated 16.01.2007. 

The Alert Advice No.09/2006 under reference was issued 
to prevent practice of Loco Pilot of pushing back of train before 
starting from yard/station yard to ensure proper seating of CBC 
locks. It has been requested by one of the Zonal Railway to 
review the Alert Advice since in order to ensure proper coupling 
of CBCs of the wagons, pushing back of the train by at least two 
to three meters before starting is necessary. 

The proposal has been examined and it has been decided 
that backing of trains before starting should not be permitted as: 
a. Train may derail on an open trap in rear of the train or burst 

a point which is set against a blocked line. 
b. The backing train may infringe on a fouling mark with the 

adjacent lines and may result in side collision with an 
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incoming train or train being dispatched from the adjacent 
line. 

However, It is felt that pushing back is an essential 
requirement to ensure proper seating of CBC locks, then it must 
be done by ensuring that situations of point bursting and 
infringement is not allowed to occur. This can only be possible 
length of pushing is confined to the minimum possible length. In 
cases  where the load is stabled for a long duration or is brought 
to halt in a miscreant prone area, conditions for backing could 
be permitted  under proper supervision of the guard or 
competent staff by observing the following precautions:- 
1) Movement to or dispatch from the adjacent line is not 

permitted during the operation. 
2) Any trap or point in rear of the train is set to prevent 

derailment or bursting of points. 
                                                           (Asish Kumar) 
                                                          Director (Safety) 
                                                            Railway Board 

 
No. 2017/Elect (TRS)/113/1                 Date: 24.01.2017 
Sub:  Rear Collision of T.No78408 Bhubaneswar-Bhadrak 

DMU Passenger with BV of Goods T.No. E/DKAE/BCN at 
KMs410/12-14 between Baranga (BRAG) and Cuttack 
(CTC) station in BG Double line Electrified Automatic 
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Block Section on ―B‖ route of Khurda Road Division of 
East Coast Railway, Bhubaneswar at 18.40hrs on 
29.09.2016. 

Ref:   Dir/Safety-IV‖s Note No.2016/Safety (A&R)/1/13 dated 
10.01.2017. 

         The recommendations of CRS/South Eastern Circle‖s 
preliminary report on the above accident, pertains to Electrical 
department are as under: 

Para 
No 

CRS Recommendation 

7.3 Ambush Check should be conducted regularly to 
observe the working of crew in ―Automatic Block 
Section‖. 

7.8 Foot Plate inspections in Automatic Block Section 
should be done regularly at Officers and Supervisors 
level. 

7.10 Railway should regularly undertake trimming of tree 
branches, cutting o bushes and unwanted vegetation 
on the Cess so that these do not impair the visibility of 
Signals, Caution Boards Hectometer Posts and other 
Engineering Boards etc, 

 
Zonal Railways are advised to take necessary action 

accordingly duly considering the instructions contained in Para 
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No.10422 of AC Traction Manual(ACTM) Vol.I read with 
advance correction slip No.79 dated 10.10.2002 with respect to 
cutting / trimming of tress in electrified sections (25 KV single 
phase,50Hz). 

                                                (A.K.Goswami) 
                                             Dir.Elect.Engg (RS) 
                                                Railway Board 
 

No.2017/E (LR)III/Ref/RB/1                  Date: 30.01.2017 
Sub:  Measures to improve safety on Indian Railways. 

As you are aware, Indian Railways have been operating 
on the principle of ―Safety First‖. Certain recent accidents have 
once again put the issue of Safety in prime focus. Hence, in 
order to bring about perceptible improvement in the safe 
running of trains, each and every aspect of railway working, 
which has a bearing on safety, is being minutely examined. The 
role of Railway men, particularly those working on safety 
categories, needs to be critically watched. Therefore, such 
staff/supervisors need to be sensitized about primacy of safety in 
their working. They need to devote themselves fully to the 
onerous task of ensuring safety. 
2.  You would appreciate that Supervisors working in safety 
category posts play a pivotal role in ensuring safe running of 
trains. In the wake of current situation, these Supervisors need 
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to put in their best effort in order to ensure that the staff 
working under them are alert at all times. Since the Railways 
work 24/7, these Supervisors have to be vigilant at all the time. 
3. As per the extant rules, there is no bar for Supervisors to be 
members/office-bearers of recognized Trade Union. It is also a 
fact that the office bearers of the unions have to devote a 
substantial amount of time to attend to their additional 
responsibilities as Union Office Bearers. Due to this, it has been 
observed that these Supervisors are hard-pressed for time and, 
therefore they may not be able to give their undivided attention 
to their official duties. 
4. In view of foregoing, it has been decided by the Board that 
Supervisors working in all safety categories in erstwhile GP of 
Rs.4200/- and above, should not be Office-Bearers of Trade 
Union after 31st March,2017.However, there is no bar on their 
being enrolled as members of the Union. 
5. Therefore, recognized Union(s) on your Railway may be 
advised to make necessary adjustments by posting suitable 
relievers of such Office-Bearers latest by 31st March 2017.Board 
may be kept apprised of the progress in this regard.  
                                                            ( Nirmala U Tirkey) 
                                                     Dy.Director,Estt(LR)II 
                                                      Railway Board.  
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No. 2016/Safety (DM)/7/25                 Date: 10.02.2017 
Sub:  Incidents of SPAD over North Central Railway. 

In Signal Passing at Danger Incident(SPAD) on 
04.01.2017 at CNB station over Allahabad Division in the 
inquiry report it was indicated that Loco Pilot had backed the 
train immediately without following due procedure. 

Similarly in SPAD case at Rayaru Station in Jhansi 
division on 01.02.2017, Loco Pilot had backed his train 
immediately without following due procedure. 

Backing of a train without following due precautions 
may cause a derailment especially in cases where Loco Pilot 
bursts any point. Zonal Railway shall arrange to counsel station 
staff and Loco Pilots/Guards to prevent such incidents in future. 
                                                              
                                                                  (P.Srinivas) 
                                                           Director (Safety-III) 
                                                               Railway Board 

 
No. 2016/Safety (DM)/9/1                    Date: 10.02.2017 
Sub:  Abnormalities replaced reported by Crew in Lobby. 
Ref:  Safety Directorate Lr.No.2002/Safety-I/11/12 dated 

24.13.2002. 
Crew during run notices abnormalities like 

Track/Signals/Rolling Stock defects and report them in the lobby. 
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These are the early signs of deteriorating heath of that asset 
which is corrected in time may prevent a catastrophe. However, 
Board has observed that many abnormalities reported by crew 
are not getting due attention cases even though corrective action 
is taken; the same is not informed to crew. 

Railway Safety Review Committee (RSRC) in 1998 
recommended vide item no.7.10 that ―A register to record 
driver‖s observations during his run must be maintained in all 
lobbies and this information should be conveyed to 
Traction/Power Controller under the exchange of PNs. The 
Power/Traction Controller should in turn convey these 
observations to their respective counter parts of the concerned 
departments under clear acknowledgement. The observations if 
the driver as conveyed by the Power/Traction Controller to their 
respective counter parts of the concerned department should be 
faithfully recorded in the register dedicated for this purpose. 
Follow up action taken should be recorded within 24 hours 
which should be monitored by the Divisional Officers as well as 
Divisional Safety Officers. The information regarding action 
taken on the reported defect should be conveyed back to the 
lobby for information of the drivers so that he has confidence 
that action has been initiated against the concerned supervisors 
in case the same defect resurfaces within next 72 hours‖. 
Railway board had accepted this recommendations and 
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instructions were issued to Zonal Railways wide letter under 
reference. 
 In the Crew Management System (CMS) there is 
provision to generate auto SMS to five officials of each 
department which are mapped for a class of abnormality. Also 
once the feedback is updated in CMIS, auto SMS is generated to 
the crew. Zonal Railways have also developed applications for 
effective management of abnormalities reported by the crew, for 
example, East Coast Railway had developed an application 
known as Drivers Unsatisfactory Management System(DRUMS) 
similarly Delhi division of Northern Railways developed an 
application and Secunderabad division has an application 
known as DOSTI. 
 Board desires that Zonal Railways Should establish an 
effective monitoring system for the abnormalities reported by 
the crew so that the recommendation of RSRC is implemented in 
true spirit. Action taken in this regard may please be advised to 
Board. 
                                                                 (Vinod Kumar) 
                                                     D/Safety(Co-ordination) 
                                                       Railway Board 
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No.2003/Elect(TRS)/225/7                    Date:23.02.2017 
Sub:  Side collision of T.No.14723 after SPAD at Tundla station 

of Allahabad division in NCR on 20.02.2017. 
  

On 20.02.2017, T.No.14723 (Kalindi Express) passed 
Signal No.3 of Tundla West side cabin at danger aspect and 
called with goods T.No. TWS resulting in derailment of TE No. 
12429/WDG4   and front SLR. Two wagons of Goods Train also 
derailed due to collision.   

