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Y our Excdlency,

| was appointed by Letters Patent issued on 9 December 1999, and varied by Letters
Patent issued on 14 April 2000, 23 August 2000, 13 December 2000 and 27 February
2001, under the authority of the Specid Commissions of Inquiry Act 1983 to inquire into
and report to Y our Excdlency on the following matters:

1.  The causes of the rallway accident at Glenbrook on 2 December 1999 and the
factors which contributed to it;

2. The adequacy of risk management procedures applicable to the circumstances
of the raillway accident; and

3.  Any safety improvements to ral operations (including any relevant structurd
changes) which the Commissioner consders necessty as a result of his
findings under matters 1 and 2 and as a result of consideration of the reports

of the rall sdfety invedigations and any coronid report into ralway accidents

at:

Redfern on 6 April 2000

Hornsby on 9 July 1999 and 11 January 2000

Olympic Park on 2 September 1999 and 14 November 1999
Waverton on 20 December 1999

Kerrabee on 18 August 1998 and

Bell on 15 October 1998.

By the said Letters Patent it was declared that sections 22, 23 and 24 shdl gpply to and in
respect of the Specid Commission the subject of Y our Excellency’ s L etters Patent.
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The Letters Patent, as so varied, stated “AND OUR further will and pleasure is that you
do deiver any interim reports and your find report in writing of the results of your
inquiry as expeditioudy as possble, but in any case on or before 11 April 2001, to the
office of Our Governor in Sydney”.

| present my final report for Y our Excellency’s congderation.

Y ours fathfully,

s

The Honourable Mr Acting Justice Peter Aloysius Mclnerney






Chapter 1
Chapter 2
Chapter 3
Chapter 4
Chapter 5
Chapter 6
Chapter 7
Chapter 8

Chapter 9

TABLE OF CONTENTS

Introduction

The Two Interim Reports

Management of Rall Safety

Safety Culture

The Adequacy of Risk Management at Glenbrook
The Eight Other Accidents

Specific Rail Safety 1ssues

The Structure of Rail Safety Management

Recommendations

18

39

78

115

160

179






1. I ntroduction

The Glenbrook rail accident occurred on 2 December 1999 a 8:22 am. Seven passengers
in the front compartment of the firs cariage of the inter urban train were killed and 51
passengers were transported to hospital with injuries.  Many other passengers sustained
injuries which did not require ther immediate hospitdisation but which have caused
dgnificant physcd or mentd imparment to them. On the same day | was flown by
helicopter to the scene of the accident where | viewed the two trains in the collison

position.

The Glenbrook rail accident was the most serious rail accident in New South Wales since
6 May 1990 when an inter urban train collided with a specia steam train on the Cowan
embankment near the Hawkesbury River north of Sydney in which six persons were
killed and 100 passengers injured. The most serious rall accident prior to that occurred
on 18 January 1977 a Granville when an eght car passenger train derailled and collided
with the Bold Street bridge, causing the bridge to fal on the third and fourth carriages of
that tran resulting in the desths of 83 passengers with injuries to a further 213

passengers.

The urgency with which the inquiry into the Glenbrook ral accident needed to be
commenced was increased by the fact that in the period of gpproximatey two years
before the accident there had been a number of ral accidents involving derallments of
trains or the deaths of trackside workers and Sydney had been chosen as the venue for the
2000 Olympic Games. The safety and rdiability of the ral network was critica to the
success of the Olympic Games.

The Glenbrook rall accident was a matter of intense public interest for these reasons and
because the CityRall network carried approximately 900,000 passengers per week day,
each of whom had an interest in the safety and religbility of the rail network.

On 9 December 1999 Letters Patent were issued appointing me as a Commissoner under
the Specid Commissons of Inquiry Act 1983 and on 10 December 1999, by Instrument
of Appointment under the hand of the Attorney Genera, Christopher Thomas Bary QC
and David Cowan were gppointed as Counsd Asssting.

For the reasons dtated above it was necessary to proceed with the inquiry with the utmost
expedition. This involved obtaning a suitable hearing room and equipping it with
fecilities to accommodate the large number of parties who would be seeking leave to
appear and with the technologica equipment to produce and retain eectronic copies of
redl time and historical transcript, the exhibits and documentary materials.

| wish again to acknowledge the assstance of the Chief Justice who made Court 10A
avalable and the work done by Ms Janine Taggat of the Supreme Court daff in
providing that court room with the equipment and facilities necessary for it to be operated
as an information technology court room able to hold eectronic copies of the large
volume of exhibits tendered in evidence and the transcript. | aso wish to acknowledge
the assgance of Mr William Grant, Deputy Director Genera of the Attorney Generd’s
Depatment who willingly undertook the co-ordingion and organisation of the



adminidrative and funding arrangements that needed to be put in place for the Specid
Commission of Inquiry.

Because of the public interest in the inquiry the media were encouraged to attend and a
room with its own tdevison monitor and live transmisson from the hearing room was
established for the assstance of media representatives attending the hearings. | wish to
acknowledge the assstance in liaison with media representatives that was provided by the
Supreme Court public information officer, Ms Kimberley Ashbee.

It was necessary not only for a hearing room to be obtained and equipped but for the
Specid Commisson of Inquiry to establish an office and a daff and for me to be
provided with persond staff to enable the work of the inquiry to commence.

Following directions hearings on 22 December 1999 and 27 January 2000 | directed that
the hearings would commence on 14 February 2000, a little over eight weeks &fter the
accident.

For reasons of strict economy it was decided not to retain the services of a Secretary to
the inquiry. The difficult and burdensome adminidrative tasks of preparing for the
hearings and obtaining evidence were caried out by the solicitor ingructing Counsd
Assging, Ms Chrigine Johnpulle, Senior Solicitor, from the Crown Solicitor's Office,
who was seconded to the Specid Commisson of Inquiry with assstance and advice from
Counsel Assging. This frequently involved Ms Johnpulle, particularly when the office
of the Specid Commisson of Inquiry was being established, in working for extremdy
long hours, for days at atime, including weekends, and often in her own time.

In the firgd pat of the inquiry, which dedt only with the fird maiter referred to in the
Letters Patent as varied, namedy the causes of the Glenbrook accident and the factors
which contributed to it, 96 witnesses gave evidence and 92 exhibits were tendered.
Except for two days upon which inspections were conducted, and one day dlowed for
counsd for the parties to prepare oral submissons, the Specid Commission of Inquiry sat
continuoudy from 14 February to 19 April 2000.

The public interes in the inquiry and the public concern about the safety of the rall
network led to an interim report deding with the firs matter referred to in the Letters
Petent. That interim report was delivered on 6 June 2000 to the Governor.

On 8 June 2000, directions were given for the future conduct of the inquiry. In order to
formally consder the adequacy of the risk management procedures in force a the time of
the Glenbrook rail accident, | directed each of the rail entities and the Director Genera of
the Depatment of Transport to prepare and ddiver detailed reports relaing to the
procedures that were in place and their respective assessments of the adequacy of those
procedures.

| dso invited each of the rall entities to include proposas that each had for the
improvement of the safety of ral operations, and any other materid which each thought
may assigt in relaion to the second and third matters that | was required to inquire into
and report on by the Letters Patent as varied. At the request of the ral entities |
subsequently extended the time for delivery of those reports, and eventudly each of those
parties complied with the direction for detailed reports deding with those matters. The



reports by the rail entities were each received on 10 July 2000. They were responded to
by the Director Generd of the Department of Transport on 11 August 2000.

Subsequently, | received a letter, dated 16 August 2000, from the Premier, requesting a
second interim report “by 31 October 2000 which would outline any important measures
that may require legidation”.

No public hearings were held between 1 September and 9 October 2000, at the request of
the rail entities who were supported by the Department of Transport, because of the 2000
Olympic Games and the demands they made on ther respective resources. Their
goplication in this regard was not opposed by Senior Counsd for the families of the
deceased and the injured persons.

Following the placement of advertisements and the sending of letters to interested parties,
the public hearings of the Specid Commisson of Inquiry recommenced on 10 October
2000 and continued until 12 October 2000 when | adjourned for the purpose of preparing
the second interim report. These hearings were concerned with the sructure of the
government railways. | later sat on 14 October 2000 to correct an erroneous newspaper
report and 20 October 2000 to take the evidence of Mr David Hill, a former Chief
Executive Officer of the former State Rail Authority.

The second interim report was delivered on 1 November 2000 to the Lieutenant
Governor. The Paliament subsequently enacted the Transport Adminigtration
Amendment (Rail Management) Act 2000.

The public hearings of the Specid Commission of Inquiry recommenced on 8 November
2000 and continued until 13 December 2000 when | adjourned for the purpose of
preparing this find report. At the concluson of the evidence and submissons there were
4,778 pages of transcript and 115 exhibits. A list of the exhibits is contained in Annexure
E to this find report. The materids obtained in the course of oversess invedtigations and
reports by the parties to the inquiry in relation to risk management and the improvement
of the safety of rail operations exceeded 11,000 pages.

