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About 10:45 a.m. on dJuly 23, 1984, National Railroad Passenger Corporation
{(Amtrak) trains Nos. 151 and 168 collided head-on on Amtrak's Hell Gate Line in the
Astoria section of Queens, New York, New York. Train No. 151 was being operated by
train order authority westbound on the No. 2 main track between Market Interlocking and
the east end of Gate Interlocking. Train No. 168 was supposed to have been stopped and
held at the home signal on the No. 2 track at the west end of Gate Interlocking for the
arrival of train No. 151. However, train No. 168 did not stop at the home signal but
continued past Gate Interlocking. The two trains collided about 1.1 miles east of Gate
Interlocking. One passenger was killed; 129 passengers, 8 Amtrak operating
erewmembers, and 3 Amirak service attendants were injured. Property damage was
estimated by Amtrak to have been $3,199,000. 1/

The postaceident tests of the signal facilities aft GATE and the remote control panel
at F Tower did not reveal any diserepancies in the signal system. Postaccident
observations by Amtrak and Federal signal inspectors and the device applied to monitor
the interlocking functions associated with signal 2E at GATE did not disclose any
malfunctions. The inspection of the interlocking appurtenances at GATE by a signal
maintainer about 20 minutes after the accident indicated that track blocks had been
applied on the No. 2 track east and west and the No. 1 track east. The track bloek on the
No. 2 track west was not required, but the F Tower operator apparently had applied it in
error and had not removed it. The eastbound home signal 2E was at stop, non-fleeted, and
the two crossovers were aligned for a straight main track movement through GATE. It
should be noted, however, that signal 2E at GATE was designed so that if train No. 168
had passed it while it was displaying a proceed aspect, the signal should have changed to
stop. Moreover, because of the location of the collision of trains Nos. 151 and 168,
signal 2E would not have changed to proceed after train No. 168 passed even if the signal
had been in the fileet mode. There was no way to determine conclusively from the
positions of the control buttons or from the signal equipment at the interloeking whether
signal 2E at GATE was at stop or proceed before the passage of train No. 168.

1/ For more detailed information, read Railroad Accident Report--"Head-on Collision of
National Railroad Passenger Corporation (Amtrak) Passenger Trains Nos. 151 and 168
Astoria, Queens, New York, New York, July 23, 1984" (NTSB/RAR-85/08).
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In contradiction to the report of the F Tower signal maintainer concefning the f_'ieet -
non-fleet mode of the signals at GATE he had observed when he was about the tower, the -

F Tower operator said that on the day shift he normally did not fleet the signals at GATE o

because of the potential for traek work during daylight hours. The F Tower operator .
testified that he performed the duties of his job on July 23 as required by the operating

rules and established procedures. He responded to the train dispatcher's directions and ;
supplied the dispatcher with the appropriate information. Also, he responded properly to.

the manual bloek rules requirements in con]unetlon with the operator at MARKET. 'His

responses or performance of his duties in removing the No. 1 track from service and
preparing to operate train No. 151 westbound on the No. 2 track between MARKET and - .

GATE were appropriate. However, the operator's application of a Panel Bloeking Device -

(PBD) on the No. 2 track west was a redundant move which had no bearing on the events. - .
that followed. The faet that initially he made an error in applying the eritical PBD and
had to be corrected should have impressed on his mind the correet procedure to apply a;-'- v

PBD on the No. 2 track east.

Crossing train No. 151 back to the No.1 track at GATE was the only move the

operator could have made without further authority from the train dispatecher. By
precedent, the operator had some basis for the manner in which he planned to handle the. .
movement of train No. 151. The practice of an operator cheeking with the dispateher in - -
such a situation had been accepted by the dispatchers. Before June 28, the operation of -

trains against the current of traffic usually had been made between MARKET and Harold.

The operating rules do not specify exactly when the route will be aligned and the signal . =
cleared to permit the passage of a train. Based on his testimony, the Safety Board -

believes that the operator was not sure of the applicable rules and procedures in this case..

The Safety Board believes also that the operator should have expected new operating"__'_""

procedures to be developed and be required after GATE was placed into service. Since

the return of train No. 151 to the No. 1 track at GATE was provided for in the operatmo'_ .

rules, he should have made the move on his own initiative.

