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Floodwater

exceeded capacity |~

of drainage
system

Track was
overtopped &
ballast eroded

The driver did not
see the hazard
early enough

Unaware, staff
authorised driver
to proceed under
signal indication
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For illustrative purposes only. Not for further analysis
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Operations staff did not
proactively monitor weather

reports to determine
potential hazards

Floodwater
exceeded capacity |~
of drainage

Track was
overtopped &
ballast eroded

Change management
processes did not assess
the unique environmental

monitoring system - sensor
and CCTV unservicable

Procedures for
response to alarms
did not ensure
operations staff
were alerted

Unaware, staff
authorised driver }

system

The driver did not
see the hazard

early enough

to proceed under

: e o ‘Shift coordinator’ did
signal indication

not believe their role to
Train monitor flood-related

derails, alarms
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Survivability

Emergency exit pathway through a side
window was Inadeqguate to ensure a prompt
and limited access by emergency services.
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Findings - other safety factors

The monitoring station rainfall sensor and CCTV were
unserviceable at the time of the derailment.

The Rail Infrastructure Manager did not have an effective
means to ensure that Network Control Centre was aware that
Sensors were unserviceable.
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Actions taken
The infrastructure manager has since implemented:

— enhanced alarm notification systems,

— upgraded training programs,

— Improved equipment serviceability protocols, and

— strengthened operational procedures to manage
adverse weather events.

The operator has developed an access and egress

compliance strategy
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Safety Message

Importance of serviceable monitoring equipment and for
network operations personnel to be alerted to any
hazardous conditions.

Training for personnel must ensure they can effectively
identify and assess conditions affecting network during
weather events

Importance of systems to address evacuation hazards
following a derailment and rollover — in particular for

driver-only and remote locations
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