As is usud in commissons of inquiry, | left the assembly and presentation of evidence to
Counsd Assgting subject to the direction that any witness who they thought was able to
give rdevant and admissible evidence to the inquiry should be cdled. Every person who
indicated that he or she could give rdevant and admissble evidence was cdled and dl
evidence in the inquiry was received in hearings which were open to the public, including
themedia The inquiry was conducted in that manner from beginning to end.

| gated during the firgt part of the inquiry my concerns from time to time about the lack
of co-operation that | received from the government rall entities to which leave to appear
had been granted. | regretted what appeared to be an unnecessary and overly defensive
tacticad gpproach by the government rail entities given leave to appear. Although | was
critical of what | perceived to be a lack of co-operation my criticiam was not directed to
their lega representatives. To the extent that their ingructions permitted them to do <o, |
wish to record the assstance that | recelved from time to time from the counsd and
solicitors for the dl paties The names of al counsd who appeared, the parties for
whom they appeared, and the solicitors by whom they were instructed are contained in
Annexure B to this find report. The Audrdian Rall, Bus and Tram Indusry Union, New



South Waes Branch (hereafter RBTU), provided condderable assstance, through its
legd representatives, to the inquiry. Both the trade union and Nationa Rail Corporation
Limited made hdpful written submissons in rddion to safety improvements to ral
operations. | wish to acknowledge the contribution made to the Specid Commisson of
Inquiry by that trade union and company, through their respective lega representatives.

| dso wish to acknowledge the contribution made by the Legal Representation Office and
counsd briefed by it. Its primary role was to ensure that the interests of the relatives of
the deceased and injured passengers were represented. It dso made a number of postive
contributions to the Specid Commission of Inquiry.

Having obsarved the way in which the government ral entities participated, or more
accurately, faled to participate, in the first stage of the hearings, it was gpparent to me
that 1 was not going to be able to make any recommendations for improvement to the
safety of ral operations that | was required to make based upon the materid that was
forthcoming from the government rall organisstions. The only concession to the need for
change was that Mr Garling SC for the State Rail Authority (hereafter SRA) conceded
that safeworking unit 245 needed redrafting.  Notwithstanding this, | have not been
provided with any redrafted safeworking unit to meet the percelved deficiencies. The rall
entities seemed to be unlikedy to be able to provide necessary evidentiary materia
rlevant to the recommendations, which the third matter in the letters patent as varied,
required to be made for safety improvements to rail operatiions. Accordingly, it was
essentid if | was to make any recommendations, that | inform mysdf from other sources
asto theway in which the problems | had earlier idertified could be addressed.

For this reason, | sought gpprovd from the Premier to trave, with Counsd Assding,
oversess to obtain materid in reldion to these criticd matters prior to the next stage of
the hearings. | conducted extendve investigations into the structures of rallways and the
ral safety and risk management systems in exigence in the United Kingdom, France and
Norway. Counsd Asssing aso conducted extensve investigations into the sad
dructures and sysems in exigence in the Netherlands, Germany and Canada. All of
these investigations were conducted in June and July 2000. In September 2000 Counsdl
Assding conducted extensve invedigations on behdf of the Specid Commisson of
Inquiry in Queendand, Victoria and South Audrdia  Either with Counsd Assding, or
with the benefit of materids obtaned by them, | was aile to inform mysdf about
interstate and overseas practicesin relaion to rall safety management.

The oversess travel and the extendve meetings which | had were of enormous benefit to
me in conddering the steps which could be undertaken to improve the safety of rall
operaions and in formulating my recommendations. ~ Annexure D identifies dl the
persons with whom meetings were held or who provided information. | acknowledge
gratefully the assstance provided by them.

The oversess invedtigations disclosed a number of important matters relaing to
improving the safety of rall operations. They dso demondrated other notable features.
Other rallways had experienced problems managing the trangtion from integrated rail
networks to networks where train operation and infrastructure ownership were separated.

As gdated in the second interim report this was in order to fulfil the requirements of the
European Union Directive 91/440 which required adl member dates to separate track



ownership from train operations and to alow free and open access to dl cariers of
international freight over the rall networks of the respective daes. In Germany the
redructuring was done on 5 January 1994 when Deutsche Bahn Aktiengesdlschaft
merged the raillways of the former East and West Germany into a new raillway company.
A five year trangtion period was alowed for the reorganisation.

In France a separate infrastructure department was established within the French Nationa
Ralways (SNCF) and the provison of services was divided into five busnesses being
long distance passenger services, regiond passenger services, Paris region passenger
sarvices, freight services and smdl freight consgnment business.

Although Norway was not a member of the European Union tran operation and
infrastructure management and ownership were separaied on 1 December 1996. Train
operation was assigned to Norges Statsbaner BA (NSB) and infrastructure ownership and
management was assigned to Jernbaneverket (JVB).

In the Netherlands, the restructuring of the railway industry involved the establishment of
a holding company with four separate divisons deding with passenger trangportetion,
redl edtate, tran operation and infrastructure ownership.  Traffic control was included in
the infrastructure ownership divison.

The most complicated restructuring in Europe occurred in the United Kingdom as a result
of privatisation in 1993. British Rall was split into 98 different companies including an
infragtructure owner, various tran operaling companies, various dation operating
companies, infrastructure maintenance companies and rolling dock  maintenance
companies.

In Canada, the Trangportation Accident Investigation Safety Board Act 1989 created a
board, now known as the Transportation Safety Board. The legidation and the manner of
the Board's operation has provided me with some assstance in the formulation of the
recommendations in relation to the Rail Accident Investigation Board.

By way of contrast to the approach taken by the New South Wales ral entities, the
intersdate and oversess ral organisaions from whom such information was sought
provided whatever materid was sought or whatever materid they thought might be of
assigance both willingly and openly, and frankly acknowledged the difficulties which
they were experiencing which in many cases were dmilar, if not identicd, to the
problems experienced in New South Waes. Great mutud benefit can be obtained from
greater co-operation and exchange of information and ideas between New South Wales
rail entities and those in other States and overseas. My observation was that each of the
rail organisations in other states and overseas was only too willing to assst and provide
such maerid, including materid rdating to where their practices had been deficient, so
that others may learn from their mistakes. They took the commendable and proper view
that in so doing they shared a common interest in rail safety.

The oversess invedtigations provided a great ded of materia and enabled a perspective to
be formed as to the directions in which ral safety management has been moving. This in
turn has endbled me to form some firm views about the improvements that should be
made within the ral organisations and in reaion to overdl safety management to
improve safety performance on the New South Walesrail network.



The oversess invedigations reveded that public expectations of the safety of rail
operations had sgnificantly increased in overseas countries, as it has done in New South
Wades. This occurred a the same time, or perhgps because of, a significant increase in
the use of ralways. Media publicity surrounding any accident or incidents has increased
the expectation that government will play a greater role in ensuring the safety of the
travelling public.

Inquiries were established in the United Kingdom and in Norway to ded with two serious
rail accidents which occurred on 19 October 1999 and 4 January 2000 respectively. In
the United Kingdom Counsd Assgsing and | met with Lord Cullen, who is conducting
the Ladbroke Grove Rail Inquiry, the assessors gtting with him and Counsd Assgting
him. The Ladbroke Grove Inquiry is required to address many of the safety issues which
it has been necessxry for me to condder. | aso met, with Counsd Asssting, Judge
Vibecke Groth, a member of the Borgarting Court of Apped in Norway, and other
members of a government gppointed Commisson of Inquiry which was examining
gmilar safety issues to the oneswhich | was required to consider.

| am grateful to both these senior and digtinguished judges for making the time avalable
to mest with Counsd Asssing and me to exchange information in relation to the safety
and other problems that they had identified in their respective rail sysems and the means
by which condgderation was being given to the way in which these could be andysed and
addressed.

In the context of overseas assstance | wish to specificdly acknowledge the assistance
provided by Professor James Reason of the Universty of Manchester and Mr Roger
Taylor from Railtrack in the United Kingdom. Ther asssance enabled Counsd
Assging and me to locate and meet with representatives from ral organisaions in
Europe and Canada. The information that they were able to provide enabled me to
compare and contrast the practices that have been adopted and are being adopted in New
South Waes with overseas practices and better formulate the recommendations for
improvement to the safety of rail operations which appear in thisfind report.

Unlike smilar public inquiries into rall accidents which were being conducted whilst |
was conducting this inquiry, | have sa done. This contragts with the inquiry by Lord
Cullen and two assessors into the Ladbroke Grove ral accident and the government
gopointed Commisson of Inquiry being conducted by Judge Vibecke Groth and four
engineers and a sociologist into an accident which occurred near Astain Norway.

Mr Norman Thompson from the Transport Safety Bureau within the New South Wales
Department of Trangport was seconded to the Specid Commisson of Inquiry for its
duration. He has provided invauable assigtance to the Specid Commission of Inquiry in
many diffeeent ways He has provided Counsd Assding with necessary technicd
information to enable them to understand rall operations and, in turn, to inform me of
such matters. He has dso been a profound source of information on matters to do with
safety management. | wish to acknowledge the consderable contribution made by him to
the public benefit which 1 hope will flow from the inquiry and the three reports that the
Speciad Commission of Inquiry has now delivered.



| wish to acknowledge the consderable assstance that | received from dl of the
witnesses who gave evidence. Ther names are recorded in Annexure C to this find

report.

It would be obvious that the marshdling and presentation of the large volume of evidence
which | received could not have been undertaken by Counsd Asssing without the
condderable assdance of the daff of the Specid Commisson of Inquiry. | have
mentioned the solicitor ingructing Counsd Assgting, Ms Chrigine Johnpulle, but | dso
wish to acknowledge the assstance of other solicitors, pardegas and secretaries who
have worked for the Specid Commisson of Inquiry during its duration. Ther names and
the names of the officers of the information technology consultant which has provided
assistance to the inquiry are contained in Annexure A to thisfina report.