LP of T.No. 14723 was booked at 00.20hrs after availing 
rest of 44 hours at Tundla station and ALP was also booked at 
00.00hrs after availing 2 days leave. Despite reputed 
deliberations in various for a and conferences, for booking of 
running staff in day hours after availing leave and long rest. 
This accident could have been avoided if LP/ALP were booked 
for day duty hours. 

It also came to notice that some of the running staff based 
at the TDL lobby of Allahabad division are still under the control 
of Sr.DME/ALD.TDL lobby of NCR is now surrounded by 
electrified territories and therefore separate DSL crew lobby may 
be handed over to Sr.DEE/OP/ALD. Instructions already exist 
(Ref. Bd‖s Lr. No. E (NG)1-2006/PM7/12,dated 02.06.2006) for 
transfer of administrative control of cadre in a division to the 
department which has more than 60% on roll staff. 
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In view of the above, I would like to guide your CEE for 
initiating process for takeover of TDL lobby and all other such 
lobbies under electrical control so that system of separate diesel 
lobby be removed for effective monitoring & utilization of crew. 
It is also essential in view of the safety in train operation. 
Booking of running staff in day hours after availing leave may 
be implemented as far as possible to avoid SPAD after leave. 

                                                         (Ashbin Kumar) 
                                                 Member Traction 
                                                 Railway Board. 

 
No.2017/Safety (A&R)/19/Misc./5         Date: 27.02.2017 
Sub:  Passing information to station under exchanging of PN by 

Gateman in case of unusual occurrence. 
The provision of GR regarding observing passing train by 

gateman is as under: 
GR 16.04 Gateman to observe passing trains: Except where 

otherwise prescribed under special instructions, the Gateman 
shall observe all passing trains and be prepared to take such as 
may be necessary to ensure safety of trains. 

The same instructions have been stipulated in Para 913(2) 
of Indian Railway Permanent Way Manual (IRPWM). 

In line with the above mentioned rules that Gateman has 
to advise the Station Master, if he notices anything unusual 
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working of rolling stock likely to affect the safe running of train. 
The gateman are normally passing the information about flat 
tyres, hanging parts and other unusual to SMs. It is understood 
that normally no record of such communications is kept. 

A suggestion has been received that the information 
passed by gateman to SM of connecting station regarding any 
unusual occurrence should be under exchange of PN so that 
proper records are maintained. 

Before taking a final view on the issue, the existing 
guidelines/Practice regarding passing of information by gateman 
to SM on your Railway be advised. Your views regarding the 
suggestion that communication between gateman and SM 
should be under exchange of PN, in case of unusual occurrence 
may also be conveyed.  

 
                                                     (Ashish Kumar) 
                                              Director (safety) 
                                              Railway Board 

 
NO.2017/SAFETY-I/3/1                        Date: 09.03.2017 

A collision has occurred in North Central Railway on 
date involving 14723 UP Kalindi Express due to SPAD by Loco 
Pilot. The situation demands priority attention and the corrective 
action on urgent basis. Board desire Zonal Railways to 
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immediately launch a 15 days safety drive with effect from 10th 
March with particular focus on monitoring practices associated 
with Booking, Counseling, Training, PME, Performance 
evaluation etc., of crews. Besides footplate inspections by 
Officers, Supervisors etc., particularly during night/early 
morning hours, surprise/ambush checks may also be conducted 
with a view to sensitise not just running staff but also personnel 
engaged in train passing and maintenance activities. An action 
taken report high lighting details of abnormalities found and 
systematic correction effected be furnished by 07.04.2017. 
Apart from sending hard copy, the rep[ort should invariably be 
uploaded in SMIDS both in PDF and MS word document, may 
also be emailed at ― safetyimp345@gmail.com.‖ 

                                     MOHD. JAMSHED 
                                     MEMBER TRAFFIC 
                                     RAILWAY BOARD 

 
No.2010/Safety(DM)/6/23                   Date: 09.03.2017 
Sub:  Mock Drills for ART/ARMV and full scale disaster 

management exercises. 
Accident Manual of Zonal Railways stipulated that mock 

drills should be considered for ART/ARMV to check their 
readiness so that in case of an accident ART/ARMV staff 
performs like a will rehearsed team. Board has noticed that the 

mailto:safetyimp345@gmail.com
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periodicity prescribed in the accident manual is varying over 
Zonal Railways and the methodology is also not uniform. 

Based on the recommendations of High level Committee on 
Disaster Management (vide recommendation No.106) each 
division should conduct one full scale disaster management 
exercise on the similar line as army exercises once in a year. 
Likewise, mock drills for ART/AMRVs have to be conducted on a 
regular basis. 

Controller and Audit General Report No. 13 of 
2016(Railways) Chapter No.6 on Disaster Management was 
critical of Railways for not conducting mock drills as per the 
prescribed periodicity. To have uniformity over IR and ensure 
that all the relevant aspects are covered in the mock drills and 
full scale DM exercises, detailed instructions are prepared by the 
Board and these instructions are annexed to this letter. 

Zonal Railways shall ensure that the mock drills and full 
scale disaster management exercises are conducted in the 
prescribed periodicity as per the procedure enclosed. Details of 
drills may please be reported to Board in the Safety PCDO as per 
Annexure-XIII 
                                                               (Vinod Kumar) 
                                                    ED/Safety (Coordination) 
                                                    Railway Board 
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Annexure to RB Lr.No.2010/Safety(DM)/6/23 Dt:09.03.17 
Instructions on Mock Drill and Full Scale DM Exercises- 
1.0 Aim and Objectives 

Mock Drills provide virtually the only means, short of an 
actual incident, if measuring the state of readiness and of testing 
the effectiveness of an emergency response plan. The real 
purpose of mock drill is to make all the Railway Staff who have 
specific duties regularly and test the equipment so that in real 
emergency they perform their duties like a well-rehearsed team. 
The aim and objectives of Mock Drill is to: 
 To evaluate response. 
 To evaluate readiness of all stake holders. 
 To improve coordination within departments. 
 To identify the efficacy of SOPs. 
 To revise SOPs for enhanced coordination. 
 To identify planning gaps.  
 To increase emergency preparedness of staff members. 
 To enhance the ability to respond faster.  
2.0 Periodicity 

Mock drills have to be conducted once in every quarter 
either during day or night. It is desirable not to repeat the drill 
again and again at the time or section. However, if the 
ART/ARMV is turned out on account of accident in that quarter, 
the periodicity may be reckoned from the date. At a particular 
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station if both ART and ARMV needs to be turned out quarterly. 
Full scale DM exercise has to be conducted in a division once in 
a year as recommended by High Power Committee on DM.  
3.0 Responsibility for conducting the Mock Drills and full scale 

Disaster Management exercise. 
To have an element of surprise Mock Drills shall be ordered 

by the DRM and drills shall be conducted under the direct 
supervision of Sr.DSO/DSO. Secrecy and confidentiality shall be 
to extent possible. Sr.DSO/DSO shall be responsible to conduct 
full scale DM exercise. 
4.0 Who has to associate with these exercises 

Doctors, paramedics and the usual break down staff should 
travel by those trains exactly as they would have to in case of an 
accident. Railway Ambulance should also be turned out. The 
Officers and staff of such other departments who have specific 
duties to perform in case of accidents but may not have to 
accompany such trains should also participate. District 
administration to the extent required also has to associate with 
these drills. 
5.0 Activities to be monitored during Mock Drill. 
 Turning out of relief trains within prescribed time. 
 Speed of Specials. 
 Attendance of staff. 



30 
 

 Whether correct information given to control particularly in 
respect of nature of assistance required. 

 Action taken to stop any approaching train if any. 
 Medical assistance available mustered in full strength and 

calling out of local ambulances. 
 Time at which first ambulance reached the spot. 
 Response of the local administration like police, fire brigade 

etc., 
 Time taken to set the field telephone. 
 Time taken to set up rescue equipment. 
 Staff conversance in usage of equipment. 
 Working of select equipment shall be test checked. 
 Logging of events. 
 Mock drill shall be called off by Sr.DSO/DSO after consulting 

DRM. 
6.0 Procedure for full scale Disaster Management. 

Full scale DM exercises a planned activity prepared ness, 
response and functioning of all stake holders in case of 
disaster. Station at which these exercises are planned should 
be selected in due consultation with DRM and Operating 
Officers to ensure least disturbance to train operations. In 
these exercises in addition to the activities to be carried out 
in mock drill indicated in Para 5.0 the following shall be 
carried out. 
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 Accident like situations have to be created like coach 
over anther so that rescue operations can be similar to an 
accident can be similar to an accident site. 

 All the stake holders have to be involved in the rescue 
and relief operations. 

 All the activities prescribed in the Accident Manual/DM 
Plan regarding setting up of UCC, LCC. CAC etc., have to 
be carried out. 

