Rail Accident Investigation Branch

After it’s hit the fan....

Network Rail Track Maintenance Engineering Conference
22 May 2025

Simon Kay, Inspector, Rail Accident Investigation Branch
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RAIB and legal background
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The Ladbroke Grove Rail Inquiry
Part | Report

Rail Accident Investigation Branch
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We investigate and publish www.raib.gov.uk
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Track worker near miss at Chiltern Green,

between Harpenden and Luton Fail Acoaent. Fwestiget on Branch
23 April 2024

Derallment of a passenger train at Grange-over-
Sands, Cumbria
22 March 2024

Report U2/2025
Janusry 2025

Independent report

Urgent Safety Advice 01/2024:
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We do not get involved with....

= Blame

- Liabilit
aniy Safety lessons only

= Prosecutions
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RAIB legal background — incidents/accidents types

= Seriousness — death, injury or extensive loss

= Near misses

» Where safety lessons can be learnt e
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Scope - Tramways
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RAIB operational areas / facilities

Farnborough
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RAIB people

Chief Inspector

Deputy Chief Inspector

4 Principal Inspectors

20 Inspectors

16 Support staff



(=)

RAIB people

Human Foctors
Awareness Course for

Incident Investigaton

OFFICE OF
RAILAND ROAD

| Health & Safety
Executive :
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RAIB withess statements

Relevant
evidence
Is shared '.

RAIB withess
statements wiill
not be shared

NetworkRail
——y

Duty holders

OFFICE OF -
RAILAND ROAD

Enforcement of
safety legislation

Asset owners
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RAIB investigation approach

What? When? Where? Who? How? Why?

= |dentify the cause —> causal factors
= Consequence - what was the outcome?

= What are the safety lessons? — Recommendations
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Why things sometimes hit the fan
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The Swiss Cheese Model (James Reason)

event Unsafe acts

and inactions

Culture
(Organisational)

accident

Environment

Supervision

‘Underlying factors’ Defences fail
e.g. management/organisational arrangements

‘Observations’ — not related to cause, but have safety learning
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Underpinned by evidence
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Evidence
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Discounting cause from other parts of the system

Pnaumatic seal
control value

(DLS)

/ Door lock switch

Out-of-service
lock




command
and control




Photography, video and measurement
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A common question asked...

When can we have our railway back?
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A better question to ask...

How can we assist RAIB to get its evidence
so we can have our railway back?
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Data sources — on site
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Data sources — off site
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Documents and records
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y RAIB witness
statements will

Witnesses: = ey
= Eyewitnesses — those present at the scene
= may have been involved and/or affected by the event

= Others - who can shed light on the background to the factors
that led to the accident

The injured and those bereaved
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What we do with all this evidence
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Event timelines

Reference

Train position at time of incident
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Causal analysis process
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Analysis techniques - examination
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Analysis techniques — modelling
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Analysis techniques — modelling
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Analysis techniques — simulation
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Analysis techniques — reconstruction / testing
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Analysis techniques — reconstruction / testing
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...but there’s still plenty to investigate
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Further examination and analysis
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Consequence

Train overspoeding at Spital Junction
Peterborough
17 April 2022

P440 signal z—= ] \ P474 signal P486 signal
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A simple equation....

near miss = near hit
H

&
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A near hit

| 10 metres

| Hi <

o S

< 2 seconds
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Incident factors

Assessment of risk

Training /
competence

Behavi'our
Attitude =

Adherence
to rules

Audit / éompliance
and monitoring
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What's on the horizon?
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Independent report
Urgent Safety Advice 01/2024:

Derailment on bridges with longitudinal
timber systems

Published 24 October 2024
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