The man burden of conducting this difficult inquiry rested on the efforts of Counsd
Assiging, Mr Christopher Barry QC and Mr David Cowan. Their ability to master a
great mass of materid, often of a technica nature, and reduce it to its essentias never
ceased to amaze me. It was dso necessary for them to interview many witnesses, which
was time consuming, and theresfter adduce evidence, which was done with efficiency
and dispatch. Their broad vison as to the direction this inquiry should take was vitdl.
Without their dedicated work, it would not have been possble to compile this find

report.

Findly, 1 wish to acknowledge the assstance provided to me by my associates, Ms Mary
O'Farrdl (from December 1999 to January 2000), Ms Meg Kdly (from January 2000 to
January 2001) and Ms Lauren Kdly (from January 2000 to February 2001), and my
tipstaff, Mr Peter Moon. The demands made upon an associate and a tipstaff during the
conduct of a public inquiry are much greaster than would normadly be imposed upon a
judge' s persond staff and their diligence and assistance is appreciated and acknowledged.



2. The Two Interim Reports

The firg interim report dedt with the causes of the rall accident a Glenbrook on 2
December 1999 and the factors which contributed to it. Following the ddivery of the
firg interim report, | received a letter dated 16 August 2000 from the Premier requesting
a second interim report “by 31 October 2000 which would outline any important
mesasures that may require legidation”. The Premier dated in his letter that this second
interim report would give the Parliament an opportunity to consder the interim report and
its response before the end of the Spring sittings of Parliament in 2000.

To avoid the necessity of repeating in detal the firgt interim report 1 shal summarise the
findings made in the firg interim report.

The accident occurred at 8:22 am on 2 December 1999 when inter urban tran W534
operated by the SRA of New South Waes collided with the rear wagon of the Indian
Pecific. The locomotive and wagons of the latter tran were owned by Nationa Rall
Corporation and Grest Southern Railway respectively. At the time the leading engine of
the Indian Pecific was commencing to draw away from sgnd 40.8, while the rear of the
train was 426 metres further west located in a cutting gpproximately 700 metres east of
Glenbrook rallway dation on the up man line to Sydney. The accident occurred in
daylight hours on afine, clear morning where the grade of track was 1 in 60.

In the section of track where the accident occurred the movement of trains was controlled
by automatic dgnds. This sgnaling was designed using overlagp track circuits so that a
stop sgna woud be displayed until such time as a train had cleared an additiond track
circuit beyond the next sgnd in the direction of travel. A component of a power supply
unit providing eectricity to a tran senang dectronic crcuit faled. As the sensng circuit
was on an overlgp circuit its falure caused both sgnds 40.8 and 41.6 to fal safe in
accordance with their design by displaying a stop or red indication.

The component in the power supply faled between the time the previous inter urban train
passed through the relevant section of track at approximately 8:01 am and the time the
Indian Pecific arrived a sgnad 41.6 located near the eastern end of Glenbrook railway
detion at 8:04 am.

When the Indian Pecific arrived at signd 41.6 the drivers of te train waited a that sgnd
assuming thet it was a sop because the Indian Pacific had caught up with the train in
front. When it did not change, one of the drivers Mr David Willoughby, climbed out of
the cabin and used signa post telephone 41.6 located on the side of the track to contact
the sgndler a Penrith to obtain authority to pass the sgnd a sop. Mr Willoughby had
to go twice to sgnd post telephone 41.6 because, on the first occasion, he found it was
locked. He had never previoudy come across a signd post telephone that had been
locked. He had a key in the cabin of the locomotive to unlock it and it was necessary for
him to return to the locomotive to obtain the key, then return to the signal post telephone
and unlock it, before turning the handle to make contact with the signdler a Penrith. At
that time this was the only authorised means of communication for this purpose between
the Indian Pacific and the sgnaler a Penrith. The process ddlayed the Indian Pecific at
sgnd 41.6 for seven minutes and 14 seconds.



The relevant operationa rule, safeworking unit 245, required a driver who obtained an
authority to pass an automatic 9gnd a stop must proceed with extreme caution. The
driver of the Indian Pecific, having obtained the necessary authority, proceeded with what
he consdered to be extreme caution to the next signd, signd 40.8, taking seven minutes
and 45 seconds.

The fault had affected two consecutive sSgnas reaulting in sgnd 40.8 dso being in the
sop postion. Mr Willoughby sought to use the sgnd post tedephone located a sgnd
40.8 to obtain authority to pass that sgna a stop but was unable to contact the sgndler.
He believed that he “couldn’t get the person’s attention who was on the other end of the
phone’ s0 he replaced the receiver, closed the door on the signa post telephone and
returned to the locomotive. In accordance with the operationd rule, having waited one
minute, the train commenced to proceed to the next Sgndl.

While these events were occurring the headway between the Indian Pacific train and the
following inter urban train had been reduced by the Indian Pacific remaining Sationary at
sgnd 41.6 for seven minutes and 14 seconds and then taking a further seven minutes and
45 secondsto trave to sgna 40.8.

The driver of the inter urban train, Mr Kevin Sinnett, had been forewarned prior to
reaching signal 41.6 by the train controller a Sydney, Mr Michadl Browne, that there had
been asgnd falure a sgnd 41.6 and advised that he should “just trip past it”.

The driver of the inter urban train on ariving a sgnd 41.6 in the stop postion, sought
authority from the sgndler to pass that automatic 9gnd a stop. The language used was
colloquid:

I’'m right to go past it am | mate?
Y eah, mate, you certainly are.

This authorisation, the manner in which it was given, and the ealier conversation with

the train controller led the driver of the inter urban to bdieve that the track ahead was
clear.

The dgndler a Penrith, Mr Damien Mulholland, did not know the location of the Indian
Pecific at the time when he authorised the inter urban train to proceed. He assumed as he
had not heard from the driver of the Indian Pacific and as a consderable amount of time
had elgpsed since the previous communication from the Indian Pecific, that it was clear of
the section of track that the inter urban train was about to enter.

The dgndler a Penrith had no visud means of locating the podtion of thet tran because
the train indicator board in the sgnd box did not cover the area of track controlled by
automatic sgnds.  In the third stage of the hearings, when | was examining sysems of
communications, Mr Franklin Hussey was asked about computerised screens which show
postions of vehicles and dtated “...it is ironic that such a sysem exids in rall operationa
office in Dulwich, a suburb of Addade, and on that screen they would have seen the
position of the Indian Pecific that morning” In other words, the owners of the
locomotive pulling the Indian Pecific could ascertain in Addade the postion of the
Indian Pecific on a screen but the signdler at Penrith could not.



In the belief that the line ahead was clear the driver of the inter urban train proceeded in a
normd fashion past dgnd 41.6 and was traveling a agoproximately 50 kilometres per
hour when he saw the rear wagon of the Indian Pecific train located in the cutting a little
over 100 metres in front of his train. Although he made an emergency brake gpplication,
it was not possible to stop the inter urban train from colliding violently with the rear of
the Indian Pacific train.

The interim report identified 23 matters which caused or contributed to the accident. The
topography of the area where the accident occurred was an obvious contributing factor.
All the remaining 22 causes, however, rdaed to deficiencies in the management of safety
by therail organisationsinvolved. These may be summarised asfollows.

The train indicator board in Penrith sgnd box did not engble the Sgndler to identify the
location of the Indian Pecific a the time tha he authorised the inter urban train to
proceed.

The training and experience of the sgndler a Penrith were defective in severd respects.
These included that:

I He was unaware that consecutive signas could fail safe, to stop, if the fault affected
the overlap section and assumed that the Indian Pacific would not be stopping at the
next sgna but would be proceeding to Penrith and be clear of the area when he
authorised the inter urban train to proceed. He faled to use other means available
to him to check the postion of the Indian Pecific, including use of two-way radio,
contacting trains going in the oppodite direction or teephoning the Sation master a
the next ralway dation, Lapstone, to determine whether the Indian Pecific had
passed through that dation. The obvious method was by trying to contact the
Indian Pacific on the two-way radio. It transpired that the two-way radio would, if
used, have enabled the signdler & Penrith to contact the driver of the Indian Pacific
because the driver of the Indian Pacific and the sgndler had a conversation on the
two-way radio after the accident.

ii. He did not know the procedure for managing consecutive trains through an
automatic section of track when a dgna falure had occurred. This was not only a
deficiency in his traning but it dso reflected the inadequate nature of the
operationd rule that was then in force.

iii.  The language used by the sgndler in his communications with Mr Willoughby and
Mr Snnett was colloguid and imprecises  Following the exchange with Mr
Willoughby it was obvious tha Mr Mulholland thought that the Indian Pecific
would proceed at normal speed to Penrith and be well clear, and on that assumption
he authorised the following inter urban train to proceed. From Mr Willoughby's
perspective he thought that the result of the communication with the sgndler, Mr
Mulholland, was that he would proceed with extreme caution to the next sgnd then
act in accordance with the operationd rules if that sgnd was other than a proceed
or caution. The conversations of the SRA employees demondrated a lack of
claity, a lack of precison and a falure to comply with the communication
protocols in which these men should have been traned and should have been
required to use.
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iv. ~ Mr Mulholland had not been trained to provide the driver of the inter urban train,
Mr Snnett, with dl the relevant information he needed, and in paticular, the
critical information that Mr Mulholland did not know the location of the Indian
Pecific. Had that information been communicated to Mr Sinnett it is probable that
he would have proceeded in a much more cautious manner.

