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My dear Railway men 

In the first six months of this financial year 2018-19, there are 

no consequential train accidents and 35 other than consequential 

accidents on this Railway when compared to 2 and 15 respectively in 

the previous financial year for the same period i.e., April to 

September. Every field Official shall take all preventive measures to 

sustain this performance. However, the trend of other accidents is on 

ascending trend which is not desirable. As many as 35 other 

accidents have taken place in the first six months when compared to 

15 in the previous financial year for the same period. 

  
During this quarter i.e. July – September, there are no 

consequential accident and 22 other than consequential accidents. 

During the month of July, there were one SPAD case, 7 yard 

derailments and 3 miscellaneous cases.  For the month of August, 

there were two SPAD cases, two other derailments and 3 yard 

derailments.  For the month of September, there were 3 yard 

derailments and one miscellaneous case. In regard to the safety 

performance of Divisions, accidents / unusual incidences in SC-6,  

BZA – 6,  GTL – 6,  HYB – 2, NED – 2, GNT – nil,. 

 

I hope that this booklet which contains important RB letters that 

are helpful in updating the knowledge of all field Officials, contribute 

for understanding the details of accidents, test your knowledge with 

key, statistics etc., 

 
 
  

  
                                                                  (D.K. SINGH) 

                                                                    CHIEF SAFETY OFFICER       

 

 

 



 
                                   
 

 

No.2018/Safety (A&R)/9/2          New Delhi, Date:17.08.2018 
 
Quarterly Safety Performance Appraisal of Indian Railways (1st April - 
30th June, 18): 
Please find a detailed safety appraisal report for the first quarter (1st April - 
30th June 2018). The report brings out a detailed analysis of accidents, zone 
wise and cause wise for all three categories of consequential, other train 
accidents and yard accidents. The report also discusses the progress made 
in safety affecting works that require Board‘s attention. 
 

Safety Appraisal Report consist of the following data and analysis – 

1. Data and analysis of consequential train accidents along with other train 
accidents and Yard accidents from 1st April to 30th June, 2018. 
(Annexure-I) 

2. Safety Unusuals for the period from 1st April to 30th June, 2018 
(Annexure-II) 

3. Safety Action Plan from 1st April to 30th June, 2018. (Annexure-III) 
 
All the concerned Directorates may go through the report prepared by safety 
directorate with data given by Zonal Railways and prepare an action plan for 
areas of concern. Based on the safety performance of the first quarter, two 
major categories of accidents which require immediate attention of all 
directorates are SPAD and Derailments. 
 

1. Signal Passing at Danger (SPAD): In the current financial year (upto 
30th June, 2018), SPAD Cases have increased from 13 to 21 in 
comparison to corresponding period of the previous year. Central Railway 
is the major contributor where 7 SPAD cases took place (+ 600.0%) 
followed by 3 in Eastern Railway (+200.0%) and 1 in Eastern Railway. 
North Central Railway and Southern Railway have increased by 1 SPAD 
case each in comparison to last year. 

 
Suggested Action by Safety Directorate: 
a) Simulators to be installed on a large scale so that LPs/ALPs are able to 

have adequate training. Safety category staff like 
LPs/ALPS/Guards/ASMs should undergo simulators training regularly. 
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b) Deployment of a reliable low cost ATP system over IR network: 
technological aid of ATP system should be provided to the loco pilots and 
trials of TCAS/TPWS should be completed as soon as possible.  

c) Loco Inspectors (LIs) should be empowered but at the same time held 
responsible for performance and knowledge of LPs/ALPs. 

d) Vacancies of LPs/ALPs/ASMs and Guards should be filled up on top 
priority.  

e) To provide conditions conducive for the running staff to take proper rest 
at outstations by providing improved facilities in the Running Rooms.  

f) Event recorders downloads of microprocessor based locomotives 
should be scrutinized by LIs to check that LP has done Brake 
continuity test, whistling habits, braking and powering habits and 
activation of VCD on run etc. 

g) Remote Monitoring of Loco and Train (REMLOT) Data to be 
shared with Loco Pilots. This will help the Loco Pilots to analyse 
the lapses on their parts. 
 

2. Derailments: In the current financial year (upto 30th June, 2018), 

Derailments have increased from 14 to 15 in comparison to 
corresponding period of the previous year. Northern Railway and 
South Eastern Railways are the major contributors. The major 
cause of consequential derailments has been track 

defect(17.5%) , rail fracture ( 10%) , tree on track ( 10%) and in the 
category of other train accidents the major contributors were 

track defect (14.1%), wagon defect (11.5%). In the category of 
yard derailments careless shunting is the single largest 
contributor. During the period from 1st April to 30th June, 2018 
there were 15 consequential derailments, 24 derailments in the 
category of other train accidents and 125 derailments occurred in 
the category of yard accidents. 
 

Suggested Action from Safety directorate: 

a. Improving the quality of track maintenance especially in yards and 
points and crossings.  
 

b. Improving the reliability and efficacy of current USFD system: 
better training, monitoring quality output of outsourced USFD, 
expediting procurement of Vehicular USFD Machines. 

c.  Vision 2020 Document proposes complete mechanization of track 
maintenance and Master Plan for mechanization of track works, 
viz. maintenance, getting quality output from track machine as per 



laid down norms, and renewal and construction activities may be 
prepared and procurement may be planned in accordance with this 
master plan commensurate with availability of funds. 

d. Installation of WILD/OMRS to detect hot boxes/axles etc in trains. 
Rolling in & Rolling out examinations are to be sensitized to detect 
Hot axle. The data being collected currently on WILD should be 
shared with all stake holders so that action can be initiated on 
alarms generated.  

e. Occurrence of Hot Boxes is a matter of serious concern since each 
case is a potential accident. Acoustic bearing Detector system may 
be proliferated, in the OMRS. 

f. Proper supervision of shunting and elimination of shortcuts should 
be ensured. Provision of independent point machines for non-
interlocked points may be proliferated. 

 
 

>>>>0<<<< 
 
 
 
 
 
 
 
 
 
 
 
 
NO.2009/Safety (DM)/6/12 Committee   01.06.2018 
 

Sub: Policy on Drunkenness Policy. 
 