 Railway staff can double up as injured passengers with 
various types of injuries and handling of such passengers 
by rescue staff needs to be observed /recorded. 

 Time taken to set up rescue equipment and time taken to 
rescue first person should be recorded. 

 All the equipment in ART/ARMV have to be physically 
tested for their performance and endurance. 

 All the activities need to be video graphed for post analysis 
and also training purpose. 

7.0 Reporting and follow up action. 
Detailed report of the mock drill and full scale disaster 
management exercise shall be prepared by Sr.DSO/DSO 
duly indicating attendance of nominated staff from each 
branch, non-attendance to be reported by name, 
deficiencies in the equipment, gap in the disaster 
management plan SOPs etc.,. The report should also include 
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any improvement or otherwise in the deficiencies observed 
in the previous drills. Sr.DSO/DSO shall monitor the action 
taken on the deficiencies by the respective departments. 

 
No. 2017/Safety (DM)/19/2/Inspection dated 30.3.2017 
Sub: Reporting of deficiencies noticed during inspection by 

Safety Officials. 
Ref: Railway Board letter No. 96/Safety-I/27/1/Vol. II dated 

17.2.2017. 
 

Railway Board vide letter under reference advised 
inspection schedule for Safety Officers in Division and 
Headquarters. It was also informed that a module is being 
developed in SIMS for reporting deficiencies noticed by Safety 
Officials. 
 
 Centre for Railway Information Systems (CRIS), has 
developed a module hyperlinked as “Inspection Management” in 
SIMS for reporting of deficiencies. Zonal Railways are requested 
to repot major deficiencies noticed by Safety Officials during 
schedule inspections and also during Intra Railway Safety 
Audits. 
 For systematic reporting of deficiencies and to generate 
reports, department-wise i.e., Civil Engineering, Rolling Stock, 
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Traction, S&T and Traffic deficiencies are categorized in major 
heading like Track, Bridge, Coaching Depot, Diesel Shed etc., 
Zonal Railways are expected to report one major deficiency 
noticed during the month in the concerned Department under 
the specific category. Provision is made in the module for 
updating the current status, action taken and remarks columns 
of deficiency reported by the Zonal Railway. 
 
 Zonal Railway may nominate one Officer for co-
ordination purpose and he / she shall be responsible to ensure 
proper entries are made and updated regularly. Zonal Railway 
shall ensure reporting of the deficiencies noticed in a month 
through this module before 10th of next month positively. Zonal 
Railway shall report deficiencies noticed in the month of March 
2017 through this module before 10th April 2017. 
 

Vinod Kumar 
Advisor/Safety 

******* 
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4.14. Head light, marker lights and speedometer.— 
(1) A train shall not be worked at night or in thick, foggy or 
tempestuous weather impairing visibility or in long tunnels, 
unless the engine carries an electric headlight of an approved 
design and in addition, two oil or electric white marker lights. 
(2) An engine employed exclusively on shunting at stations and 
yards shall, at night or during thick, foggy or tempestuous 
weather impairing visibility, display such head lights as are 
prescribed by the Railway Administration, and exhibit two red 
marker lights in front and in rear. 
(3) The electric head light on the engine shall be fitted with a 
switch to dim the light and shall be dimmed - 
(a) when the train remains stationary at a station; 
(b) when the train is approaching another train which is 
running in opposite direction on double or multiple track of 
same or different gauges; and 
(c) on such other occasions as may be prescribed by special 
instructions. 
(4) In case the electric head light fails or a train has to be 
worked with the engine running tender foremost in an 

Section “B”  

Some important rules – 4.14. Head light, 

marker lights and speedometer 
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emergency, the engine shall display the two oil or electric white 
marker lights referred to in sub-rule (1) pointing in the 
direction of movement and the train shall run at a speed 
prescribed by special instructions. 
(5) In case of defective electric head light of locomotive running 
in a section provided with reflective type of engineering fixed 
signal during night or thick, foggy weather impairing visibility, 
on BG and MG, the Loco Pilot shall work the train cautiously at 
a speed not exceeding the severest temporary speed restriction 
imposed in the block section or 40 KMPH, whichever is less . 
(6) Coaching locos should not be turned out from home shed if 
the speedometers/recorders are in defective condition. In case of 
speedometer/recorder becoming defective during the run, the 
train should run at a speed prescribed by special instructions. 
S.R.4.14.1. If the electric head light becomes defective en-route 
during the hours of darkness and/or thick and foggy weather, 
the Loco Pilot shall ensure that the two buffer beam marker 
lights are burning and work the train cautiously at a speed not 
exceeding 40 KMPH and sound the engine‖s whistle frequently. 
The Loco Pilot shall also inform the Station Master of the next 
block station in advance of the incident so that the latter may 
inform the SCOR if any. 
2.1. Before leaving the loco shed, the Loco Pilot of a train shall 
ensure that he has the head light on his engine effective. 
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2.2. The electric head light Fitter on duty at the Loco shed will be 
responsible for certifying in the register maintained for the 
purpose that the electric head light equipment is in proper 
working order and the electric head light is provided with a 
bulb of not less than 250 watts power. 
2.3. The Loco Pilot shall also test the electric head light and 
satisfy himself that it produces sufficient illumination to enable 
him to see ahead clearly for a distance of 250 metres or more. 
2.4. When there is no electric head light Fitter on duty, the Loco 
Pilot‖s test as prescribed above, shall determine whether the 
electric head light is effective. 
3. If the engine has neither a head light nor marker lights and 
the train is running through, the Station Master shall send the 
stop and examine train signal to the station in advance advising 
the Station Master on the block or control telephone. The Station 
Master of the other station on receipt of this information will 
stop the train and find out the reason for the head light and 
marker lights not burning and instruct the Loco Pilot to switch 
on the electric head light and marker lights. If the train is 
scheduled to stop at the station, the same procedure shall be 
followed by the Station Master before starting the train. 
4. The electric head light on the engine shall also be dimmed in 
the following cases –– 
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4.1. when it is necessary to avoid running into the dazzled cattle, 
and 
4.2. to pick up the light indication of a Distant/Warner, 
Outer/Home or Gate signal. 

 
 

 
 

---NIL--- 
 

 
 

 
                                       

ASPECTS TO BE CHECKED ON COACHING RAKE ON PITLINE 
1 Check whether the rake is secured by 

providing wedges and application  of  hand 
brakes in front and rear SLR are done or 
not? 

 

2 Check whether the point was set against 
blocked line, clamped and pad locked. 

 

3 Check whether the rake placement memo 
was issued on standard form T. 431 by 
Dy.SS on duty immediately after the 

 

Section “C”  
Latest Amendments 

 

Section “D”  
Checklist -  Coaching rakes 
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placement and obtain the 
acknowledgement. 

4 Adequacy of Pit-examination time for 
various rakes as laid down in Policy 
Circular. 

 

5 Availability of berthing slots.  

6 INFRASTRUCTURE AVAILABILITY AND 
ADEQUACIES OF THE FOLLOWING; 
 Approach road 
 Pathways for material movement 
 General lighting 
 Pit light for night examination. 
 Availability and functioning of air-

compressor and rake test rig. 

 

7 QUALITY OF REPAIRS 

(i) Whether Wheel profile / diameter / 
gauge is measured and recorded in the 
schedule cards and gauge is calibrated 
or not? 

(ii) Whether proper attention paid to 
maintenance of air hoses, DVs, BP & FP 
lines, Isolation Cocks, COCs and other 
under-gear/brake gear and suspension 
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items. 
8 Whether coach failure analysis, reporting 

system and follow-up action is being 
carried out? 

 

9 Schedules done/arising/overdue including 
POH. 

 

10 Any other observations  

ASPECTS TO BE CHECKED ON COACHES IN SICK LINE 
1 Quality of repairs during sick attentions.  

2 Adequacy of lifting facilities.  

3 Attention to welding practices particularly 
Earthing. 

 

4 Brake Power Check by connecting Single 
Car Test Rig after repairs in sickline. 

 

5 Road access and availability of material 
handling equipment. 

 

6 Any other observations  

ASPECTS TO BE CHECKED ON COACHING RAKE ON PF 
1 SYSTEM OF ROLLING ‖IN‖ EXAMINATION 

OF PASSING THROUGH TRAINS –  
a. Availability of powerful lights for 

conducting this examination on either 
side of all platforms. 
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b. Check the availability of non-contact 
Thermometer, whether it is being used 
during rolling ―in‖ examination? 

c. Availability of shelter for the staff 
provided or not 

2 Does JE/SE/SSE-C&W record correct levels 
of air-pressure on loco and SLR? Does he 
conduct checks for Passenger Alarm 
Device? Do the Fitters have proper tools, 
lights, etc.,? 