The training of the drivers of both the inter urban train and the Indian Pecific was
deficent. Mr Snnett did not have proper traning in the operation and effect of
safeworking unit 245. This is gpparent from the fact that he did not proceed, as the rule
required, with extreme caution after passing an automatic sgnd a sop. Through no
fault of his, Mr Willoughby had not been trained in the operation of sgnd post
telephones to the extent that he had not been told that the press to ring button was not an
essentiad feature of their operation and that the telephone would work perfectly well even
if that button were missing. The assumption he made was that he would not be able to
contact the dgndler on that dgnd telephone because the press to ring button was
missing, and this led him to abandon those atempts. If he had persevered and made
contact with the dsigndler it may have derted the dgndler to the fact that the Indian
Pecific was in the path of the gpproaching inter urban train, in time for the Penrith
ggndler to stop the latter train and avoid the collison.

The operationd rule, safeworking unit 245, which was designed to guide the employees
involved in managing trans through an automatic section of track following a dgnd
falure was defective in its content and language. It did not ded with the Stuation of two
consecutive trains in a section of track with such a long overlgp circuit and, in addition, it
was confusng and ambiguous. If any of the SRA employees had been properly trained in
the procedure (and | doubt that they were) they did not understand the rule. The
ignorance and confusion about the operaiond rule which manifested themseves a the
time of the accident and during the course of the evidence in the fird stage of the
hearings, demongirated that there were fundamenta defects in the safeworking units as a
primay means of managing the safety of rallway operations and in the way in which
those rules were expressed and taught. This subject matter formed a sgnificant part of
the find dtage of the hearings.

The equipment provided for the communication of safety critical informaion was
antiquated and inadequate. The crew member of the Indian Pecific was required to dight
from his train, cross the tracks, then cal on a sgnd post telephone by turning a handle to
generate a current which would sound a buzzer in the Penrith sgnd box. The deay
occasioned by the need to use Sgnd post telephones was a factor which | identified as
being dgnificant in contributing to this accident. The inter urban tran was fitted with a
Metronet radio which permitted amogt ingant contact with the sgna box. Wha was
ggnificant, however, was tha one tran had dmog ingant communications technology
and the crew of the other train was required to use a sysem of communication with the
ggndler which was cumbersome and time consuming. Ironicdly, the Indian Pacific was
fited with modern communications technology, incduding a sadlite telephone, but
because of the provisons of the safeworking unit the crew was not permitted to use that
technology to contact the Penrith signdler to seek authority to pass an automatic signal at
stop, but had to use the signal post telephone. The combination of the two incompetible
methods of communication meant that the headway, or time between the two trains, was
necessarily reduced.

11



There was a lack of condderation of the safety implications of the actions which were
undertaken and this was probably the single greatest defect in the safety management of
the ral organisaions involved. There is no evidence before me to suggest that employees
were properly trained, or that training was regularly reinforced therefore there was no
undergtanding that the degraded operationd environment arigng from the sgnd falure a
Glenbrook introduced additiona risk to ral operations. Consequently, there was a lack
of awareness among the various raillway personne regarding the care that was required to
be taken in managing trains through the section to ensure tha the risk of collison was
properly controlled. This was even more important given that the man focus during
norma operations was to maintan on time running. Consequently, in the absence of
effective traning and regular reinforcement of the importance of carefully managing a
degraded system to ensure that safety was the highest priority, it was only to be expected
that the operational daff would be motivated by ther norma every day god of ensuring
on time running.

It was this emphasis on on time running which | consider motivated Mr Bowne, the train
controller a West control, to contact Mr Sinnett, the driver of the inter urban train, and
advise him “it's only an auto, s0 judt trip past it.” It was a0 a dedre to keep the inter
urban commuter train running in accordance with its timetable which, to my mind,
influenced Mr Mulhdlland, the Penrith sgndler, to assume that the Indian Pecific was
clear and that he should authorise the inter urban train to pass signa 41.6 even though, at
the time, he did not know where the Indian Pecific train was located. This lack of proper
gopreciation of the safety condderations in an inherently dangerous operdtion was a very
dggnificant contributing factor to the accident. The employees involved were neither
irreponsble nor reckless men. The problem was they had not been traned and no
emphass had ever been placed upon the primary importance of safety in the conduct of
rail operations.

Mr Smon Lane the Chief Executive Officer of the SRA a the time of the Glenbrook
accident, stated:

Firdly, it was my view [in 1997] that the organisation had been farly one
dimengond for a long time in its goproach to improving the performance of
the organisation, and so, in a sense, the issue of on time running performance
in a sense was king, and higtoricdly the performance of the CityRail services
have compared, | would suggest, on an international comparison extremely
well, with the best of the old suburban railways in the world, certainly much
more reliable than any of the suburban sysemsin the UK by along way, ...

Mr David Edwards, the Nationd Safety Manager of Nationa Ral Corporation Limited
which owned the locomative pulling the Indian Pacific, gave this evidence:

Did you get the impression, from what you have seen of the circumstances of
this case, that it may be that safety was sacrificed for the purpose of on time

running?

Yes, | do receive that impression.

These views about the priority given to on time running were not only held by persons in
senior manageria podtions. A number of drivers gave evidence to Smilar effect. Mr
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Rondd Field, the driver who prepared the train that was driven by Mr Sinnett said: “Your
Honour, on time running is everything.”

Mr Alex Claassens, a representative of drivers on a number of SRA committees, gave
evidence about disciplinary procedures.

Are some of your colleagues who are drivers punished, in effect, for being
late e@ther directly or indirectly?

In extreme cases where the driver’s delayed the train, or whatever, then he
will be sent a bung which is — | can’t think the correct term of it, but it is a
memo which bascdly asks you to explain where you have done the time and
why you have lost, why you delayed the service, or whatever.

Isthat regarded as being atype of disciplinary matter?

That isthefirst step in the disciplinary process, yes.

Wheét is the next step?

Wil it depends. You may then get charges arising out of that. If somebody
in management believes that you didn't do enough to try and get that service
back on time, for whatever reason, then they may send you some charges and
then out of tha you could, you may get a fine, or you may get a day's
suspension, but they are extreme cases though. 1t doesn’t happen often.

But from your observeions, are drivers continudly reminded about the
dedrability of on time running?

Mogt certainly.

Doesit seem to be a matter at the forefront of the minds of many of them?

Drivers generdly dways try to do what they can to ensure on time running.
Nobody wants to get home late and a the very leest, even a driver, 0 yes it
would be fair to say it is up the front of everybody’s mind, yes.

Do you think it has been given too much weight?

Persondly | think it has...

Mr Charles Jarvis, another driver, referred to on time running as “the holy gral in which
the authorities are in pursuit.”

Where on time running is accorded a greater priority than the safety of ral operations,
then accidents such as the Glenbrook accident are, from time to time, more likdy to
occur. It is necessary for the individud ral organisations and government to put safety
management sysems in place which ensure both on time running and the safety of ral
operations.
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The Letters Patent as varied required me to report to the Governor on any safety
improvements to rallway operations which | conddered necessty as a result of the
findings made in the firg interim report. | have summarised above the findings made in
relaion to the firg matter, namely the causes of the rall accident & Glenbrook on 2
December 1999 and the factors which contributed to it.  Those findings and the
deficiencies which were there identified formed the focus for the next stage of the
hearings.

In April 2000, while the hearings in relation to the causes of the rallway accident at
Glenbrook on 2 December 1999 and the factors which contributed to it were proceeding,
the government requested me to accept a variation to the originad Letters Patent which
expanded my remit to include relevant structurd changes to the rail industry and required
me to condder, when recommending safety improvements to ral operations, the reports
of ral safety invedigations and any coronid report into eight further railway accidents.
This variation was made, as | understand it, because of the ongoing public disquiet about
the safety of ral operations created by the continuing occurrence of ral accidents apart
from the Glenbrook rail accident and, in some cases, after the Glenbrook accident. | have
ealier referred to the concerns about the ability of the rall network to meet the demands
likely to be imposed upon it by the 2000 Olympic Games.

It was apparent to me tha the Glenbrook rail accident disclosed grave and serious
deficiencies in the management of ral safety in New South Waes It was equdly
apparent that the rall organisations involved were ether unprepared to address those
problems or did not know how to go about them. This was evident from the fact that
during the fird dsage of the hearings hardly any question was asked of any witness by
Senior Counsdl gppearing for the SRA dthough the evidence that was being adduced was
very damning of the safety practices of the employees for which it was responsble. | am
not being criticad of counsd persondly because no doubt he s0 acted in accordance with
indructions from his dient, namdy, to limit involvement in the hope that the employer's
respongbility for the unsafe practices of the employees would be overlooked.

Mr West QC for Rail Access Corporation (hereafter RAC), when making submissons as
to the causes of the Glenbrook rail accident, did not attribute any responshbility to RAC
or any of the ral entities. He submitted the cause of the accident was that a train was
wrongly permitted to pass a Sgnad a stop and that the train was driven too fagt in the
circumgtances.  His submisson was that there was a system in place to ded with a sgnd
falure in an automatic section of track but that the two individuds, Mr Mulholland and
Mr Snnett, faled in discharging ther obligations to comply with the procedure. This
was clearly an attempt to lay the blame for the accident at the feet of the operational Staff
involved. It falled to ded with why Mr Mulholland and Mr Sinnett took the actions they
did and whether there were any deficiencies in ther traning. There was no critical sdif
examination of the adequacy of RAC's systems for safety management.

| received a letter dated 16 August 2000 from the Premier requesting a second interim
report “by 31 October 2000 which would outline any important measures that may
require legidation”. | had intended to hold hearings in respect of the adequacy of the risk
management procedures agpplicable to the circumstances of the Glenbrook rail accident
and any safety improvements to rall operations, including relevant structurd changes, and
dedl with each of those matters in the find report. Instead, to comply with the Premier’s
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request | dedt with matters involving dructurd change as a discrete issue in the second
interim report.