Vide PNM Item No. 29/2018; NFIR raised certain issues regarding 
policy on drunkenness on duty. During the discussions it was decided 
that Board shall issue clarification the Zonal Railways on the subject. 
 

1. As per the Drunkenness Policy issued vide Board Letter 
No.2001/Safety-I/23/4 dated 27/11/2001 and Health Directorate 
Letter No.99/H/7/C dated 15.12.2003, if running staff is found 



positive in the breath analyzer test, he should be sent for medical 
examination as per the Medical Manual Para NOs 565 to 567. 

2. Zonal Railways shall upgrade all the breathanalysers as per the 
Latest specifications issued by the RDSO in September 2015. In 
all Crew Booking Lobbies, breathanalyser should be integrated 
with the Crew Management System. 

3. If an employee fails in the Breath Analyzer Test, Second test 
should not be conducted and he shall be subjected to Medical 
examination. 

4. Punishment Norms prescribed under the present policy does not 
distinguish between the alcohol levels during Signing ‗ON‘ and 
Signing ‗OFF‘. So the norms of punishment should be considered 
same if the employee found alcoholic at the time of signing ‗ON‘ or 
Signing ‗OFF‘. However, if the alcohol level of 1 to 40 mg/100ml of 
blood is found during Signing ‗OFF‘, concerned staff shall be 
issued with ‗Minor Penalty’ charge sheet. 
 

Zonal Railways shall ensure implementation of the above guidelines. 
                                                      

                                                  (P.Srinivas) 
                                               Director Safety-III 

                                                 Railway Board. 
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3.74. Absence of a fixed signal or a signal without a light.— 
(1) (a) If there is no fixed signal at a place where a fixed signal 
is ordinarily shown, or 
(b) if the light of a signal is not burning when it should, or 
(c) if a white light is shown in place of a colour light, or 
(d) if the aspect of a signal is misleading or imperfectly shown, 
or 
(e) if more than one aspect is displayed, the Loco Pilot shall act 
as if the signal was showing its most restrictive aspect: 
Provided that during night, if in the case of a semaphore Stop 
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signal for approaching trains only, the Loco Pilot finds the signal 
light extinguished, he shall bring his train to a stop at such 
signal. If he finds that the day aspect of such signal is clearly 
visible and is satisfied that the signal is in the ‗off‘ position, he 
shall proceed past it up to the station cautiously at a restricted 
speed obeying all intermediate Stop signals, if any, relating to 
him and report the matter to the Station Master for necessary 
action. 
(2) At stations equipped with a colour light signal provided with 
a ‗P‘ marker, the Loco Pilot shall bring his train to a stand if it 
does not show any light or shows an imperfect aspect and 
having satisfied himself that the signal is provided with a ‗P‘ 
marker, shall proceed preparing to stop at the next Stop signal 
and shall be guided further by its aspect. 
S.R.3.74 When a Loco Pilot comes across a signal which is flickering / 
bobbing, he should consider that signal to be showing the most restrictive 
aspect and bring his train to a stop short of it. If the signal assumes a steady 
aspect and remains steady for 60 seconds, he should take further action 
according to the steady aspect shown. If, however, the signal continues to 
flicker/bob and does not assume a steady aspect for 60 seconds, he should 
treat the signal as defective and take further action accordingly. If the signal 
shows more than one aspect simultaneously, it should also be treated as 
defective in case of a manual Stop signal. However, in case of an automatic 
signal showing more than one aspect simultaneously, the most restrictive 
aspect should be obeyed. 

3.75. Passing of Intermediate Block Stop signal at ‗on‘.— 
(1) When a Loco Pilot finds an Intermediate Block Stop signal at 
‗on‘, he shall stop his train in rear of the signal and contact the 
Station Master of the block station in rear on the telephone, if 
provided on the signal post. 
(2) The Station Master shall authorise the Loco Pilot to pass the 
Intermediate Block Stop signal, if defective, as prescribed by 
special instructions. 
(3) If the telephone is not provided or is out of order, the Loco 
Pilot after waiting for 5 minutes at the signal shall pass it at ‗on‘ 
and proceed cautiously and be prepared to stop short of any 
obstruction, at a speed not exceeding 15 kilometres an hour if 
he has a good view of the line ahead, otherwise at a speed not 



exceeding 8 kilometres an hour and report the failure to the 
Station Master at the block station ahead. 
(4) The Station Master of the block station working the 
Intermediate Block Stop signal on becoming aware that such a 
signal is defective shall, before despatching a train, treat the 
entire section up to the block station immediately ahead of the 
Intermediate Block Post as one block section and issue a 
written authority to the Loco Pilot to pass the defective 
Intermediate Block Stop signal at ‗on‘, without stopping at the 
signal, in accordance with the procedure prescribed by special 
instructions. 
S.R.3.75.1. The Loco Pilot of a train shall not pass an Intermediate 
Block Stop signal that refers to him when it is at ‗on‘ or defective 
unless- 
1.1. He is authorised to do so by a written authority (T/369(3b) by the 
Station Master of the station in rear at the time of leaving that station, 
or 
1.2. He is authorised by the Station Master of the block station in rear 
on the telephone provided on the signal post. 
2. When the Station Master of the block station immediately in rear of 
an IB Post is aware that the IB signal is defective, he shall, before 
despatching a train, obtain Line Clear from the block station in 
advance and then issue to the Loco Pilot, the PLCT (T/C.1425 (up) or 
T.D.1425 (dn) as authority to proceed and a written authority 
T/369(3b) to pass the IBS signal at ‗on‘. In case the IBS, which is 
interlocked with L.C. Gate, becomes defective, SM shall treat the LC 
Gate as non-interlocked and ensure that the LC Gate is closed by 
exchanging private numbers with Gateman before granting Line Clear 
/ despatching a train. 
3. The Station Master of the block station in advance shall not grant 
Line Clear until the block section in rear is clear of an approaching 
train. 
4 When a Loco Pilot finds an IBS at ‗on‘, he shall stop his train in rear 
of it and contact the Station Master of the station in rear on the 
telephone provided on the signal post. The Station Master shall 
authorize the Loco Pilot to pass the IB signal at ‗on‘ by giving the 
Loco Pilot a Private Number , after ensuring that Line Clear has been 
obtained for the train from the station in advance. The Private 
Number given to the Loco Pilot shall be the same Private Number 