 

3 Whether padlocking of terminating trains 
was done? 

 

4 Any other observations  

ITEMS TO BE CHECKED DURING IOH OF COACH 
1 Infrastructure availability and adequacies 

of IOH / Sick line - covered Shed line 
capacity for IOH / Sick attention, 
availability of materials, Tools and Plants, 
Pathway and lighting facility. 

 

2 Check whether the Centre-Pivot bolt loose 
or worn out or silent blocks damaged were 
examined? 

 

3 Check whether the AR is drained out.  
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4 Check whether the bogie frame alignment 
was checked with trammeling gauge. 

 

5 Whether the brake power of the coach was 
tested by connecting Single Car Test Rig 
with Air Compressor. 

 

6 Check availability of BV Equipment in 
Guard compartment and OTL with seal. 

 

7 Any other observations  

ASPECTS TO BE CHECKED ON PANTRY CARS 
1 Train No., Pantry Car No.,  Division / Depot  

2 Check for presence of any inflammable 
material like Gas Cylinders (kept outside 
the nominated room), Petrol, Kerosene, etc., 

 

3 Check whether LPG connections are 
periodically checked and certified by 
authorized agent, daily and 15 day check 
certificates should be available with Pantry 
Car Manager. 

 

4 Check whether Gas Regulators, Fire back 
arresters and pressure gauge is in working 
order. 

 

5 Check whether the specified number of 
outlets only being used. 
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6 Check whether the gas cylinders are kept 
on proper rack duly clamping. 

 

7 Check whether fire extinguishers (4 nos.) in 
Pantry Car are kept in proper location and 
not overdue for refilling. 

 

8 Check whether the Pantry Car Staff is 
having adequate knowledge in usage of fire 
extinguishers. 

 

9 Check whether ACP apparatus is working 
in Pantry Car. 

 

10 Check the Exhaust Fans are available and 
are in working order. 

 

11 Check whether all main doors are free to 
open and the passage kept free for 
movement. 

 

12 Check proper rating and types of fuses are 
used for battery, fan circuit, light circuit in 
junction boxes.  Re-wirable fuses are not to 
be used in place of HRC fuses. 

 

13 Check tightness of terminal connections at 
junction boxes, EFT terminals and battery 
terminals. 

 

14 Check for earth in wiring.  If any earth is 
noticed, investigate and remove earth. 

 



43 
 

15 Check if any excessive sparking is noticed 
in fans. 

 

16 Check whether Electrical equipment 
provided is as prescribed. 

 

17 Ensure no perished / damaged cables and 
no open wiring in the Pantry Car.   

 

18 Any other observations  

 
**** 
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1. Brief of the incident (Derailment): On 6th January 2017, at 
about 00.26 hours, UP MLSW Goods, 16 wagons derailed 
and capsized obstructing both UP and DN lines at VHGN 
station of SC Division. 
Cause: Derailment of MLSW BOXN Loaded Goods at VHGN 
station of SC Division on 06.01.2017 at about 00.26 hours 
happened, while the train was on run due to the working 
out and entanglement of AR tank of the 17th wagon No. SER 
110051 of the train just before Point No.12B and resulted in 
to subsequent capsizing of wagons. This accident falls under 
the category “Equipment Failure”. 
Staff held responsible:  
Primary 

a. Chief Controller / Stock/VZP/VSKP/ECoR who is also 
known as Divisional Wagon Control (DWC) for 
permitting loading on 03.01.2017 for CC rake RS-25 
whose BPC was expired on 28.12.2016 instead of 
returning it to Base Depot within the BPC validity 
period. 

Section “E”  
Accident cases 
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b. SSE/General/C&W/VZP/VSKP/ECoR Sri. Patluri Ramesh 
who failed to ensure the presence of Supervisor in the 
form of SSE/JE/C&W to examine and revalidate the 
expired BPC; instead he deputed one Sr.Technician Sri. 
Gamaiah to examine and sign / revalidate the expired 
BPC. 

c. Sr. Technician/VZP/VSKP/ECoR Sri. Gamaiah who 
revalidated the BPC under the stamp of SSE/C&W/VZP 
though he is not competent to revalidate expired CC 
BPC being not a TXR. 

d. The Officials of VSKP Division of ECoR for allowing 
the system of intensive examination of CC rakes with 
invalid BPC to revalidate the BPC under the 
supervision of Technician in place of TXR; and 
allowing the movement of rake against the direction 
of Base Depot of the rake which is GY of SCR in this 
case. 

Secondary: Nil. 
Blameworthy: 
a. SSE/P.Way/MAGH Sri. S.K. Raj for not maintaining the 

track parameters to the desired standards as observed 
from the joint observations of Supervisors. The twist in 
straight portion is not monitored and maintained for 
the speed potential of the Route ―A‖ which is 110 
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KMPH for all trains and 120 KMPH for Rajdhani 
Express, though there is a caution order of 50 KMPH 
ahead of the site starting from Km.250/3. 

b. All the members of Joint Observations Committee i.e., 
TI/MAGH, SSE/P.Way/MAGH, SSE/Signals/MAGH, 
CLI/SNF and SSE/C&W/BPA for failing to record the 
joint observations as per Accident Manual Para 504.1, 
504.2 Note-3 (i.e., 45m ahead of ―0‖ station. For failing 
to incorporate the derails as per Para 506.1 of 
Accident Manual. 

c. SSE/C&W/Freight/Headquarters Sri. Prabhu Charan 
had unauthorisedly taken away 1.5m length rail piece 
from the site of accident and carried it in ART/BPA 
during restoration without informing to signatories of 
joint note or the Divisional Safety Department 
Officials and thereby caused “tampering of evidence” 
and has tried to mislead the Enquiry Committee. 

Matters Brought To Light 
1. Crane operation of AJNI Depot – while lifting the wagon 

by holding on either side of the wagon with rope hooks, 
the same given up and took a wild swing of both rope 
wires with hooks. Luckily no person was within that area 
making it happy ending. The Crane Operators should 
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take utmost care to ensure that hooks are engaged 
properly before lifting. 

2. Dy.SS/VHGN was found performing his duty from 17.00 
hours of 5th January to 07.00 hours of 6th January 2017. 
From the record of TSR, it was noticed that on 5/6-01-
2017 only two ASMs have performed duty @ 12 hours. 
It was replied by the Division and SM that there was no 
shortage of ASM.  As per DRM (P)/SC roster timings are 
07.00 – 13.00 hours, 13.00 – 21.00 hours and 21.00 – 
07.00 hours shift. It appears that this roster is not being 
followed for some local reasons as claimed by Operating 
Supervisors stating that due to the fear of wild animals. 
This needs to be examined and corrective action to be 
taken by SC division. 

3. The ALP/KZJ who worked UP MLSW Goods on 5th / 6th 
January 2017 was on duty from 11.28 hours (sign ―on‖ at 
KZJ) whereas the LP signed ―on‖ at 12.51 hours at KZJ on 
05.01.2017 but both of them took charge of the train 
MLSW with loco No.31019 GMO which left KZJ at 17.20 
hrs. This amounts to about 6-7 hours of Pre-departure 
detention, which is wastage of crew hours and should be 
avoided. 

4. The MLSW Goods was issued with one memo by 
CYM/VZP of VSKP Marshalling Yard under ECoR stating 
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that “weighment done, no SR”. Accordingly, the train 
crew was not given specific SR related to CC+8+2 upto 
RYP/BZA. The VSKP division should put in a system of 
indicating whether the train is with CC+6+2 or CC+8+2 
while handing over the caution order like the system 
being followed at RYP. 

5. CYM/VZP/Marshalling Yard/VSKP under ECoR gave a 
memo to SSE/C&W/R&D/VZP stating that “RS-25 CC rake 
BPC is expired and rake is offered for ―Intensive‖ 
examination”. The CYM/VSKP who attended the enquiry 
replied that such memo is given based on the verbal 
instructions given by DWC/VSKP, no memo is served or 
control message is registered while communicating the 
order.  

6. CYM/VZP of VSKP Division Sri. V. R. Ramesh who 
attended the enquiry on 11th January 2017 though 
working as Yard Master at a major Marshalling Yard like 
VSKP, is not aware of the concept of CC+8+2 rake and 
issue of related Speed Restriction. 

7. The BPC of the subject rake of RS-25 (CC rake of GY) had 
become invalid on 28.12.2016 and loaded in VZP after 
expiry of BPC towards Central Railway direction instead 
of returning the rake to Base Depot, GY within the 
validity of BPC. Sr. Technician-I/VZP Sri. Gamaiah even 
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though he is not competent to revalidate the CC rake 
BPC, carried out the intensive examination without 
supervision of TXR and revalidated the BPC under the 
signature of SSE/C&W/VZP giving a false impression that 
the rake has been revalidated by an authorized person, 
whereas it was not so. 