The request for a second interim report by 31 October 2000 created considerable pressure
upon Counsel Assisting and me as the rall entities had requested, and | had agreed, not to
conduct any public hearings between 1 September 2000 and 9 October 2000 because the
ral entities would be fully committed to the task of meeting the demands to be placed
upon the rall network by the 2000 Olympic Games during that period. In the result, |
recommenced the hearings on 10 October 2000 and limited my congderétion to the issue
of sructurd change in the hope that | would be able to produce a second interim report
deding with that issue in accordance with the Premier's request. The second interim
report was delivered to the Lieutenant Governor on 1 November 2000.

The evidence deding with the issue of dructura change fdl within a narrow compass
and consged, in effect, of a proposed modd for restructuring that was identified and
described in the evidence of Mr Rondd Christie, the Co-ordinator General of Rail. There
was no chalenge to Mr Chrigi€'s evidence and the ral entities played no pat in that
dage of the hearings deding with Structurd change. There was no evidence of any
dternative modd to Mr Chrigtie€s proposd. Senior Counsd Assging informed me in
opening that stage of the hearings that he understood there to be some measure of
agreement between the rall organisations about the way in which the industry could be
restructured to improve the efficiency and safety of its operation. No one indicated any
contrary view. It was therefore my understanding that there had been some measure of
agreement between therall entities.

When it became agpparent that counse for the rall entities proposed not only not to ask
any questions of Mr Chrigie but to put no submissons in rdation to his proposas |
sought to ensure that my understanding of the position was correct. It transpired that the
falure to put any questions to Mr Chrigie and the falure to make submissons was not
because of any agreement by the ral entities to dl of the changes which Mr Chridie
proposed, but because of a podtive decision not to participate in that stage of the
hearings. There was no cross-examindion, nor were there any submissons, which
enabled me to determine whether any of the rall entities either agreed or disagreed with
Mr Chrigti€'s proposds. When cdled on by me to indicate whether his client agreed or
disagreed with Mr Chrigtie' s proposal Mr Garling SC for SRA ated:

My ingructions Your Honour don't permit me to indicate whether it agrees or
disagrees.

Mr West QC for RAC stated:
Y our Honour | have no ingructions on any meatter that we disagree on.

Mr Gleeson QC for RSA sad that he had no questions of Mr Chrigtie and no submissons
to put on the issue of structurd change.

Thus the rail entities contributed nothing to the second stage of the hearings.

Had the government not approved oversess travel to enable me, with Counsd Assisting,
to invedigate overseas models for the sructure of railway industries and systems for the
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regulation of rall safety, | would have been undble to evduate and criticdly andyse the
srengths and weaknesses of Mr Chrigi€'s proposds and to form my own views about

what was necessary.

Mr Chrigi€'s firg proposd was to merge RAC with Ral Services Audrdia (hereafter
RSA) in anew gatutory authority.

Secondly, he advocated the establishment of an Office of the Ral Regulator to regulate
and co-ordinate the performance and safety of the ral entitiess. Under Mr Christi€'s
proposal, the Office of the Ral Regulator would not only exercise a co-ordinating
function, he would aso set standards of performance in the areas of train operations and
safety which would meet public expectaions in rdation to punctudity, ceanliness and
safety.  Although his proposd was that the Office of the Ral Regulator would set
dandards of peformance, including standards of safety performance, the conduct of
ralway operations in accordance with those standards was a matter with which each of
the rail organisations would be required to conform. It was aso part of the Office of the
Ral Regulator's function, under this proposd, to audit the proposed new datutory
authority and SRA and to publish results in relaion to ther performance, thereby giving
transparency to the operation. The results would thus be made public.  Financid
sanctions, in the form of pendties, would apply if standards were not met. Bonuses
would be paid to dl staff if performance standards were exceeded.

It was aso a part of Mr Chrigti€'s proposd that the Office of the Rall Regulator would be
respongible for managing rall safety and rail accident investigation.

He proposed that his postion as Co-ordinator Generd of Ral be formaly established
pending the creation and implementation of his other two proposds for the merger and
the Office of the Rall Regulator, but subsequently be abolished.

There were two areas in which | disagreed with Mr Chrisie€ s model. The first was in
relation to the independence of the Office of the Ral Regulator from the Miniger for
Transport. It was my view that the Office of the Rall Regulator should be accountable to
the Minigter for the efficiency, rdliability and qudity of train services.

The second area where | disagreed with Mr Chrigti€'s proposds was in relation to safety
regulation and rall accident investigation. Mr Chridie€’'s view was that the Office of the
Ral Regulator should be responsible for ral safety and rail accident invedtigation. Those
parts of Mr Chrigti€'s proposd in my opinion could not adequately protect the travelling
public. The tenson between the twin imperatives to have the trains running on time and
to ensure that there are no safety deficiencies which may cause injury or degth to
passengers, prevent one person or entity being respongble for both meatters. The history
of rall operations both here and overseas has demondgtrated that a robust and independent
safety regulator is an essentid festure of a safely operated rall network.  Combining
performance regulation and safety regulation does not provide the protection which the
public expects from government in repect of the risk of injury or desth while traveling
or working on the rallways. Further, it is imperaive that the Rail Accident Investigation
Board be independent of both the rail regulator and the safety regulator, either of whom
may have contributed, directly or indirectly, to the causes of aparticular rall accident.
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The second interim report recommended that the SRA be responsible for te control and
management of timetable and tran movements and other functions of network control
operations within the area of operation of the present CityRal network and that the newly
merged infragtructure owner and maintainer, which | had recommended be a satutory
authority but which was created in the form of a sate owned corporation cdled the Rall
Infrastructure Corporation (hereafter RIC), be responsble for those network control
functionsin al areas of New South Wales other than those controlled by the SRA.

The second interim report dso recommended the establisiment of an Office of Ral
Regulator as a performance regulator whose function was to serve the interests of the
traveling public by improving sandards of performance of the new ral infragtructure
organisation and the SRA of New South Wales.

The second interim report recommended the establishment of a Rail Safety Ingpectorate
and a Ral Accident Invedigation Board but that the development of the legidation
deding with the edablishment of those two bodies not be commenced until after the
ddivery of this find report, with the respongbility for safety regulation and accident
invedigation remaning with the Depatment of Transport until the new bodies were
established.

The second interim report further recommended the establishment of the Office of the
Co-ordinator Generd of Ral on an interim bags until such time as the service regulaory
activity of the Office of the Ral Regulator and the safety regulatory activity of the Rail
Safety  Ingpectorate and Rail Accident Invedtigation Board were established and
functioning.

| aso recommended that the development of legidation dedling with the establishment of
a Ral Safety Inspectorate and a Ral Accident Investigation Board not be commenced
until after the delivery of this find report. This was done because the time avallable for
the second interim report did not permit a careful condderation of dl the materid then
available and | wished to have the benefit of further evidence in relaion to those matters
which were dedt with in the third sage of the hearings, which commenced on 8
November 2000. The second interim report was ddivered to the Lieutenant Governor on
1 November 2000 and legidation has subsequently been enacted in the form of the
Transport Administration Amendment (Rail Management) Act 2000 to introduce most of
the sructurd changes which | ether recommended or endorsed in the second interim
report. | recommended the merger of RAC and RSA so that the infrastructure owner and
the infrastructure maintainer would be part of the same organisation.

Before proceeding further, | shdl ded with management of rail safety in order to place in
context my laer findings in rdation the adequacy of the risk management procedures
goplicable to the circumstances of the Glenbrook rail accident and the eght other
accidents, the reports of which | am required to consider.
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3. Management of Rail Safety
Short Higtory

The second interim report outlined the history of rallway adminisration in New South
Waes and observed that the firg railway in this State being the line from Sydney to
Parramatta was opened on 26 September 1855. This was a consderable achievement in a
colony which had been established a the end of the eighteenth century. It was only 30
years after the Stockton and Darlington railway opened in the United Kingdom in 1825.

It was a further 11 years after 1825 before the United Kingdom parliament enacted
legidation to regulate the safety of railway operations.

It may have taken even longer for parliament to become involved in safety regulation hed
it not been for the fact that the first railway death of a member of the public occurred a
the opening ceremony of the Liverpool to Manchester railway in 1830 when Mr William
Huskisson, MP, the Secretary of the Board of Trade, was killed by a locomotive at the
opening ceremony.

In the United Kingdom government safety regulation involved the regulation of a private
industry. In New South Wades, snce the Ralways Act 1854 the government has
predominantly owned and regulated railways operating in this State.

In the United Kingdom the government, not being the direct owner of the rallways, did
not have the same control over rail operations that existed in New South Wales and there
was a lage number of very serious ral accidents in the United Kingdom. This led
initidly to the edablishment of a sdect committee of the House of Commons leading to
the enactment of legidation in 1871 to edablish Her Mgesty’s Ralway Inspectorate and
ultimatdly to aRoyd Commission into raillway accidentsin 1874.

Although records were not available relaing to the safety of rall operations in New South
Wales in the last century, a measure of the extent to which the feets of engineering in the
congruction and operation of ralways faled to be matched by smilar achievements in
ral safety can be gleaned from the book The Safety of British Railways by H Raynar
Wilson. According to the author, during the four years from 1872 to 1875 there were 112
incidents where points were not properly set which resulted in the desths of seven
passengers, injury to 413 passengers, the desths of five employees and injury to 43
employees. During the same period, there were 58 collisons, involving seven deaths and
488 cases of injury, between trains following one another on the same tracks and a further
88 collisons at junctions involving 13 deeths and causing injury to 788 passengers and
employess. In addition there were 331 collisons within fixed sgnds a dHations or
gdings. These resulted in the deaths of 47 passengers and 18 employees and injury to
2,410 passengers and 215 employees.