that has been obtained from the station in advance for Line Clear. 
The Loco Pilot shall record this Private Number in the Loco Pilot‘s 
memo book. If the telephone is out of order, the Loco Pilot shall, after 
waiting for 5 (five) minutes at the signal, pass it in the ‗on‘ position 
and proceed cautiously at a speed not exceeding 15 KMPH when the 
view ahead is clear and at a speed not exceeding 8 KMPH when the 
view ahead is not clear. He shall proceed at 15 KMPH or 8 KMPH, as 
the case may be , up to the FSS of the station in advance even if that 
signal and the intervening signals, if any, display ‗off‘ aspect and the 
Loco Pilot shall continue to look for any obstruction short of the FSS. 
The Loco Pilot shall act upon the aspect of the FSS of the station in 
advance only after he has reached the FSS. The Loco Pilot must 
report the failure to the Station Master at the block station in advance. 
5. If the block instruments provided at the stations on either side of an 
IB post, or the LSS of the station in rear of the IB post, or the track 
circuiting or the axle counters beyond the LSS fails, the IBS shall be 
deemed to be defective and the procedure laid down in para 2 shall 
be adhered to. 
6. The detailed procedure to be followed in the event of failure of ‗axle 
counters‘ and the IB signal shall be incorporated in the Station 
Working Rules of the station concerned. 
6.1. Backing a train, after clearing an IBS, is normally prohibited. 
6.2. If backing is to be done in an emergency, the Loco Pilot or Guard 
must talk to the controlling Station Master through the telephone and 
get his specific approval. The Loco Pilot and Guard must also confirm 
the step of backing between themselves. 
6.3. The controlling Station Master must not permit backing if a 
subsequent train has been permitted to enter up to the IBS i.e. into 
axle counter section from his end. 
6.4. While backing, the Guard must travel in the brake-van (last 
vehicle of the train) keeping a sharp look out and ready to display a 
danger signal to the Loco Pilot if the backing is to be stopped. 
6.5. The speed shall not exceed 25 KMPH under clear sighting 
conditions and 8 KMPH when visibility is poor. 
6.6. If the IB post telephone is out of order, the Guard should walk 
back to the block station in rear to get the Station Master‘s approval 
for the backing. 
7. The Loco Pilot/Motorman of MEMU /EMU is permitted to leave the 
engine to speak to Station Master of the rear station through IB signal 



post telephone when IB signal is at ‗on‘ after taking the following 
precautions: 
7.1. Apply auto brakes from leading motor coach and physically 
ensure that train brakes are applied. 
7.2 Advise Guard on Walkie-talkie to place wooden wedges under the 
wheels according to the direction of falling gradient to avoid rolling 
down and get confirmation from the Guard. 
7.3 Extract brake isolation valve (BIV) key, reverser (MPJ) key and 
BL key. 
7.4. The Guard should not leave cab and he should be allowed to 
apply brakes if required. When Loco Pilot/Motorman returns to cab 
after speaking to the Station Master of rear station through IB signal 
post telephone, he shall insert BL key, BIV key and MPJ key and 
inform Guard on walkie-talkie to remove wooden wedges and after 
getting confirmation about removal of wooden wedges, will release 
auto brakes. 



 

 
 

 
Manual of instructions on Long |Welded Rails-1996 

Addendum & Corrigendum Slip NO.17 Dated 25.09.2018 
 

1.0 Para 5.6.1 at page 15 shall be read as under:- 
―Gaps at SEJ shall be adjusted at the time of laying/subsequent 
distressing of LWR/CWR as illustrated in Fig.5.6.1(IRS Design), 
Fig.5.6.2 (Improved SEJ with double gap of max.65 mm each  i.e. 
DG65 Design), Fig.5.6.3 (Improved SEJ with a single gap of max. 80 
mm i.e SG80Design and shall be as under: 
 
Rail section laid   Gap to be provided at ‗t‘d 

    52kg/60kg                                                   40 mm 
      Others            60 mm 

 

2.0 Existing Fig.5.6 at page 101 shall be replaced with Fig. 5.6.1, Fig. 
5.6.2 and Fig.5.6.3 

3.0 Existing Annexure –XII-‗A‘ at Page 83 shall be replaced with 
modified Annexure- XIII –A 

4.0 A new figure 8.2.1shall be added to LWR Manual. 

Section “C”  
Latest Amendments 

 



 





 



 





 
 

 
 

                                
 
DURING FOOTPLATE 
 

S. 

No.  

Items to be checked Observations made 

1 Rest availed by crew before 
signing ―on‖ as per eligibility. 

 

2 Whether crew in sober condition 
and whether they are in the list of 
prone alcoholic. 

 

3 Whether the LP/ALP are ensuring 
that proper authorities are issued 
by SM before starting their train 
during normal and abnormal 
conditions 

 

4 Endorsement by Mechanical staff 
where available or by the LP/GD 
on BPC after performing shunting 
operation about the air-continuity 
test is made? 

 

5 Referring the loco log book 
remarks after taking over charge of 
the train / loco 

 

6 Whether personal mobile and CUG 
is switched ‗off‘ by the LP? 

 

7 Availability of VCD in the loco, its 
functioning & position of isolation 
switch. 

 

8 Functioning of AFL & knowledge of 
the crew on testing the same 

 

9 VHF communication between 
Guard & Loco crew, whether 
working or not? 
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10 Availability of valid competency 
both G&SR and technical & PME 
certificates of LP and ALP 

 

11 Ensuring the validity of fire 
extinguishers in the loco by the 
crew 

 

12 Functioning of loco hand brake & 
ensuring the same by crew 

 

13 Functioning of loco parking brake 
(if provided) 

 

14 Whether caution order is legible 
and corrections, if any are signed 
and stamped? 

 

15 Habit of looking back frequently on 
curves to ensure safe running of 
train 

 

16 Whether the crew are ensuring the 
stoppage of passenger carrying 
train within the platform ends (duly 
ensuring fouling clearances); and 
in regard to freight trains and light 
engines the crew shall draw ahead 
upto the foot of the Starter Signal 
or not? 