In view of the issuance of the July 9, 1984, memorandum by the Division Operator to ' i

clarify moves in the acecident area, apparently other operators had expressed eonfusion.
concerning jurisdictional control of tracks between Harold and GATE, GATE and
MARKET, and Harold and MARKET. The GATE remote control unit and the responsibility
for operating Gate Interlocking was new to all the operators at F Tower. However, only

the 7 a.m. to 3 p.m. operator represented to Safety Board investigators that he was =

uncomfortable with the operation and having responsibility for Gate Interlocking. The

gvailable evidence indicates that the F Tower operator responded to the operating rules - :

and procedures as he was required under the operating eireumstances, even though he had o
appesared to be uncertain about the applicable manual bloek rules. _

In its report involving a head-on collision at Bristol, Pennsylvama, on o
March 29, 1982, 2/ the Safety Board addressed the problem of employees who were able

to pass an operating rules examination with a qualifying grade, but who appeared to lack’

an understanding of the application of the rules. As a result of its mvest1gation, the-}_-’ '_

Safety Board recommended on September 21, 1982, that Amtrak:

2/ Railroad Accident Report--"Head-on Collision of Amtrak Trains Extra 769 East and.' o
No. 195, Bristol, Pennsylvania, March 29, 1982" (NTSB-RAR-82-05). T
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Review Amirak's current method of condueting operating rules
examinations and review classes to determine if it is adequate to permit
employees to demonstrate that they not only know the wording of the

rules, but that they understand how the rules are to be gpplied under
actual conditions. If these objectives are not being achieved, restructure
the operating rules classes to accomplish this goal. (R-82-95)

On March 31, 1985, Amtrak responded that it was reviewing its methods of
instruction and the content and frequency of operating rules eclasses. Amtrak also
indicated that it was providing a comprehensive training program for all train and engine
personnel which included the application of operating rules to actual situations. The
Safety Board has classified Safety Recommendation R-82-95 as "Closed--Acceptable
Action."

The Safety Board is concerned that there still appears to be a lack of understanding
of the application of operating rules by some employees even though they obtained a high
or, in this case, a perfect score on the operating rules test and believes that the problem
should be studied industry wide. In its report of a rear-end collision between two Conrail
trains near Saltsburg, Pennsylvania, on February 26, 1984, 3/ the Safety Board again
discussed the fact that crewmembers, who had received satisfactory passing grades on
their operating rules examination, did not understand the rules fully on their application.
The Board found similar deficiencies in the training of a train dispateher in its report of
the investigation of a head-on collision at Motley, Minnesota. 4/ The Safety Board
believes that rules eclasses and examinations must be structured so that employees will
understand the rules and how to apply them rather than simply parroting them. In the
interim until industry wide action is taken, the Safety Board urges Amtrak to seek further
improvements in its system of rules instruetion to require class attendees to demonstrate
their knowledge of applying the proper operating rule.

The crowded radio channel used by Amtrak in the New York area results in frequent
problems by interruptions of transmissions. The problem on July 23 was exacerbated by
the limited power of the portable transceivers in the New York area. The distress calls
from train No. 151 were interfered with by "business as usual” transmissions conducted on
nurmerous transceivers, and clearing the channel for emergency calls was difficult.

The Safety Board is aware that Amtrak has worked with the Association of
American Railroads (AAR) in an attempt to obtain an exelusive channel for its use in the
Northeast Corridor, and that reallocation of ehannels with other rail carriers could not be
accomplished., However, the Safety Board believes that in the interest of safe Amtrak

operations in the New York area, the AAR should address vigorously the problem of
making a radio ehannel available for Amtrak's exclusive use in the New York area.

Therefore, as a result of its investigation, the National Transportation Safety Board
recommends that the Association of American Railroads:

3/ Reilroad Accident Report--"Rear-end Collision between Conrail Trains OIPI-6 and
ENPI-6X, near Saltsburg, Pennsylvania, February 26, 1984" (NTSB/RAR~85/02),

4/ Railroad Accident Report--"Head-on Collision of Burlington Northern Railroad
Freight Trains Extra 6760 West and Extra 7807 East, Near Motley, Minnesota, June 14,
1984 {(NTSB/RAR~85/06).
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Review member railroads' current methods of eonducting operating rules
classes and administering tests for deficiencies and develop model
instruction and testing procedures that will require employees to _
demonstrate that they not only know the wording of the operating rules : S
but that they understand how the rules are to be applied both in normal =~
and emergency operating conditions. Disseminate the model program fo

member railroads and encourage them to adopt the program. (Class II,

Priority Action) (R-85-84) e

Alocate to the National Railroad Passenger Corporation an éxcllli'si\iefl_ _.j-::'
radio ehannel for its operational use in the New York area. (Class I, .. =
Priority Action) (R~85-85) . o

BURNETT, Chairman, GOLDMAN, Vice Chairman, and BURSLEY, Member,
coneurred in these recommendations. : S
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Jim Burnett
Chairman f'