8. Front portion of engine with15 wagons which is not 
derailed was moved to MAGH without following the 
guideline of Para 502 of Accident Manual which 
stipulate that “those vehicles which are not derailed, if 
required to be moved to make way for relief trains to 
come to the site should be examined either by ART 
Supervisor or by C&W Staff or by GLP. Even the rear 
portion with 27+1 which are moved towards WIRR 
direction should have been examined and certified as per 
the guidelines mentioned above. 

9. Late ordering of ART/BPA – Time of accident was 00.26 
hours, SM/VHGN informed Control around 00.40 hours 
but the ordering of ART was given at 01.00 hours. After 
ordering the ART/BPA at 01.00 hours, it was supposed to 
leave at 01.45 hours but actually left at 02.00 hours. Late 
ordering and late departure beyond the permitted time is 
not desirable. Divisional machinery shall ensure that no 
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delay takes place in ordering and moving the ART to the 
accident site.  

Suggestions & Recommendations: 
1. Availability of doctor at the site of accident site where 

heavy restoration activity is involved is essential and 
desirable. At the time of restoration activity of UP MLSW 
Goods, one TRD employee who was standing above the 
Tower Car had fallen and sustained injuries. 

2. TRD staff were working without taking safety 
precautions while climbing OHE mast. They should use 
safety equipment while climbing OHE mast. 

3. Catering arrangements for Junior Officers, Group ―C‖ 
staff and Group ―D‖ staff was poor. Catering 
arrangements shall be made based on the requirement 
taken from inspectors of all departments and handed 
over to the inspector of the department with 
acknowledgement so that there are no complaints of 
poor catering arrangements.  

 
2. Brief of the incident (Derailment of FRM Machine): On 6th 

January 2017, at 17.10 hours, FRM Machine while rolling 
into Vedayapalem station of BZA Division derailed on cross 
over Point No.11. 
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Cause: Block was taken for FRM machine between VDE – 
VKT from 14.10 to 15.10 hours for work at KM 164/30 and 
to clear to VDE. At about 15.00 hours, all Units closed 
except LHS cutter chain trough due to leakage of hydraulic 
oil from solenoid valve block. Machine Operator and 
SSE/P.Way tried to clear block on Road No.2 on DN loop but 
could not clear due to infringement to OHE mast. So, at 
about 16.00 hours, machine was moved back to Home 
Signal and decided to clear the block on UP line through 
emergency cross over. At 16.35 hours, emergency cross 
over Point No.11 A&B was reversed to admit the machine on 
UP mainline and authority T.509 was issued to the Operator 
of the Machine. The leakage in the block was attended and 
the LH side cutter chain was locked at 16.50 hours. After 
locking the LH side cutter chain, the machine was given 
direction for the movement and the machine was 
negotiating the cross over in pushing mode and derailed at 
17.08 hours. 
Staff held responsible: SSE/TM/BZA under ―Primary‖ for 
violation of Track Machine Manual Para 1.4.1 (ii, iv & vii). 
Suggestions & Recommendations: Track Machines should be 
thoroughly inspected before any block working and in case 
of any problem, it should not be allowed to work on block. 
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The machine staff should be educated to attend such kind of 
failures. 
 

3. Brief of the incident (Yard Derailment): On 22nd January 
2017, at about 02.35 hours, while performing shunting at 
TPTY yard of GTL Division, LP/Shunter passed SPI at ―on‖ 
and derailed on Trap Point No.124.  
Cause: LP/Shunter when movement is given for empty rake 
of 17419 from Road No.8 to Road No.7 with 12 coach 
formation, passed SPI at ―on‖ and derailed in trap point 
No.124. 
Staff held responsible:   
Primary: LP/Shunter ignored the aspect of SPI which was at 
―on‖. 
Secondary: Shunting Jamedar while performing shunting 
given shunt movements without proper confirmation which 
resulted in derailment in Trap Point.124. 
Suggestions & Recommendations: 
1. There are two SPIs at TPTY, whenever SPI is put back to 

―on‖, it should be done from SPI location where shunting 
operation is completed. Before putting back of SPI, 
Outdoor Dy.SS/Shunting Master/Pointsman should 
inform the Shunter to stop shunting and confirmation in 
this regard is taken from Shunter. 
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2. Glued joint should be shifted to 3.5m from SPI. 
3. Retro-reflective stickers may be provided on all SPIs. 
 

4. Brief of the incident (Yard Derailment): On 26th January 
2017, at about 07.50 hours, while backing empty rake of 
17429 Rayalaseema Express from Road – 5 to Pitline No.1, 
SLR derailed on hand operated Point No.201 which was 
trailed through by previous movement done on that Point 
by diesel traction loco. 
Cause: While backing the empty rake from Road No.5 to 
Pitline No.1, the SLR got derailed which is leading while 
pushing on manually operated Point No.201 which was not 
correctly set. This Point was earlier trailed through by the 
previous movement done from Pitline to shunting neck by 
diesel locomotive. Since the Point is already trailed through 
and backing of empty rake is done, the first coach (SLR) 
derailed by taking two routes. 
Staff held responsible:  
Primary:  
Pointsman who failed to ensure correct setting of Point 
No.201 which is in violation of SWR/TPTY. 
Secondary: 
1. Pointsman, who backed the empty rake without ensuring 

PHS and correct setting of points. 
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2. Shunting Master, who failed to normalize the Point 
No.201 after releasing the power of Tirumala rake from 
Pitline No.5 to shunting neck which is in violation of 
SWR/TPTY. 

Blameworthy: 
LP/Shunter who failed to ensure correct setting of Point 
No.201 and caused trail through of point which is in 
violation of GR 3.51 and SR 3.51.3.2, GR 3.77 and SR 3.77.2 
Suggestions & Recommendations: 

1. All non-interlocked points to be provided with Point 
Indicators. 

2. Walkie-talkie should not be used by Pointsman manning 
the points. 

3. For shunt movements from Pitline to shunting neck, 
Shunter shall observe hand signals conveyed by the 
Pointsman who are available at manual operated points. 

 
5. Brief of the incident (Yard Derailment): On 9th February 

2017, at about 21.40 hours, when coupled light engines 
moved on ―off‖ aspect of Shunt Signal No.88 from Road – 14 
derailed on Point No.54. MU Diesel engines after leaving 
West Inter Cabin passed Shunt Signal No.88 of ―F‖ Cabin of 
BZA station derailed after Point No.54 and dragged for a 
distance of 38m after derailment.  
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Cause: Due to sharp flange of radius around 0.9mm in R4 
and R6 which is less than the condemning limit of 5mm and 
biased wear on wheels of same axle and excessive 
difference of wheel diameter on same axles of 1, 2, 4, 5 & 6 
has contributed the increase of angularity and climbing on 
LH tongue rail by RH wheel 6 and resulted in dropping of 
wheel after passing 1st following stretcher bar on Point 
No.54. 
Staff held responsible:  
Primary: SSE/Diesel/GY who attended and certified last trip 
schedule on 18.01.2017. 
Secondary: NIL 
Blameworthy: NIL 
Matters brought to light: 

1. PRC/BZA failed to arrange relief crew; instead he allowed 
the crew to be on duty for 18 hours 20 minutes. 

2. CLI/BZA who witnessed BAC report failed to do it in 
presence of other Committee member. 

3. LP/BZA who was working the light engines not given 
authorized advice of communication and not asked relief 
with PRC regarding longer hours of working. 

4. SLI/BZA and TI/BZA who witnessed loco readings does 
not have any knowledge in taking readings. 
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5. SSE/GY failed to give readings in time with available 
gauges at BZA. 

6. The loco was kept on pit wheel lathe at DLS/GY without 
the presence of Committee Supervisor. He also failed to 
submit readings. 

7. The Supervisor of DLS/GY has entered the date of last 
schedule done as 28.1.2017 and as per records of 
DLS/GY it was done on 18.01.2017. This gives wrong 
guidance which is 10 days more for next trip schedule of 
the loco. 

8. The condemning limit of wheel diameter as per 
CAMTECH publication in 2013 for diesel locomotive of 
WDG4 is 1016mm whereas RDSO guidelines published 
in 12/2009 for Goods is 1008mm. 

9. The required readings of side buffer condition, condition 
of springs and tramming of bogie was not given by 
DLS/GY even after approval of competent authority. 

 
6. Brief of the incident (SPAD): On 22nd February 2017 at 

about 07.34 hours, while UP 57626 MUGR – SC Kakatiya 
Passenger was on run between YSPM – ZN stations of SC 
Division, LP passed the UP Home Signal of ZN station at ―on‖ 
and caused SPAD.  
Cause: Disregarding of signals by the LP & ALP. 
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Staff held responsible:  
Primary: LP & ALP of the train. 
Secondary: NIL 
Blameworthy:  
1. SSE/Signals/ZN 
2. Dy.SS/ZN 
3. Nominated LI. 
Matters brought to light: 
1. Signal failures at ZN was prevailing for the last 4 months 

and being reflected in the datalogger. The Relay Room 
was opened for 23 times during the above period or 
during panel inspection schedule. Neither SSE/Signals 
nor JE/Signals noticed the same. 