The response of the United Kingdom rail industry to such a large number of deaths and
injuries was the development of a standard rulebook to be used by dl rallway companies
and, with the exception of some smadl rallway companies, that rulebook was adopted in
1876 as a dtandard rulebook. For over a century the use of a rulebook became the
primary means of managng rail safety in the United Kingdom.
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New South Wales had adopted the United Kingdom's approach to rules as early as 1855
when regulations for the operation of the Sydney to Parramétta railway were modedled on
those of the Eastern Counties Railway of England. This adoption of the United Kingdom
rule book continued and, in many cases the wording of operationd rules in New South
Wdes ae damilar to those in the United Kingdom. The rule in the United Kingdom
where a train was sopping a a dation or when there was an obstruction a a dtation, first
promulgated in 1867, was as follows:

When a train is stopping a a dation, or when there is an obstruction therest,
the man and digant sgnds must be a danger, and the driver of any
folowing tran or engine mus, when he sees a dgnd of danger exhibited at
the digant sgna pog, immediately turn off steam and reduce the speed of his
tran 0 as to be able to stop at the digant sgnd, but if he sees the way is
clear he must proceed dowly and cautioudy within the digant Sgnd, having
such contral of his train as to be able to stop short of any obstruction there
may be between the distant post and the Station.

The firg interim report annexed the operationd rule, safeworking unit 245, which gpplied
to the circumstances of the Glenbrook rail accident. Section C of that rule stated:

When a train passes an automatic signd a stop, the driver must proceed with
extreme caution to the first sgnd ahead of the sgnd a stop, prepared to stop
short of any obgruction, and obey the indication of that sgnd. If it is
displaying a proceed indicetion, the driver must proceed with extreme caution
to the second sgnd ahead of the sgnal a stop and obey the indication of that
sgnd.

The safeworking units did not provide an effective mechanism to ensure safety in the
circumstances of the Glenbrook accident or the eight other accidents, the reports of which
| am required to consder. Safeworking units have never proved to be overly effective in
managing safety. In its report, the Royd Commisson into rallway accidents in 1874 said
this

It has frequently transpired when accidents had led to public inquiries, ether
by coroners or by the Board of Trade, that the regulations of the company
were well conceived to prevent the very casudty under investigation, but that
these regul ations had been whally in abeyance.

When one condders the wording of the 1874 United Kingdom regulaion and the wording
of safeworking unit 245 it is not difficult to see why the regulaions are frequently wholly
in abeyance when accidents occur. The operationa gtaff either have not understood them
or have not followed them. The response of the rallways has often been to point to the
rule then blame the individuad operationa gaff involved without consdering the extent, if
any, to which they were properly trained in the procedures to be followed or whether the
rule was gppropriate and expressed with sufficient clarity to be comprehensible to them.
Mr Kevin Band, the Executive General Manager, Safety of Queendand Rail, stated that
after some of the Queendand operationd rules had been rewritten and employees had the
intent of the rule explained to them:
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...| was actudly amazed a the amount of people who told me they now
understood the rule despite spending 20, or 30, or 40 years in an industry
where the rule was there, they never redly understood it and to me it proves
that there is an opportunity to make it better.

The practice of developing operationa rules appears to have developed as an adjunct to
technical gtandards for ral operations. Ralways have higoricdly been dominated by the
engineering professon, paticulaly the cvil and mechanicd enginearing disciplines.
The current Acting Chief Executive Officer of the SRA and Co-ordinator Generd of Rall,
Mr Chrigtie, is an engineer. The bread and butter of such disciplines are tried and proven
technical sandards which must be complied with.

It is no wonder, therefore, that railway operationd rules have been developed and
implemented in the rigid, inflexible manner with which enginegring dandards ae
regarded. Furthermore, there is an innate synergy between the technicd sde of ralway
operation and the operationa rules, with rules frequently having their origin in the need
to contend with failures to the technical components of the railway.

In this respect, the identification of the need for an operationd rule, and its initia
drefting, are likey to have been done by engineers. Whilst the engineers may have had a
perfectly sound rationde for the rule, or as they are cdled in New South Waes,
safeworking units, this may not have been gppreciated by the operationd personned who
were required to implement the rule.  Furthermore, the engineers responsible for the
identification of the need for the rule, and probably its drafting aso, were not likely to
have the necessary operationa experience to assess the practicdity of therule.

There are two serious consequences which flow from this so far as safety is concerned.
The firg is the propensty for operational staff to violate or adapt the stipulated rule to the
actud circumstances with which they are faced in day to day operations. The second is
that when the operationa rules were tested in practice they were often found wanting
with aresultant incident or accident.

When an incident occurred which demondrated a deficiency in the existing operationd
rule or safeworking unit, the frequent response was to amend the rule or establish a new
rule. Some condderation of that gpproach would have reveded tha it was unlikdy, if not
impossible, to develop safeworking units or operationa rules that would ded with every
gtuation. Notwithstanding this, the practice was to continue and it ultimady led to a
body of employees becoming involved in the development of procedurd rules to ded
with each new circumstance or incident that devel oped.

This process had three consequences. The first was that the rules became extraordinarily
lengthy and complex. The second was that, in time, the knowledge or understanding of
the origin of the rule or procedure, and consequently why it was needed, was log.
Indeed, the SRA was unable to provide to the Specid Commission of Inquiry any details
of the prior higory of safeworking unit 245. The third was that, in some cases, the
amount of detall made the rules so redrictive that they were incapable of being gpplied in
operational Stuations and operational staff had no dternative but to violate the rules to
get the job done.
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Ultimatdy, the safeworking units, or operationd rules, became so complex that
consgtent and common interpretations of the rules was no longer possble Ms Fona
Love, the Manager of Audrdian Rail Training, sad that experienced employees could dl
give examples in practice which would produce inconggent interpretations of the
meaning of safeworking units with the result that the trainer would need to telephone the
safeworking section of the SRA to find out what the rule redlly meant.

Ms Love sated in evidence:

...The traners and the trainees were in congant conflict in reation to the
intent of the rules. It was very difficult to train the rules because everyone in
the room would have different examples of atempts to goply the rules in
vaiable circumgances where the application of the rules would result in
different outcomes, and safeworking training became hours and hours of
debate about the quality and appropriateness of the rules.

Shelater said:

Finaly there would be cals for e author and the trainer would have to leave
the room and ring the safeworking section for a ruling on the intent. The
trainer would then return to the classroom and deliver the ruling on the intent.

Ms Love later agreed that the ruling obtained may wel depend upon which particular
person in the safeworking section answered the telephone. It would follow that
notwithstanding rulings being obtained, different traning groups may be given different
interpretations of the same rule.

| saw examples of this gpproach to safety a work in some of the eight accidents, the
reports of which | am required to consder, where a number of different safeworking units
might have applied. In such circumstances it is only to be expected that operationd
personne will gpply the most expedient or most frequently used safeworking unit, rather
than properly assessing the danger which needed to be addressed and applying the most
effective safety precaution to dedl with that danger.

It could be sad the only function performed by the safeworking units was a disciplinary
one to ensure the punishment of employees who were involved in an accident or an
incident and who did not comply with the provisons of the gpplicable safeworking unit
whether they understood it or not.

It should have been obvious to the ral organisations that if severd different
interpretations were open then the rule should be reviewed and redrafted. The whole
purpose of an operationd rule is to enable employees to know how to do their job in
particular circumstances and, importantly, to know what other employees are doing when
carying out the same operaiond procedure. If different employees have different
interpretations, they are in effect operating in the same environment but under different
operationd rules. Thisisinherently dangerous.

What is remarkable is that there have been long periods of time in New South Waes
where relatively few accidents have occurred. According to Leonie Paddison, the author
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of The Railways of New South Wales 1855 — 1955, between 1926 and 1948 there was not
asngleincident of death to a passenger due to atrain accident.

The reason for the reative safety of the New South Waes rall industry until recent years
has not been due to the success of the rule based gpproach to ral safety, but more to the
fact that employess acquired their knowledge of safeworking from  experienced
employees in the course of serving long periods of forma and informa on the job
traning. It was this master and apprentice approach which provided new recruits with
the requiste body of knowledge which enabled ralway employees to conduct their
activities with reasonable safety. They often worked in pars with more experienced
employees. However, between 1983 and 2000, Mr Barry Camage, the Train Operations
Manager of the SRA, dated that the number of SRA employees had been reduced from
40,300 rail employees to less than hdf that number. At the same time, there have been
sgnificant increasesin passenger numbers.

Even without the increased demand for rail services which has occurred in recent years,
the concluson must be drawn that employees have less avaldble time to tran less
experienced employees on how to peform ther duties, with the result the system of on
the job traning no longer effectively ensures safeworking practices are passed on from
more experienced to less experienced personnd.

There is no evidence before me to suggest any condderation was given to adjusing the
methods of training during the time about which Mr Camage spoke, to ensure that
safeworking personnd  properly understood and epplied the operationa rules and
procedures. It should have been obvious to the ral management a this time, that the
reduction in daff numbers would adversdly affect the long standing methods by which
new pesonnd in the ralways would spend dgnificant amounts of time with highly
experienced rallway personnd learning the intricacies of safe operation. In the absence
of this magter and apprentice type of traning system, there was a clear need for training
methods to be adapted and dtered to ensure that new recruits, increasing numbers of
whom had no prior experience in the ral industry, developed the necessary knowledge
and understanding to perform their duties safdly.

| was told that there are gpproximately 900,000 passenger journeys and 200,000 tonnes of
freght movement on the New South Waes ralways each week day, and in the Sydney
metropolitan area adone there are 2,521 passenger and freight movements each day. Dr.
Richard Day, Generd Manager, Rall Development, whose duties with the SRA required
him to project the likdy demands on the system in the future, estimated that the number
of passengers would increase in ten years from the present figure of 900,000 to between
1.2 million and 1.5 million passenger journeys per week day.