 

17 Habit of exchanging ‗all-right‘ 
signals with the crew of trains 
passing on adjacent line in block 
section and as well at stations. 

 

18 Whether any un-authorized person 
travelling in loco 

 

19 Habit of recording & repeating any 
un-usual noticed related to track or 
signals or any other unsafe 
condition en-route 

 

20 Alertness of crew and their 
performance: does the ALP get 
down from the cab to take round of 
the loco, examine its under-gear 
visually, and take corrective action 
required, if any, at stations where 

 



the train has its schedule 
stoppage. 

21 LP/ALP safety consciousness & 
knowledge of safety rules 

 

22 Any other irregularities noticed 
during run related with other 
departments (like Operating, S&T, 
Engineering and Commercial) 

 

 

 

 

 



 

 
 

 
                                        

1. Brief of the Accident (Derailment): On 02.07.2018 at 00:15 hrs, 

loco No .13407/WDG-3A was given shunt movement from Road-4 

of KCG station of HYB division to tower car shed and then to 

move to Rd-5. During this movement, the loco dashed to tower 

car shed Iron gate and then to Tower car. This leads to collapse 

of complete wall of Tower car shed.  

Cause of the Accident:  Points man failed to accompany the light 

engine and show PHS and shunter failed to see the availability of 

pointsman in the light engine. 

Responsibility: 

Primary: Sri.Chekri chetan, Pointsman/KCG as it was his 

responsibility  to signal the shunter where to stop as being done 

while attaching locos to train, attaching/detaching wagon/coaches 

Secondary Sri. Satyanarayana shunter as he should know the 

CSR available while performing shunting. 

Blameworthy:  

1. SSE/TRD/KCG failed to bring to the notice to higher 

authorities for prevention of similar incidents even though 

the incidents were occurred in the past also prior to this 

incident. 

2. TI/KCG failed to counsel the staff to avoid shunting 

operation on the tower car shed siding, even though 

earlier similar incidents were occurred in the past. 

3. SMR/KCG failed to ensure whether the staff are following 

the G&SR and SWR/KCG in connection of shunting rules. 

     Suggestions and Recommendations:  

1. The SWR/KCG shall be more clear, whether the LE 

shunting in the siding is  permitted or not.  
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2. The walkie talkie sets shall be provided to the on duty 

shunter for better communication among the staff. 

3. Shunting staff shall be counselled regularly about 

shunting and safety related aspects, which shall be 

ensured by SMR/KCG regularly. 

4. Voice recording walkie talkie shall be provided to the 

shunting staff to establish the appropriate cause of the 

incident. 

5. If the shunting is permitted to the tower car shed siding, 

reflective stop boards shall be provided on the gate of 

tower car shed siding. 

 

2. Brief of the Accident (Trailed through): On 03.07.2018 at PRLI 

yard of SC division, Train number 17205 Express, consisting of 21 

coaches and hauled by MU 14919 + 13201 WDG-3/KZJ, left SNSI 

on its schedule movement to CCT. The train reached PRLI station 

at 01.32 hrs on 04.07.18. At PRLI the engines are required to be 

reversed for onward movement. At 01.34 hrs, the engines were 

detached from the train coaches at MSED end. The reversing of 

engines from loop line-1 via loop line-2 involves movement over 

point Nos 50, 51, 52, 55B, 56A & 57.  After detaching, shunter 

without observing the shunt signal No.41 which was in Danger 

aspect moved the engines by passing shunt single No. 41 at 

danger at about 01.36 hrs, cleared point Nos 50, 51 & 52 and 

stopped beyond shunt signal -59 after trailing through points 51 & 

52. 

Cause of the accident: Passing shunt signal at danger by the 

shunter. 

Primary Responsible: Sri. Ratnakar Dubey, LP/G/Shunter/PRLI 

Secondary Responsible: Sri. R.D.Kamble, CLI/PRLI 

Suggestions and Recommendations:  

1) Effective & frequent counselling to be done by all CLI‘s 

where they final LPs/ALPs/Shunters lacking practical 

knowledge. 



2) Ambush checks to be conduct where shunters are kept/left 

idle during no work/movement. 

3) SS should ensure that walkie-talkies are in working 

condition. 

4) Pointsman should carry walkie-talkies during shunting 

movements. 

5) Pointsman should carry whistles without fail.  

 

3. Brief of the Accident (Derailment): On 04.07.2018 at RJY of 

BZA division, at about 04:55 hrs, while pushing weighment special 

with Loco no.28424 with 6 wagons from shunting neck to 19 th lie, 

one pair of wheels at BCN wagon next to engine derailed (trolley 

adjacent to Loco, leading axle two wheels) Wagon 

No.BCNAHSM1-3114055506 derailed at Pt no. 51W 

Cause of the accident: due to excess variation in versines  

coupled with excess variation in free heights of springs caused un 

equal load on springs which leads to the derailment. 

Primary Responsible: Sri. K. Srinivas, SSE/P.Way/RJY 

Secondary Responsible: SSE/C&W/JUDW shops/N.Railway. 

 

4. Brief of the Accident (Trailed through): On 08.07.2018 at BZA 

yard of BZA division, at about 01:20 hrs, Diesel light engine 

No.15065/WDP-1/BZA handled by Sri. P. Suresh Kumar 

LP(shunting)/Dsl/BZA while moving from shed line to platform 

no.2 on shunt signal 65B in off position, trailed through hand 

operated point L-31 damaging the RH tongue rail, passed one 

wheel and stopped.  

Cause of the accident: Non observance of correct setting of 

points by LP(shunting) and Bunk points man. 

Primary Responsible: Sri. P.Salma Begum, PM/RMV 

Secondary Responsible: Sri. P.Suresh Kumar, LP/G/Dsl/BZA 

Suggestions and Recommendations:  

1. On duty Bunk points man should follow SWR strictly. 



2. Shunter should follow shunting precautions and rules to be 

followed strictly while performing shunting on non-interlocked 

points. 

 

5. Brief of the Accident (Derailment): On 09.07.2018 at MZCY 

siding of YA station of GTL division, after un-loading the content, 

while forming empty rake, Wagon No. SE BOXNHL 22141591902 

derailed in tippler No. 9 at 10.20hrs. 