2. SSE/Signals/SC is overdue for RC & PME, SSE/Signals/ZN 
is overdue for PME, ESM/ZN is overdue for PME. 

3. LP backed the engine against the rules. 
4. Recent SOBs issued by TRSO are not discussed about 

defective Permissive Signal. 
5. Section TI, all SMs who have been working for the last 4 

months did not notice the glowing of only top light for 
Inner Distant Signal in ―caution‖ aspect. 

6. No LP reported that only top yellow lit for the last 4 
months. 
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7. Even though SM was aware of the prevailing foggy 
condition, he did not inform the adjacent station as per 
rules. 

Suggestions & Recommendations: 
1. All the LP & ALPs should be counseled thoroughly 

regarding the working of trains during fog even though 
the fog persists for only a brief period. 

2. Datalogger OEM may be asked to develop logic for 
detecting such faults and to give an alert SMS / pop up 
windows in the datalogger software. 

3. All SMs to be counseled to observe the panel and identify 
the signaling defects and improper aspects and bring the 
same to the notice of signaling staff immediately. 

4. Modification carried out in the signaling system for 
displaying of top yellow light in the Inner Distant for 
―caution‖ aspect in case of failure of bottom yellow light 
is to be incorporated in the G&SR for educating the 
Running Staff / Operating Staff. 

5. SOB may be issued for all the Running Staff to follow the 
laid down rules for passing signals with imperfect 
aspects. 

6. The exceptional report should contain all the signaling 
defects / improper aspects if any for rectification / 
attention. 
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7. Surveillance Cameras may be provided at Relay Rooms to 
avoid unauthorized entry. The entry of S&T Staff into the 
Relay Room after obtaining permission for such entry 
should be randomly checked correlating with the footage 
of surveillance cameras. 

8. CC cameras may be provided in the loco cabs, which will 
record the events during loco run, it will help to know 
the  
 Events during the normal run, exchange of signal by 

LP, ALP and their Guard. 
 During unusual events, the events before and after 

unusual can be seen by audio and visual to access 
the events and find out the events leading to unusual 
events. 

9. In this present case, fog available, acknowledgement of 
signal / repeating of signal and backing of formation 
would be very clearly known. 
 

7. Brief of the incident: During GM‖s annual inspection of BZA 
Division between TEL – KCC section on 17th February 2017, 
following irregular working was noticed; On 15.12.2016, 
Engineering Block was given between TEL – DIG stations for 
working of Duomatic Machine from 08.00 hours to 09.00 
hours as permitted by SCOR vide TN 15/9 and the machine 
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was issued with T.465 train passing document. However, 
the block was permitted keeping the DN BOXN Goods 
between DN IBS and DIG station. Though Dy.SS/Cabin/TEL 
and Dy.SS/PF /TEL informed the SCOR about the presence of 
Goods train in IB Section, the SCOR still forced the SMs to 
dispatch the Duomatic machine into the obstructed / 
occupied block section which is in violation of rules. 
Dy.SS/Cabin/TEL also issued a Caution Order stating that 
“Observe necessary caution since DN BOXN Goods is 
waiting at Home Signal of DIG”. In-charge / Operator of the 
Duomatic Machine also failed to ensure the procedures and 
entered into the section.  
Remarks & Reasons for Findings: 
SCOR/TSR Board/BZA 

(i) SCOR stated that In-charge Chief Controller forced 
him to give a Duomatic Machine block at KM 
402/8-403/8 on DN between TEL-DIG for 60 
Minutes from 8:00 AM to 9:00 AM on obstructed 
block section. 

(ii) He stated that he can permit a Machine block in Axle 
Counter section when IB Section is in occupied 
condition. 
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(iii) He stated that he permitted a block without knowing 
the exact location KM and himself felt that this KM 
comes before of IBS i.e., in Axle Counter section. 

Dy.SS/PF/TEL:  Because SCOR forced vide TN 15/9, he 
permitted & instructed to CASM/TEL to hand over T/465 
authority. 
Cabin SM/TEL: Because Dy.SS/PF instructed him and on 
assurance of SCOR after discussion, he prepared & handed 
over T/465 authority without obtaining PN from SM/DIG 
in confusion mode and also forgotten to mention signal 
numbers of LSS and IBS to pass at ON in T/465 authority 
on to obstructed block section.  
SM/DIG: He did not grant PN to Duomatic Machine block 
when CASM/TEL approached him for exchanging PN 
because it comes under violation G& SR rules. 
JE/P.Way/TSR 
(i) He stated that before availing of the block, block 

section should be free of obstruction  
(ii) He is aware of the condition of the block section 

occupied by DN BOXN waiting at Home Signal. 
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(iii) He stated that in urgency mode, he failed to ensure 
availability of LSS & IB Signal numbers to pass at ON 
in T/465 authority. 

Duomatic Operator (SSE/TM/BZA) 
(i) He stated that he failed to ensure availability of LSS & 

IB Signal numbers to pass at ON in T/465 authority. 
(ii) He is well aware of the condition of the block section 

which is occupied by DN BOXN Goods. However, he 
started his machine with intention of proper 
utilization of given block without cross questioning 
the SM/TEL.   

Conclusion 
From the above it is concluded that the incident occurred 
due to (1) wrong interpretation of G & SR rules by 
SCOR/BZA and insisted Dy.SS-PF & SM/TEL under TC No. 
15/9 to send the machine into the obstructed block 
section. He has violated G&SR & DM-105.11(2) SSE/TM 
also violated the G&SR & DM (3) CASM/TEL has violated 
G & SR rule (4) JE/TSR has violated G & SR rules.  

Responsibility 
Primary responsibility: SCOR  & Duomatic Operator  
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Secondary responsibility: Dy.SS/PF/TEL, CASM/TEL & 
JE/TSR 
Suggestions & Recommendations 

1. No line block is permitted when block section is 
obstructed. 

2. Proper authority to proceed is given / ensured 
before start of train / machine   

3. Under any circumstances, rules should not be 
violated. 

4. Conduct the RC for enhancing the knowledge of 
Controller and SM. 
 

8. Brief of the incident: On 10th March 2017, between BPQ 
– MAGH stations of SC Division, DN IBS assumed ―OFF‖ 
position keeping a train in the IB Section without the 
intervention / operation of the signal knob / button by 
Dy.SS/RRI/BPQ. On 10th March 2017, DN WFD Goods 
left BPQ at 19.10 hours and passed DN IBS at 19.23 
hours and reached MAGH at 19.35 hours. In the mean 
while, DN 22684 LKO – YPR Express left BPQ at 19.25 
hours and DN IBS at 19.34 hours in ―OFF‖ position before 
the IB Section is cleared by Dy.SS/MAGH. Dy.SS/RRI/BPQ 
did not operate the DN IBS for Express train but the 
signal assumed ―OFF‖ position without his knowledge. 
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Reasons for Findings: 

1. SSE/Signals/MAGH stated that for executing the work 
of cable shifting, he took a block from 14.00 hours to 
15.00 hours but cleared the block at 15.40 hours 
(block burst by 40 minutes) and the reconnection 
was given actually at 16.25 hours. Due to inadequate 
time, he has tested the cable conductors and checked 
the UP IB circuits but could not ensure complete 
intactness of DN IB circuit since he was at the site. As 
a result of this, mismatch of conductor Nos. 24 & 25 
in 30 core cable, the DN IBS assumed ―OFF‖ position 
without the intervention of Dy.SS/RRI/BPQ.  

2. ESM/MAGH stated that he tested the DN IBS with line 
clear and not without line clear and he also stated 
that he failed to conduct negative test because DN LSS 
of BPQ was in failed condition (this signal belong to 
Central Railway). 

3. Dy.SS/RRI (Panel Operator)/BPQ. TI/BPQ and other 
CASM/RRI/BPQ stated that whenever LSS fails, it is the 
responsibility of the SMs to inform the adjacent 
station SM about the failure but exchanging of PNs is 
not mentioned in their rule books. They also stated 
that making red ink entries about the failures is not a 
practice in their system. However, they stated that SM 
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has to ensure that a signal which is taken ―off‖ for a 
train goes to ―on‖ position immediately after passage 
of the train beyond that signal and this aspect was 
not seen by CASMs/BPQ due to work load. 

4. The JAG level Enquiry Committee of SC Railway who 
conducted enquiry into the incident held the cause of 
the incident as  “negligence of ESMs and lack of 
supervision by SSE/Signals”. 