The increasng demand placed upon the rall network and the decreasng daff numbers
have produced the result that the ability of employees to acquire knowledge of how to
operate safely with other employees has diminished. This in turn has had the result that
the underlying deficiencies in the management of ral safety have become more gpparent
producing accidents of the kind the reports of which | have been asked to consder and
making the serious accident which occurred a Glenbrook on 2 December, 1999 more
probable.
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It was not smply the number of staff, and the capacity that created for employees to have
the opportunity to ingdruct and train other employees on the job, that previoudy enabled
the rail network to operate safely. Until 1996 the railways had an integrated structure and
there were many employees who had long family histories of railway employment. The
ralway employees were like an extended family and had a degree of commitment to the
large organisation for which they worked and for each other. They dso took pride in
their work which provided cohesion in the way in which its operations were conducted
and ensured the necessary degree of co-operation and communication which was
essentid to the safe movement of trains. These factors contributed to the ral network
operating reasonably safely for many years even though the primary forma means of
ensuring safety, the safeworking units, did not provide a means of ensuring safe
Outcomes.

The management of safety on the New South Waes railway system was largely left to the
integrated government ral organisation. A review of the rdevant ralway legidation
reveds that provisons in the legidation from 1858 to 1912 generdly related to specific
circumgances, such as provisons of dternative safe transport for passengers when
mantenance was being undertaken, misconduct of rallway employees mdicious action
by any person, and the investigation of rallway accidents. From 1931 to 1988 the
legidation made no reference to safety.  The Trangport Adminigtration Act 1988
conferred a genera obligation on the former SRA that it operate its ralway and other
trangport services safely.  There were dso specific provisons covering ingdlation of
safety devices a levd crossngs and edtablishment of regulations covering security,
safety and order on rallways. The 1988 Act dso introduced offences for ralway
employees under the influence of drugs or dcohol as well as the regime for drug and
acohol tegting.

In the period following the 1988 legidation there were a number of accidents throughout
the world which served to change community expectations in relaion to the management
of safety. Dr. Sdly Levedey, an expert retained by the Department of Transport, gave
evidence about how this process developed in the United Kingdom. She sad in the last
century there was not the public perception that there was a right to a safe environment or
to safe public trangportation.  That view changed with developments in mass
communications and increased with the capacity of the media to display graphic images
of disaster to large proportions of the population.

According to Dr. Leivedey, a number of paticular disasters increased the public
awareness of safety issues and increased the demands upon government to protect the
public. The public had been led to believe that nucler power dations located near
heavily populated areas were a the pinnacle of safety management. The accidents at the
Chernobyl nuclear power dation in the former Soviet Union and the accident a Three
Mile Idand in the United States of America rased public concern &bout safety
management in hazardous indudtries.

Other accidents in the United Kingdom and esewhere contributed to the public disquiet
about levels of safety in dangerous indudries. The fire on the Fiper Alpha ail rig, the
death of several chemicd plant workers a Hixborough, the Kings Cross railway sation
underground fire, the Zebrugge ferry accident, the Chalenger space shuttle exploson and
other amilar catastrophes contributed to public concern about safety management in
transport and other hazardous industries. The result was that governments required
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organisations which were conducting activities which were potentidly dangerous, and
paticularly those which could produce multiple fatdities and injuries, to prove in a
written and tested form that they were conducting their operations safely.

The public perception that government owed a duty to the public to ensure that
potentidly dangerous activities were being conducted safely became a public expectation
in transport related activities. One mgor catdys for this in the United Kingdom was the
accident which occurred on 12 December 1988 when a crowded commuter train ran into
the rear of another tran which was dationary in a cutting just south of Clgpham Junction
ralway dation. This caused the firg train to be deralled to its right and dtrike a third
oncoming train. The accident resulted in the deaths of 35 persons and amost 500 being
injured, 69 of them serioudy.

The public inquiry that resulted produced a number of recommendations, including the
monitoring and independent auditing of sysgems in dl safety rdated aspects of the
activities being conducted by British Rail, the review of safety management by outsde
consultants who were required to look particularly a problems of communication within
the organisation and required that British Ral report a sx month intervas to Her
Maesty's Rallway Inspectorate on its implementation of the report's recommendations.
The report contaned many recommendations relating to maters of traning,
communications, automatic train protection and the updating of the rule book and books
of instructions.

The result of these events was tha the travelling public began to expect increased
regulation and management of public safety. In the words of Dr. Leivedey “...it is the
leaders of governments and of organisations that are seen to be responsble for the qudlity
of risk management or care of the public.”

When a decison was made in the early 1990s by United Kingdom government to
privatise British Rail there was an understandable public concern about the way in which
public safety would be protected. In the United Kingdom, the response to that concern
was the adoption of a safety case gpproach to managing safety in the rall industry. The
safety case had been deveoped in the off shore oil industry as a result of
recommendations made by Lord Cullen in his report on the Piper Alpha disaster. Briefly,
Lord Cullen recommended that operators of off shore indalations be required to cary
out a forma assessment of mgor hazards and develop appropriate controls for these
hazards. This safety assessment was to be presented to the safety regulator as a safety
case and updated regularly whenever there was amgor change in circumstances.

This led to British Ral in 1992 edablishing a ralway group standard cdled safety
vadidation of organisationd change to ensure that a systematic process was used to
trandfer safety respongbilities from one organisation to one or more new organisations.
It was specifically desgned to ensure that no responshbilities were inadvertently omitted
and that each organisation had the resources and competence within it to manage the
safety of the operations trandferred to it. The standard also required proof the safety
sysems and procedures were in exisence a the time that the new organisation had
responsbilities transferred to it.

The safety vadidation process required that within each ral organisation the
respongbilities for the safety of each of the daff engaged in safety criticadl work be
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cdearly defined; that with each podtion there was a sdfety policy statement induding
detals of duties, the traning necessxy to fulfil the podtion, and the qudifications
required for the pogtion; that the lines of safety respongbility and accountability were
clearly defined; and that the organisation had adequeate resources to carry out the safety
validation process.

Mr Terrence Worrdl, the Generd Manager and a Director of Thames Trains Limited,
gave evidence about the way in which the safety vaidation processworked. He said:

The exiging organisations which were to be changed were required to list the
safety regponghilities tha exised by post within  their  respective
organisations. The ownes of the new organisgion, and in most
circumstances a new dructure of management, were st up prior to actudly
being implemented, such that they then had the opportunity to consider what
they were taking on board. They would then consder the structure of ther
new revised organision. They would consder the safety responsbilities
attached to that organisation. There would then be an dignment of wha was
being disgposed of and what was being mantaned, and indeed what was
actualy being disposed of, and a safety pand process was set up whereby the
disposing depatment and the buying department, for the want of a better
phrase, would St down with the safety pand and would answer a series of
questions with regard to the way in which safety respongbilities had moved
from one organisation, or maybe more, into one other organisation, a new
organisation.

By virtue of that questioning process, there were a number of incidences
where serious gaps were detected which were able to be filled by remedid
measures before the organisation was implemented.

Further, according to Mr Worrdll:

The whole objective of such a process is to make sure that not only do you
not miss anything, but when you have reorganised, redtructured, that the
individuals who occupy paticular podtions within  the respective
organisations truly undergand their restructured individud respongbhilities,
where they fit into the overal sructure and who is accountable for what, and
it boils down to three words — roles, responghilities and accountability.

In the United Kingdom increased public expectation in relaion to ral safety, combined
with the decison to privaise British Ral, produced the review of ral safety involving the
processes of digpogtion, vdidation and the requirement for the preparation of safety
cases for each rail organisation operating on the United Kingdom rail network.

Rail Safety Act 1993
In New South Waes no process akin to the United Kingdom safety validation approach
took place when the industry was disaggregated in 1996. This was because in New South

Wades a different procedure had earlier been used. This was the system of accreditation
by the Department of Transport under the Rail Safety Act 1993.
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As the year of enactment suggests, the process of independent government review of rail
safety preceded disaggregation by some three years. This was the New South Waes
government’s response to the increasing public expectation that safety in public transport
would be properly managed and that government was accountable for the competence
with which persons providing public trangportation services managed the safety of ther
operations.  This legidation was sgnificant because it provided for the firg time for the
safety performance of rallways to be monitored by the Depatment of Trangport,
independent of the rallways themsdves.  Mr Worrdl, who has had condgderable
experience in the management of rail safety both here and oversess, said that many would
regard the Rail Safety Act 1993 as being aheed of itstime. He said:

It was certanly ahead of anything we had in the United Kingdom. | believed
it to be wdl dructured. And whilst with hindsght one can dways see it
wasn't pefect but, nevertheess, it was a very sound bass with accreditation
principles and whatever built into the process.

Mr Simon Lane, who was gppointed the Chief Executive Officer of the SRA in 1997 and
who had relevant background and experience in the management of rall safety for such a
position, said of the 1993 Act:

| think that was probably at the time ahead of where we were in the UK but it
was in the disggregation in 1996 that | don't beieve that proper
condderation was given to the redive responshilities, and therefore, the
safety arrangements that needed to apply post July 1996.