Cause of the Accident: while moving on tippler table, the wagon 

tippler table was automatically lifted due to some technical 

problem and last wagon derailed. 

Responsibility: MZCY/YAD/SDG authorities. 

 

6. Brief of the Accident (Derailment): On 10.07.2018 at Selu yard 

of NED division, at about 13:00 hrs, while performing shunting of 

DGS-341 & CSM-948 from RGM Line to M/L, two pair of rear 

wheels of CSM derailed after passing 12A point and before Xing 

nose. 

Cause of the accident: At Fish plate joint, rails were not in one 

fishing plane due to loose fitting of fish plate. 

Primary Responsible: Sri. Ashok Narayan. TMTR/Gang 

No.9/SSE/P.Way/SELU 

Blameworthy: Sri. S.K.Suman, SSE/P.Way/SELU 

 

7. Brief of the Accident (Derailment): On 13.07.2018 at RU yard of 

GTL division, at about 03:10 hrs, movement was given for Loco 

No.14630/WDG3A/GY with 2 milk tankers from coaching yard 2 to 

GTL shunting neck and then to Rd-2. While moving towards 

shunting neck, the point No.186/N was opened forcefully (trail 

through). After detaching 2 milk tankers on Rd-2, again loco 

movement was taken to coaching yard 2. The trailed through point 

No. 186/N was not observed by any concerned staff. While 

moving the Loco from GTL shunting neck to coaching yard 2, loco 

has taken two routes and derailed on point no.186/N 



Cause of the accident: failed to ensure proper setting of point 

No.186/N and backed the loco without observing trailed through 

point. 

Primary Responsible: Sri. K.Guru swamy, Pointsman/RU 

Secondary Responsible:  

1. Sri. C.Muni Raja, LP/Goods/RU 

2. Sri. A. Francis Xavier, Tower Car driver(Tech-III/OHE/RU) 

who failed for normalise the point no. 186/N after tower car 

movement. 

Suggestions and Recommendations:  

1. Manual operated points needs to be converted in to motorised 

points. 

2. For moving Tower car from Tower car shed to section and 

vice-versa, manual points are being operated in coaching yard 

by tower car staff and no pointsman being deputed for 

operating manual points. Sufficient pointsman needs to be 

posted at RU. 

 

8. Brief of the Accident (SPAD): On 13.07.2018 at BLL station of 

GTL division at 04.57 hrs Home signal (S-1) was taken off for Dn 

loop line for RSD goods train. Train arrived on to Dn loop line at 

05:13:17 hrs and passed Dn loop line starter signal No. S-4 at 

danger at 05.13:34 hrs and travelled a distance of 13 meters 

beyond the starter signal.  

Cause of the Accident: due to late application of brakes 

Responsibility:  

Primary:  

1. Sri. Krishna Vinod Gupta, LP/Goods/GY for passing Dn loop 

line starter signal at ‗ON‘ 

2. Sri. Dil Bahadur Meena,, Sr.ALP/GY, for not applying 

emergency brake. 

Secondary: Sri. C.Penchalaiah,CLI/GY – for not counselling LP 

for the past one year even after knowing that LP Sri. Krishna 

Vinod Gupta was involved in SPAD as ALP. 

Matters brought to light: 



1. There are no policy/guidelines for Loco Inspectors to monitor 

LPs in hoth UP & DN directions of the section in which the 

LPs are having LRs. 

Suggestions and Recommendations:  

1. Nominated CLI may be asked to counsel the LPs in both UP & 

DN directions of the section in which the LPs are having LRs. 

2. Loco Pilots with previous record of involving in SPAD and 

other unusuals should be counselled regularly and their 

engineman ship should be monitored on regular basis by both 

officers & Supervisors. Speed chart of those LPs to be 

monitored regularly. 

3. Identified LPs, whose engineman ship is not satisfactory, shall 

be sent for simulation training for improving their driving skills.  

 

9. Brief of the Accident (Derailment): On 17.07.2018 at BZA yard 

of BZA division, while attaching the loco on a stable load of 8 LHB 

coaches towards VSKP end of the LV-2, the last vehicle on the 

other end i.e. leading wheel of the leading trolley towards BZA 

end, derailed. The dragging distance was around 1 m. The 

shunting staff have not ensured the removal of wooden skid from 

the rear coach and attached the loco on the other end. This 

resulted in mounting of the last vehicle last wheel and lead to the 

derailment of the last vehicle by one axle. 

Cause of the accident: failure of the shunting staff in removal of 

the skids in the far end of the rake has lead to the derailment.  

Primary Responsible:  

1. Sri. Ch. Gopa Raju, Shunting Jamedar/BZA 

2. Sri. D.Pratap Kumar, Assist Pointsman/BZA 

Secondary Responsible: NIL 

Blameworthy: Sri. P. Suresh Kumar, LP(shunter)/goods/DSL/BZA, 

who failed to preserve the clues. 

Suggestions and Recommendations:  

1. One round of counselling to all shunting staff in procedures of 

shunting and prevention of derailments during shunting. 



2. One round of counselling to all supervisors on the 

responsibilities regarding preservation of clues quickly and 

avoiding delay in recording joint observations at the time of 

derailment. 

 

10. Brief of the Accident (Trailed through): On 19.07.2018 at MLY 

DLS Shed of HYB division, at about 10:00 hrs, while performing 

movement of DEMU Empty rake from Line No. 4 to Wheel lathe 

line, manually operated point No.107 at MLY ‗A‘ cabin of SC 

division, was trailed through. 

Cause of the accident: After attending the schedule and while 

placing the empty rake, staff failed to ensure proper brake power 

of formation 

Primary Responsible: Sri. Jude, Tech. Gr-II/MLY 

Secondary Responsible: Sri. A.G. Kameshwara Rao, 

JE/Dsl/MLY 

Suggestions and Recommendations:  

1. Point No. 107D may be interlocked. 

2. Sufficient pointsman to be provided since movement of the 

DEMU rakes has been increased. 

3. Separate shunting neck may be provided for the DEMU  

shunting so that traffic disturbances will be avoided. 