Staff held responsible: 
Primary: SSE/Signals/MAGH for slack supervision and not 
guided the ESMs. Two ESMs of MAGH for reconnecting 
the gears of DN IBS without ensuring the integrity of 
signal.  
Secondary: NIL 
Blameworthy:  
1. Dy.SS/BPQ for not recording S&T failures in Central 

Railway Signal Failure Register and not 
communicating the S&T Staff concerned.  

2. Dy.SS/BPQ (Panel Operator) for accepting 
reconnection memo without ensuring the integrity of 
DN IBS, for not ensuring vital safety indications like 
slot indication from LC Gate 96 which releases IBS, 
he also failed to ensure that the signal taken ―off‖ for 
the train is replaced to ―on‖.  
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3. TI/BPQ for not guiding properly the ASMs posted at 
BPQ on concept of LSS and not removing the 
discrepancies between SR and SWR on treating the 
single block section in case of LSS failure. 

Matters brought to light: 

1. The integrity of signals needs to be tested before 
issuing the reconnection notice by the S&T and before 
accepting the same by SMs. 

2. On 10th March 2017, at 16.50 hours (after 
reconnection notice received), DN LSS failed and 
Dy.SS/BPQ failed to inform the failure to 
Dy.SS/MAGH. IB Signalling was not suspended, 
messages not exchanged and 3 trains were 
despatched by Dy.SS/BPQ by issuing only T.369 (3b) 
and this is against the instructions under Para 12.1 of 
SWR/BPQ. 

3. TI/BPQ and other Dy.SMs of Central Railway who 
attended the enquiry are of the opinion that if the 
block instrument and IB Signal fails, then only entire 
block section will be treated as one block section. If 
LSS alone failed and Axle Counter upto IBS is 
functioning, the train can be advanced upto IBS by 
issuing T.369 (3b) as per their (Central Railway) SR 
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3.70 (2) (b). They claim that there is no procedure of 
issuing PLCT. 

4. SMs of BPQ and TI/BPQ are under the misconception 
that LSS may be the Advanced Starter signal if IBS is 
suspended and the IBS is the LSS when Advanced 
Starter Signal is functioning. But, as per GR 3.10 (3) 
“When a train leaving the station is guided by more 
than one Starter Signal, the outermost Starting Signal 
is the LSS of the station and is called Advanced 
Starter”.  

Suggestions & Recommendations: 

1. At BPQ, during the failure of LSS or Block Instrument 
or IBS, Dy.SS/BPQ is starting the trains by issuing 
T.369 (3b) and many times, the LPs have detained the 
trains for want of PLCT as per SCR rules. It is 
suggested that abnormal working books to be 
supplied to RRI/BPQ for using during abnormal 
working towards MAGH direction. This practice is in 
force between Southern Railway and GDR of BZA 
Division. 

2. Every cable conductor should be numbered while 
manufacturing and this may avoid such mistakes. 
Each wire, cable and terminals to be given some no. 
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and drawing to be made available before 
commencing the work. 

3. There is a vast conflict in the rules of train operations 
framed at CR and SCR system for which staff are 
confused in their train operation duties. Hence, it is 
suggested that a Committee of Officers in Safety, S&T 
and Operating cadres from both the Railways should 
be nominated to form the uniform rules for better 
discharge of duties and ensuring maximum safety in 
train operations. 

4. S&T Staff of SCR are not posted at BPQ though there 
is a Relay Room of SCR at BPQ and circuit beyond DN 
Advanced Starter Signal of BPQ are maintained and 
failures, if any, are to be attended by SCR S&T Staff, 
hence provision of S&T Staff is required. 

 
9. Brief of the incident (Yard Derailment): On 31st March 

2017, at about 18.30 hours, loco derailed in Trap Point of 
Through Siding of KQQ station of HYB Division. At about 
16.00 hours, the formation was stabled and the loco was 
detached and kept on Through Siding. When a Goods train 
was passing on the mainline, due to the vibrations and due 



69 
 

to improper securing, the loco picked up momentum and 
derailed in the Trap Point. 
Cause: Improper securing of the loco.  
Staff held responsible: Enquiry Report awaited. 
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1. What is the speed restriction to be observed for the first 
train after unloading P. Way material? 

2. What is the maximum speed while proceeding on T/A 602 
in Absolute Block System or T/C 912 in Automatic Block 
System? 

3. When BPAC fails for one train and after resetting, the 
equipment working is restored, whether it is necessary to 
make failure entry in the Signal Failure Register of both 
block stations connected to the block section? 

4. After the departure of the train from a station when the 
route is held up or after the reception of the train, the route 
behind the train is held up; route cancellation is initiated 
and normal working is restored. Whether this should be 
considered as a failure and failure entry is required to be 
made in the Signal Failure Register? 

5. What is “H” board and at what distance it is provided? 
6. What is SIT and at what periodicity, it should be conducted? 
7. How to ensure complete arrival of trains at a station where 

BPAC is available but defective? 
8. What are IMR rail / IMR weld? 
9. What is DFWO and DFWR? 

Section “F”  
Test Your Knowledge 
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10. What action to be taken by Engineering Officials after 
DFWO & DFWR? 

 
KEY 

1. 45 KMPH 
2. 15 / 10 KMPH.  
3. Yes. 
4. Yes.  
5. It is a board provided 1200 m ahead of a Commercial Halt 

station to warn the LP of the train that halt station is 
approached. 

6. System Integrity Test, it should be conducted once in 3 
years; and in case of electronic interlocking system once in 5 
years. 

7. By exchanging PN with the Guard. 
8. After USFD test, if the percentage is beyond the limit, the rail 

/ weld will be marked with IMR i.e., Immediately Remove. 
9. DFWO – a welded joint showing flaw echo of 40% vertical 

height or more and upto 60% is to be declared as DFWO. 
DFWR – a welded joint showing flaw each of more than 
60% vertical height is to be declared as DFWR. 

10. DFWO – SSE/JE (P.Way)/USFD shall impose SR of 30 KMPH 
or stricter and communicate the location. Further, 
protection of defective weld by joggled fishplates using 
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minimum two tight clamps. SR may be relaxed after 
protection of DFWO weld after joggled fishplates with 2 far 
end bolts with champhering of holes within 3 days. The 
joint has to be kept under observation.  
DFWR – SSE/JE (P.Way)/USFD shall impose SR of 30 KMPH 
or stricter immediately and communicate the flaw location 
and ensure protection of DFWR weld by joggled fishplates 
using minimum two tight clamp. SR of 30 KMPH can be 
relaxed after providing joggled fishplates with two far end 
tight bolts with champhering of holes. DFWR weld shall be 
replaced within 3 months of detection. Adequate traffic 
block should be granted for removal of DFWR welds. In case 
of non-removal of welds within 3 months, an SR of 75 
KMPH for loaded Goods and 100 KMPH for passenger train 
should be imposed. 

**** 
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Sub: Safety awareness campaign from 5th January to 5th 
February 2017. 
 Ref: Railway Board letter No. 2017/Safety-I/11/1 
dated 04.01.2017. 
 

 Subsequent to the tragic accident of 19321 Indore – 
Rajendranagar Patna Express on 20th November 2016 which 
resulted in significant loss of lives and other major accidents to 
passenger carrying trains, Hon‖ble MR underlined the need to 
revisit all safety related issues, reorient the working to address 
systemic lacunae and to identify and attend all potential 
vulnerable areas in a comprehensive month long safety drive in 
order to prevent further accidents.  
 

 MR also directed for following action which should be 
undertaken by the GMs to bring out a significant improvement 
in IR‖s safety performance. Following items should be 
implemented and personally monitored by the GMs and other 
concerned Officers during the month long safety drive on 
“Safety Awareness Campaign” from 5th January to 5th February 
2017. 

Section “G”  
Safety drives launched 
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S. No. Item 
1. Focus on vulnerable areas: 

Fortnightly Safety Drive from 10th January focussing on 
vulnerable areas. All Departments directly connected 
with train operations like Traffic, Mechanical, 
Electrical, S&T and Civil Engineering should undertake 
one drive each during the period. 

2 Scheduled inspections and their compliance: 
General Managers shall monitor the scheduled 
inspections prescribed for Supervisors and Officers are 
conducted and immediate action is taken on the 
deficiencies detected during the inspections. Summary 
of these safety inspections undertaken should be 
incorporated in the weekly safety performance to be 
sent by GM to ED/Safety (Co-ordination) by email as 
per the format enclosed. 

3 For Precautions: 
Laid down precautions as prescribed should be put in 
place to avoid any interruption and unsafe movement 
of trains. 

4 Field inspections by GMs and DRMs: 
GMs must undertake through safety inspections of at 
least one section during safety campaign. Similarly, 
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DRMs shall undertake inspection of one section, other 
than the section inspected by the GM. These safety 
inspections should be thorough and focussed. 

5 Workshop / work place inspections by PHODs: 
Concerned PHODs shall inspect at least one Workshop 
/ Depot / work place of their respective area during the 
campaign. 