 

11. Brief of the Accident (Derailment): On 21.07.2018 at NED 

station of NED division, shunt movement was given for Empty 

Rake consisting of Four coaches and one Loco No.13337WDM-

3A/MLY from sick line on shunt signal No.14 in off condition 

towards PAU end. Shunter stopped the train after clearing the 

shunt signal No.14 and point No.101 at the rear. After 5 minutes 

while backing the formation on hand signals of pointsman towards 

stabling line, front trolley of coach No.SC 99289 nearer to loco 

derailed and R-1 wheel of loco is slightly floating in the air. 

Cause of the Accident: The wrong settings of points might have 

happened as indicated by the site conditions. 

Responsibility:  



Primary:  

1. Sri. Prabhakar Awatade, SSE/Signal/Con./NED for not 

following the Disconnection/Reconnection procedure. 

2. Sri. M.Sunil Kumar for keeping the Panel SM in dark about the 

block timings. 

Matters brought to light: 

1. No joint readings were taken immediately after the derailment. 

2. It is observed that supervisors are grossly ignorant of basic 

laid down procedures to be followed in case of unusual. 

3. Shunt signal 14 was taken to clear off shunt No.39 on 

shunting neck. However, as per the requirement short 

shunting was performed and trail through occurred while 

passing Point No.34B towards PAU end.  

 

12. Brief of the Accident (Derailment): On 02.08.2018 at SC yard of 

SC division, at about 19:30 hrs, DSL shunting light engine 

No.14942/WDG-3A/KZJ derailed on Point No.131 while 

performing rake swapping. Shunt No.55 and 54A were taken off to 

clear of Shunt No.28 towards ART siding. Shunter has passed the 

Shunt No.55 and Shunt No.54A and moved up to 129 track circuit. 

Subsequently the shunter has moved back and cleared 129 track 

circuit. On clearance of 129T, SMR/RRI/SC has taken off Shunt 

No.56 and given movement for light engine to ART siding. This 

movement needs Point No.131 in normal and accordingly it was 

operated to Normal. The shunter has again moved towards ART 

with Point No.131 in normal and all wheels of the loco got derailed 

on Point No. 131. 

Cause of the accident:   Shunting staff did not observe shunt 

signal which was in ON position and did not ensure the setting of 

Point No.131. 

Primary Responsible: Sri. L.Venugopala Rao, Shunter/SC 

Secondary Responsible: Sri. M. Anjaiah Pointsman-A/SC 

Blameworthy: Sri. V.P.Joseph, Sr.Cabin man(working as Shunting 

Jamedar) and Sri.Jeetendra Kumar Bhagat, Dy.SS/RRI Co-

ordinator. 



Suggestions and Recommendations:  

1. Whenever shunting is performed with verbal instructions, 

voice logger recording of walkie talkie conversation should be 

done. 

2. Recommended for removal of manually operated non 

interlocked points after the shunt signal in its path of 

movement. 

 

13. Brief of the Accident (SPAD): On 10.08.2018 at CGI station of 

GTL division at 07.05 hrs, Home signal (S-1) was taken off for 

main line for 57478 passenger. Train arrived on to main line at 

07:14 hrs and passed main line starter signal No. 18 at danger at 

07.15 hrs and travelled a distance of 15.17 meters beyond the 

starter signal.  

Cause of the Accident: due to late application of brakes 

Responsibility:  

Primary:  

1. Sri. D. Ramireddy, LP/Passenger/DMM for passing starter 

signal at ‗ON‘ 

2. Sri. Avinash kumar, ALP/DMM for not applying emergency 

brake. 

Secondary: Sri. A.G.Sripathi. CLI/GY – for not counselling LP 

since he involved in similar case at KLU station in 2012. 

Matters brought to light: 

1. Loco Pilot was in continuous medication after long sick. 

2. There is no proper monitoring of ministerial staff who are 

dealing with VR application of safety category staff. There is 

no proper securing and up keeping of service records 

Suggestions and Recommendations:  

1. All the LP & ALPs should be counseled about the fact that 

starters can be at different locations and not in parallel to 

each other.  

2. Loco Pilots with previous record of involving in SPAD and 

other unusuals should be counseled regularly and his 

engineman ship should be monitored on regular basis by 



both officers & Supervisors. Speed chart of those LPs to be 

monitored regularly.  

3. Necessary action to be taken for storage & easy retrieval of 

Service Records.  

4. Running staff who are under continuous medication should 

be monitored by in-charge CLI regarding their health 

conditions and report to CCC to take necessary action.  

5. The working hours of T.No.57478 is exceeding 10.00 hrs at 

times due to enroute detention from DMM-PAK. Hence, it 

should be planned to avoid detention of passenger enroute 

by SCOR & the Power Controller and Crew Controller shall 

plan to reduce working hours of Crew in co-ordination with 

Section controllers and relief may be arranged to Crew 

enroute in case of exceeding duty hours. The same may be 

followed for all the crew links also which are exceeding 

08.00 hrs.  

6. ALP also to be included in JPO to conduct Brake Continuity 

Test by opening emergency brakes (D1/RS) and ensure 

brake power continuity with Guard, by which ALPs will get 

habituated in applying emergency brakes and that will also 

ensure proper working of (D1/RS) valve.  

 

14. Brief of the Accident (Derailment): On 13.08.2018 at about 

11:20 hrs, UPKSN COAL was despatched from YDLP to RTPS 

and while passing point No.1/RTPS, 26th from train engine ECR 

BOXNMI 12100433855 leading trolley leading wheel one pair of 

wheel derailed outside of the track point No.1 on switch stopper 

and dragged to the distance of 265 meters from point of drop.  

Cause of the Accident: due to tight gauge (-)15mm in the rear of 

point of drop @ +1 station (3mm rear) 

Responsibility: RTPS engineering department. 

Suggestions and Recommendations:  

1. Engineering department of RTPS should follow the safety 

norms in day to day maintenance. 



2. Engineering staff of RTPS should be given suitable training for 

track maintenance. 

 

15. Brief of the Accident (SPAD): On 14.08.2018 at BTTR station of 

BZA division at about 02:12 hrs, Train No. 15629 TBM-GHY Exp. 

was blocked. At 02.15 hrs, Home signal was taken off for Road-7 

i.e. caution aspect due to CHZ/BTPN goods clearance. Train No. 

15629 passed Down Main line starter No. S-41 at ‗ON‘ position at 

BTTR station at 02.21 hrs at a speed of 46 kmph and stopped 

after a distance of 936 meters from starter signal. 

Cause of the Accident: due to neither LP applied brakes in time 

nor ALP opened RS Emergency brake in time. 

Responsibility:  

Primary: 1. Sri. Pankaj Kumar, LP/Mail/MAS 2. Sri. D.Naresh, 

Sr.ALP/MAS. 

Blameworthy: Sri. J. Gopinath, Sr.Pass.Guard/MAS. 

Matters brought to light: The superfast train crew mind concept 

is very sticky that their train is superior train and has no halts from 

starting point to crew changing point and their train will be given  

priority . With the present mind set up, the crew is approaching 

and clearing signals at higher speed without ensuring adequate 

margin required for braking distance and thereby failing to stop in 

rear of Danger signal. 

Suggestions and Recommendations:  

1. To eradicate the present mind of the super fast train crew that 

their train has no halts and will be taken through on top 

priority, the concept of test stops may be introduced and 

inculcated among the running staff so that their alertness and 

prompt action will be tested on line at any time. 

2. It appears that the exchange of all right signals by the Guard 

with LP is being done for TSR. only, Exchange of all right 

signal must be for all caution orders i.e PSR and TSRs. 

3. The communication between LP and ALP is to be ensured 

especially while approaching signals and during negotiation of 



caution orders. The LIs must counsel the LPs and ALPs on 

these aspects. 

 

16. Brief of the Accident (SPAD): On 24.08.2018 at about 06:50 hrs, 

Train No. BTBR passed Up loop line starter No. S-4 at ‗ON‘ 

position at Anaparti (APT) station of BZA division at a speed of 7 

kmph and Loco and front trolley of wagon next to TE, derailed in 

open trap point No.18, The train stopped at a distance of 43 

meters from starter signal.. 

Cause of the Accident: 

Responsibility:  

Primary: 

1. Sri. G.S.N.Murthy, LP/Goods/RJY 

2. Sri. K. Ramesh Kumar, Sr.ALP/RJY. 

Blameworthy: Sri. KVVV Srinivasa Rao, SS/APT for not relaying 

proper information to BZA Control about derailment and its 

infringement. 

 

17. Brief of the Accident (Derailment): On 30.08.2018 at about 

16:00 hrs, Train No.ANG/BAP goods with 57 BCNHL + 1 

BVZI(59/5496T) arrived MQR station of SC division from UTCM 

siding. Diesel Engine No 70048 & 12791 WDG-4/KZJ were 

attached to this train. This train started from Road -5 at 20.15 hrs 

and while it was proceeding on to Up Main line, 5 wagons i.e 3rd 

to 7th from engine  derailed at KM 24/1-23/27 at about 20.20 hrs 

on Up main line.  

Cause of the Accident: due to un even loading. 

Responsibility:  

Primary: UTCM/MQR 

Secondary: Sri. Sk. Khayyum Basha , Sr.Commercial 

clerk/UTCM/MQR for not ensuring even loading. 

Suggestions and Recommendations:  

1. Regular checks to be conducted by Commercial 

Inspectors/Supervisors at loading points whether loading 

pattern is being followed as per instructions issued by RDSO. 



2. All commercial clerks/supervisors posted at loading points 

should ensure loading pattern. 

18. Brief of the Accident (Derailment): On 04.09.2018, Empty 

DEMU rake from KCG arrived MLY on Goods line at 22.30hrs. 

Dy.SS/MLY permitted shunt movement of the empty DEMU rake 

with Disel triple engines at 22.45hrs. While backing DEMU rake 

passed shunt signal NJo.18 in ‗OFF‘ aspect and passed Shunt 

signal No.41 at ‗ON‘. 

Cause of the accident: Guard failed to observe the aspect of 

shunt signal and advised LP to push back. 

Responsible: Sri. A. Sripal Rao, Guard/KCG 

Matters brought to light: 

1. The crew of HYB division are aware of their movement in the 

MLY yard, they have no insisted for written instructions of 

movements to Diesel Shed/MLY. 

2. In this case, Dy.SS/yard/MLY not given instructions in writing 

to the Crew of HYB division for the train Movement to Diesel 

Shed MLY since not being insisted by the crew for the same. 

3. In this case, after the incident the train was moved back 

without confirming about the position of points and signals by 

crew of the train. 

Suggestions and Recommendations:  

It should be ensured that the Staff, LP/ALP & Guard pertaining to 

HUB division are having sufficient Road Learning of MLY yard 

especially entry to Diesel Shed. 

 

19. Brief of the Accident (Derailment): On 14.09.2018 at BZA yard 

of BZA division, while moving Loco No.22322/WAP-4/LGD from 

West inter cabin to RRI/BZA, after passing shunt signal Nos. 36, 

39 and 78 in its favour and Loco has to stop at shunt signal No. 

75 which is at ‗ON‘. But shunter passed shunt signal No.75 at 

‗ON‘ positing resulting in the derailment of wheel Nos. 1, 2, 3, 4 & 

5 of leading trolley cab-1 of the Loco in Trap No. 182 B at about 

08.30 hrs.  



Cause of the accident: LP/Shunter failed to apply either SA-9 or 

A-9 in time from a safe distance, to stop the locomotive short of 

shunt signal No. 75 which was at ‗ON‘. 

Primary Responsible: Sri. S.Ramu, LP/Shunter/Gr.II/BZA. 

Matters brought to light: 

4. LP/Shunter not followed the cab changing procedure. 

5. LP/Shunter not conducted loc brake feel test after changing 

the cab. 

 

20. Brief of the Accident (Derailment): On 15.09.2018 at Jangaon 

Goods shed yard of SC division, while moving 21+1 wagons for  

grouping of FKZS/KFCS Goods train from Goods siding line-2, 

three BCN Load wagons(Wagon No.31110541190 BCNL/NWR 

6th from Loco, Wagon No.30018863465 BCNL/CR 7th from Loco, 

Wagon No.30028963773 BCNL/ER 8th from Loco) derailed during 

shunt movement while pulling out from Railway Goods siding line-

2 to Dn line towards SC end before Points  Nos. 101 KL (150 

meters ahead of point) on straight line at 02.25hrs. 