6 Night footplate inspections to cover all sections: 
All Officers should be deputed to undertake night 
footplate inspections by Passenger / Mail / Express 
trains so as to cover all sections of the Division every 
night. SAG & JAG Officers of all Departments of Zonal 
Headquarters shall also be given a target at least 2 
night footplate inspections. Deficiencies noticed should 
be taken care of on the spot in co-ordination with the 
respective Officers as far as possible. 

7 GMs Weekly Safety Meetings: 
GMs to hold safety meetings every Monday to review 
the safety performance during the week with their 
PHODs and DRMs. Emphasis should be to identify 
major lacunae including resource availability 
(Division-wise) in the present system and tabulate 
potential areas requiring immediate intervention at the 
Zonal and RB level. Details of action taken for 
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rectification of defects, taking care of deficiencies and 
also the action taken against the defaulting staff should 
also be part of week report of the GM sent to ED/Safety 
(Co-ordination) for consideration of Board. 

8 DRMs week meetings: 
DRMs shall hold weekly safety meetings with their 
Branch Officers to review the safety performance and 
taking necessary action. CSO & Sr.DSOs level should 
conduct 15 ambush checks during the campaign to see 
the alertness and safety preparedness of the staff. 

9 Monitoring accident related enquiries: 
All the accident enquiries and D&AR cases arising out 
of safety inspections must be finalised within the 
specified time limit. GMs and DRMs to ensure that the 
punishment is deterrent for lapses endangering safety. 

10 Safety Seminars: 
Safety Seminars should be organised by Zonal Railways 
involving Union Office bearers and safety category staff 
at GMs level on 15th January and similar “Sanraksha 
Samvad‖ seminar by DRMs pm their Division on 20th 
January 2017. Case studies of all major accidents that 
have taken place be discussed in these Seminars. 
Seminars at Zonal Railway level shall be attended by 
Members / Additional Members of Railway Board and 
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on Divisions by nominated Executive Directors. 
11 Training and Medical Examination: 

Scheduled training and PME of staff must be ensured. 
Two day “Snraksha Shivir‖ to be organised at all 
Training Centres in the Zones for Civil, Electrical, 
Mechanical, S&T and Traffic staff to refresh Divisional 
training in safety of Operations and Maintenance. 

12 Monthly Safety Bulletin: 
Monthly Safety Bulletin with case studies should be 
launched by the Zones. Best practices should be widely 
circulated. 

13 Categorisation and monitored counselling of safety 
staff: 
All Running and Safety Category staff be categorised for 
monitoring and counselling. 100% safety category staff 
be counselled by Supervisor and Officers during the 
month long drive and certification given to DRM. 

14 Inspections by Railway Board Executive Directors: 
EDs shall undertake inspections of their nominated 
Divisions as per list. All EDs should do 2 inspections of 
their nominated Divisions in the period of safety 
campaign. 

15 Staff involvement: 
All GMs to ensure maximum participation of staff and 
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unions in this campaigns. 
16 “Sanraksha Jagrukta Abhiyan” at PUs: 

All GMs of Pus shall also organise month long 
“Sanraksha Jagrukta Abhiyan” and send report on 
weekly basis. They draw up their own programme. 

 

 Each of the above mentioned items shall be personally 
monitored by DRMs and GMs and a weekly report sent to 
ED/Safety (Co-ordination) in the pro-forma by Monday 13.00 
hours indicating action taken during the previous week. 
 

CSO/SCR 

 

Sub: Launching of weeklong Safety Drive on Pitline facilities 
and maintenance. 

 

 General Manager advised to launch a weeklong safety 
drive on facilities and maintenance of Pitlines in Divisions. 
Accordingly, a safety drive is ordered with effect from 
10.02.2017 for a period of 10 days. During the period, Officers 
and Supervisors of Mechanical, Electrical, Engineering and 
Safety Departments shall be advised to carry out checks. Special 
emphasis shall be given to the following; 
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1. Adequacy of the line i.e., formation/s are placed in one hook 
or more. 

2. Whether CAMTECH design is available, if so for how many 
Pitlines. Whether the remaining are proposed to meet the 
CAMTECH design within a timeframe of.....? 

3. Whether the Pitlines are having proper drainage facilities? 
If no, what action is initiated at the Divisional level? 

4. Whether the available lighting at waist level, pit lamps and 
portal lamps are available and adequate? 

5. Whether securing precautions in the form of Scotch Blocks 
available or not? If not available, for how many lines not 
available and their details. 

6. Does diverging point leading to Pitlines are provided with 
padlocking facility? If so, whether the point is clamped and 
padlocked by Mechanical Staff? 

7. Dead-end portion is protected with buffer stops or not? 
8. Jet cleaning facility is available or not? 
9. Whether placement and removal notice as per T.431 is 

being regularly done or not? 
10. Whether Assistant Scale Officers of Engineering, 

Mechanical & Electrical are conducting monthly inspection 
of Pitlines or not? 

11. Any rake not given mandatory 6 hours of primary 
maintenance examination? If so, for how many days and 
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how many rakes in the last one month i.e., 10.01.2017 to 
09.02.2017. 

 

Divisions are advised to launch the drive and submit the 
detailed report latest by 20th of February 2017.    

CSO/SCR 

Sub: Launching of a fortnightly safety drive on prevention of 
Collisions. 

Ref: Member Traffic letter No. 2017/Safety-I/3/1 dated 
07.3.2017. 

 

 On 20th February 2017, there was a collision in NCR at 
Tundla station of ALD Division involving 14723 Kalindi Express 
and a Goods train. The cause of the collision was due to SPAD 
caused by the LP  of Kalindi Express. Board desires that a 
fortnightly safety drive to be launched w.e.f. 10th March 2017 
with special focus on the topics mentioned below. During the 
safety drive, Officers and Supervisors of Electrical, Mechanical, 
Operating, Safety, Engineering and S&T Departments should be 
involved. 
1. Booking of crew is correctly done i.e., ―fetch as per rule‖. 
2. LP/ALPs who resume duty after leave and sick are being 

booked after 8 AM of the subsequent day or not. 
3. Training and counselling is properly done. 
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4. The crew are not due for RC (including Technical) and PME. 
5. Performance evaluation of crew is properly done with 

record keeping. 
6. Scheduled Footplate inspections are carried out by Officers 

and Supervisors or not? 
7. Night footplate inspections done by Inspecting Officials. 
8. Number of surprise / ambush checks conducted to check 

the alertness & knowledge of staff in following laid down 
instructions. 

9. Any other relevant item as necessary. 
 

Divisions are requested to launch the drive and submit the 
Action Taken Report highlighting the shortfalls / irregularities 
noticed and systemic corrections done latest by 27th of March 
2017. 

CSO/SCR 
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1. This financial year i.e., 2016-17 ended with few 

improvements in regard to consequential train accidents 
which was 2 for 2015-16 against one in 2016-17.  

2. Number of other accidents were 8 during 2015-16 which 
is reduced by 50% i.e., 4 occurred in 2016-17.  

3. However, there is an increase of Indicative Accidents by 
50% i.e., from 5 to 10.  

4. The number of Yard Accidents have increased from 22 in 
2015-16 to 32 in 2016-17 which is causing concern.  

5. There is also an increasing trend in regard to the total 
number of reportable + not reportable accidents on our 
system from 44 to 48 which is again an area needs attention 
at all levels. 

6. On the positive note, for this financial year which ended on 
31.3.2017, there were no Collisions, no casualties in train 
accidents and the number of derailments have reduced 
from 8 to 1 when compared to the previous corresponding 
financial year i.e., 2015-16. 

7. Another area that needs attention for prevention is number 
of SPAD cases which increased from 5 in 2015-16 to 8 in 
2016-17 and unfortunately all of them are preventable.  

Section “H”  
Accident Statistics 2016-17 comparing with 

2015-16 



83 
 

8. In regard to the Division-wise performance, there is a 
reduction of total accidents / unusual incidences in the 
recently concluded financial year (2016-17) compared to 
the previous year (2015-16) from 6 to 2 in NED Division, 
followed by reduction from 16 to 15 in SC Division.  

9. In remaining four Divisions i.e., in HYB Division, number of 
accidents increased from 5 to 6, in BZA Division, number of 
accidents have increased from 7 to10, in GNT division 
increased to 3 from ―NIL‖ and in GTL Division, it increased 
from 10 to 12. 

10. Details of Department-wise failures  are  
 Traffic 8 
 Loco Pilot failures (both Diesel and Electrical 

including Shunters) are 12 
 Mechanical Equipment failure -1 
 Loco derailment- 1 
 Electrical equipment failure – 1 
 P.Way failure – 6 
 Combination of failures – 16 
 Road user lapses – 2 
 Others – 1 
Total 48 incidences for the year 2016 – 17. 

     
**** 