Cause of the accident: foreign material/boulders available near 

7th wagon which was not removed by Pointsman, Guard and Loco 

Pilot while releasing the formation on GL-2 who assumed that the 

foreign material/boulders might not infringe the wheel. 

Primary Responsible: NIL 

Secondary Responsible: Sri.D.Rajendar,PM/ZN, Sri.MD. 

Janimiya,LP/SNF & SK.Arya, Guard/SNF  

Matters brought to light: 

1. Unauthorised person staying in and around Goods shed. 

2. There is no proper lighting arrangement in Goods shed area. 

3. Pointsman had used only single wedge for securing. 

4. Dy.SS/ZN failed to inform the incident details properly to 

control office. 

Suggestions and Recommendations:  

1. Proper lighting arrangement in Goods shed area to be 

provided. 



2. Compound wall to be constructed around the Goods shed 

area to avoid trespassing. 

3. FCI authorities to be instructed to advise all hamalies/truck 

drivers not to use boulders in Goods shed area. 

4. All the yards including station sidings where loading and 

unloading is done regularly or once in a month shall be 

checked thoroughly availability of ballast, track condition etc., 

5. All commercial supervisors where loading and unloading 

activity is taking place shall thoroughly check the presence of 

stones, unused bags, tarpaulin etc., and shall bring it to the 

notice of concerned loading party for immediate attention. 

 

21. Brief of the Accident (Derailment): On 17.09.2018 at FCI 

siding/SNF of SC division, during loading process of UP SFCG, 2-

BCNAM1 wagon Nos SC/30099681095 & SC/30099563582 rolled 

and derailed on Trap Point No. 104 at 13.10hrs. 

Cause of the accident: For carrying out loose hand shunting 

Primary Responsible: FCI authorities of SNF 

 

 

***



 

 
 

1. What is ―Mission Satyanishtha‖ 
2. Which part facilitates for fixing of any design of DV o 

Coach/Wagon. 
3. Alarm signal device should get operated by applying a force of 
4. Cold weather patrolling shall be introduced when rail temperature 

is 
5. Joggler fish plate with clamps or two   bolts on good AT welds 

shall be provided on   
6. Track circuit pickup values kept on Q style relay terminals not 

more than _____ % of PU value. 
7. Universal Point machine type of locking arrangement. 
8. What is ‗NINFRIS‘ 
9. In 3 phase loco, SS-17 belongs to __________ sub system. 
10. To perform shunting with 3 phase loco keep _____switch in 

___position. 
KEY 

 
1. It is a programme organized by Indian Railway on ethics in Public 

Governance. 
2. Common Pipe Bracket(CPB) 
3. Applying a pulling force of 6.4 to 10 kg. 
4. Less than Td - 300C. 
5. Curves 3o or sharper. 
6. 300 
7. Rotary type. 
8. New Innovative Non Fare Revenue Ideas Scheme 
9. Processor FLG-1 
10. 160, zero 

             **** 

Section “F”  
Test Your Knowledge 



 
 

 
 
 
Sub: Safety drive on double locking arrangement in Block 
Instruments.. 
 
Sealing and double lock arrangement (one of SM and other S&T 
staff) is provided in the  Block Instruments. Locks are opened with 
two different individual keys.  Key of one lock is provided with Station 
Master and the key of other lock is provided with S&T staff. This 
arrangement is made so that without the consent of either party 
(Station Master or Signal Maintainer), the Block Instrument cannot be 
opened.  During CRS/SCC inspection of electrification works between 
SRPM-TMLU section of GNT division,  it was noticed that Block 
Instrument was opened with a single (same) key (both locks of SM 
and S&T) which is against the spirit of double lock arrangement. In 
this connection Divisions are advised to launch a safety drive from 
13.08.2018 to 27.08.2018 covering all stations of Division. This drive 
shall include Operating, S&T and Safety supervisors & officers. The 
safety drive should cover the following aspects:. 
 

S.No
. 

Subject/topic Number of 
checks/ 
inspection
s/campaig
ns 

Details of 
shortfalls/irregul
arities noticed 
and action taken 
for the 
rectification 

   1 
Ensure that double lock 
arrangement is provided on the 
back side of the block instrument 

  

2 

Ensure that both the locks can be 
opened with different individual 
keys provided with Station Master 
and Signal Maintainer 
respectively. 

  

Section “G”  

Safety drives launched 



3 
Ensure that double lock cannot be 
opened with the a single key 
provided with either  Station 
Master or Signal Maintainer. 

  

4 
Ensure that before opening block 
instrument all entries are made in 
the Block Instrument Key 
Register. 

  

5 
Ensure that before opening block 
instrument, block section is free. 

  

6 

Ensure that for opening/closing 
the Block Instrument, 
Disconnection/Re-connection 
notice is issued. 

  

7 

Ensure that whenever block 

instrument is opened and  tested,  

entries are made in  the TSR 

before handing over to SM. 

  

  

After the completion of Drive, an action taken report highlighting 
details of abnormalities found and systemic corrections effected & 
suggestions be furnished by 31.08.2018..                                                                                                                                                                                                 

 
In addition to above the following drives given in the calendar are 
launched 

July 2018 – Monsoon precautions 

August 2018 – Stabling and securing 

September 2018 – Exchange of all-right signals



 

 
 
 
 
 
 There are no consequential train accidents and 35 other than 

consequential accidents on this Railway when compared to 2 and 
15 respectively in the previous financial year for the same period 
i.e., April to September. 

 During this quarter i.e. July – September, there are no 
consequential accident and 22 other than consequential accidents. 

 During the month of July, there were one SPAD case, 7 yard 
derailments and 3 miscellaneous cases.  

 For the month of August, there were two SPAD cases two other 
derailments and 3 yard derailments.  

 For the month of September, there were 3 yard derailments and 
one miscellaneous case. 

 In regard to the safety performance of Divisions, accidents / 
unusual incidences in SC-6,  BZA – 6,  GTL – 6,  HYB – 2, NED – 
2, GNT – nil,. 

 

**** 

 

                                          

 

Section “H”  
Accident Statistics  