It appears that there were at least two matters which produced the legidative response to
be seen in the Rall Safety Act 1993. The first was that, as a matter of government poalicy,
the view was taken that regulatory powers should be separated from operationa agencies.
The second was the accident which occurred a Cowan embankment in 1990 where an
inter urban commuter train collided with the reer of a seam train killing sx people and
injuring a further 100 people. The steam train was not owned or operated by the SRA but
was a tran operated by an independent organisation daffed primarily by volunteer
workers.  There was no mechanism available to the government which enabled it to
monitor or enforce the safety performance of private ral operators which were operating
on government owned rall tracks. With the establishment in 1991 of the Nationd Rall
Corporation there was another operator, which commenced operations in 1993 on the
New South Wades ral network, and over which there was no effective government
control in relation to its safety performance.

The Ral Safety Act 1993 edtablished a scheme which provided for al railways in New
South Waes to be accredited by the Depatment of Transport; for the annua auditing of
their safety peformance agangt the terms of their accreditation; for the reporting of
prescribed safety incidents to the Department; and for certifying the competence of
ralway safety workers. The Act aso required railways to investigate any accident or
incident which occurred on ther ralway that could affect the safety of its operations, and
that the reports of such incidents be forwarded to the Director General of the Department
of Trangport. There was dso provison for the Miniser to direct an independent
investigation into an accident or incident, and sx of the eight other accident reports
which | am required to consder lave been subject to independent investigation as a result
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of a minigerid direction under that Act. It was and remains an important piece of safety
legidation.

Section 3 of the Act sets out the object of the Act. The sectionisasfollows.

3(1) The dyject of this Act is to promote the safe construction, operation and
maintenance of railways.

(2) Tofadlitate the achievement of this object, this Act providesfor:

(@ the esablishment of the scheme for the accreditation of owners
and operators of ralways and for the cetification of the
competency of ralway employees peforming ralway sdfety
work; and

(b) the development, and monitoring, of safety performance standards
for and with respect to the safe congruction, operation and
maintenance of railways, and

(c) the carying out of regular safety compliance ingpections, the
reporting of notifidble occurrences, the holding of inquiries into
rallway accidents and other incidents and the adoption of other
measures aimed at securing rail safety.

The objects of the Act appear laudable but a number of difficulties have arisen. | shdl
ded with the issue of accreditation of owners and operators firs. Section 12 of the Act
provides to the effect that accreditation is to attest that the accredited person is considered
to be of good repute and in al other respects a fit and proper person to be responsible for
the safe congruction and maintenance or safe operation of a railway or rolling stock; that
the standards proposed by the accredited person have been accepted by the Director
Generd; and that the accredited person has demongrated the competency and capacity to
meet the standards submitted by the accredited person and accepted by the Director
Generd for the purposes of the safe congtruction, operation and maintenance of aralway.

The section dso provides that accreditation is dependent on the organisation satisfactorily
demondtrating that it has the competency and capacity to meet standards relating to
svad mdtes Thee indude financid viability, managerial and technica competency,
auitability of rolling sock, appropriateness of safeworking systems, availability and
competency of ralway employees and avalability and adequacy of infrasiructure
generdly. Also specified are the dandards for railway track, associated structures,
ggndling systems and other rdevant facilities and public risk insurance. Each of these
gandards must be established to the degree and in the manner required by the Director
Generd in respect of arallway of the kind specified in the accreditation.

It is clear that, by the Rall Safety Act 1993, the government endeavoured to introduce
into New South Waes a regulatory regime based on ensuring that raillways retained the
respongbility for managing ther own safety, by requiring them to submit their own
safety standards and then making those standards enforceable once an accreditation had
been issued by the Director Generd of the Department of Transport.

The evidence was that this process of accreditation became a paper driven exercise where

the Director Generd was rdiant upon information received by applicants for
accreditation.  According to Mr Paul Hayes, the Director of Policy of the New South
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Waes Depatment of Transport, the Director Generd relies largely on the goodwill and
co-operation of an gpplicant for accreditation. That is a less than perfect system because
the Department of Transport does not have the resources to verify independently each
element of an gpplication for accreditation before accreditation is granted. This has led to
a dStuation where because accreditation has been granted on this less than comprehensve
bass, the infragtructure owner, RAC, has sought to undertake its own safety assessment
of tran operaors to veify they ae in fact capable of operating safely on RAC
infrastructure.

As one might expect, section 14 requires an gpplicant for accreditation to submit to the
Director Generd a comprehendve safety management plan that identifies any sgnificant
potentid risks from the activities of an owner or operator of a ralway and the safety
management plan must specify the systems, audits, expertise and resources that are to be
employed by the applicant to address these risks.

It is cler tha one of the intentions of the Act was to introduce a risk management
goproach to safety in section 14, dthough this has not been achieved, a least not in
relation to SRA and RAC. This section requires the gpplicant not only to identify the
risks which may arise from its activities, but to aso specify the measures by which these
risks are to be controlled.

Section 14 goes on to provide to the effect that once a person is accredited the safety
management plan must be revised annualy and the revised plan submitted to the Director
Generd at least 28 days before each anniversary of the accreditation.

Although section 13 requires an applicant for accreditation to furnish such information as
the Director Genera reasonably requires in the circumstances to enable the Director
Genard to effectivdly determine the gpplication for accreditation, there is no mechanism
by which the Director Generd can, in effect, go behind the documentation provided by an
goplicant for accreditation to determine whether the safety management plan is, or is
likey to be, effective in respect of the operations being conducted or to be conducted.

Further, once accredited the safety management plan must be submitted annualy.
However, the Director Generd has no power to rgect the annual safety management plan
as unsatisfectory or deficient. The only power the Director Generd has is to refuse the
application or to suspend or to cancel the accreditation of a person aready accredited.

Another weskness in the process is that once accreditation is granted it is ongoing unless
suspended or cancdled by the Director Generd. It is impracticd to think this would in
any way operde as an effective sanction. In redity, this is no sanction a dl. The
Director Generad of the Depatment of Transport is responsble to the Minister for
Transport. If the Director Genera were to decide that the SRA, for example, did not have
an adequate safety management plan or was not conducting its activities safely, the
suspension or cancellation of its accreditation would leave 900,000 passengers a week
day inconvenienced. The same would apply in respect of the infrastructure owner, RIC if
its accreditation as an infrastructure owner were suspended or cancelled.

The practica result of there being no effective sanction is that the best that the Director
Generd can hope to achieve under the present system is to negotiate improvements with
an owner or operator. The risk associated with negotiated outcomes is that they often
produce compromises and public safety is not an area where compromise is appropriate.
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The Ral Safety Act, 1993 was among the most advanced thinking in the world a the
time, but it left the Depatment of Trangport in the podtion of having to regulate rall
safety by consultation and negotiation, rather than through the more common regulaory
processes of gpplying sanctions for failure to adhere to the law. While consultation and
negotiation can be aufficient, the lack of effective sanctions leads to the safety regulator
being powerless to comped compliance with accreditation standards and this is
demondrated by the fact that the rall organisations from time to time have ignored the
Department’ s requests for action.

The terms of the Rail Safety Act do not suggest that it was contemplated that there would
be a disaggregation of the former SRA into four separate entities as was done in 1996.

The Act did not contan any provisons which could have been used to regulate such a
ggnificant change to the dructure of the New South Waes ralways. No amendments
were made to the Ral Safety Act 1993 to ded with the safety implications of
dissggregation.  Nor were there any provisons in the Trangport Adminigration (Rall
Regtructuring and Corporatisation Act) 1996 which demondrated that any attention was
given to the risks and safety implications of such a sgnificant restructuring.

Since 1993 there have been Sgnificant advances oversess in the management of safety in
the public transport area. The Rail Safety Act 1993, dthough ahead of its time, reflected
an engineering modd in the management of ral safety. The engineering modd of safety
management has been in exitence dmost snce the inception of rallways and rdies
heavily on technica standards and prescriptive operational rules to control the risks
asociated with the rall operations. The engineering model of safety, which was heavily
dependent on judtification of resources expenditure for technicd solutions for safety
risks, formed the bass for the development of the hazard list which is ill used in New
South Wdes ralways as the foundation for identifying risks in ral operaions. An
examindion of this ligt indicates that technical failures for which technica solutions can
be found, predominate.

Apat from the fact that the engineering modd only identifies part of the safety risks that
need to be properly andysed, another unsatisfactory feature of the modd is that when
enginering olutions are sought as a means of controlling an identified hazard, the
dlocation of resources is generdly decided on the bass of a cost benefit andysis. One of
the techniques for doing this is the ALARP methodology which is used to determine
whether or not to expend resources on engineering solutions to identified hazards on the
ralway. ALARP is an acronym for “as low as reasonably practicable’. It was influentia
as a methodology in the early 1990s. A good illudtration is the condderation given in the
United Kingdom to the introduction of autometic train protection (hereafter ATP) in the
afteemath of the Clagpham Junction accident. The cost of ingdling ATP was then
regarded as far too grest.

| am not critical of persons who considered expenditure in accordance with the ALARP
principle in the early 1990s. There is no doubt that when there are competing demands
for the expenditure of public resources, even in the area of public safety, better vaue in
terms of the number of lives saved can be obtained by expending money on roads than
the same amount of expenditure on rallway infrastructure. Equaly, there is no doubt that
many more people die on the roads than die in ral accidents. However, it seems equdly
clear that the public expectation of government in relation to the safety of ralways does
not dlow for that type of compardive andyss. Rightly or wrongly, that is the public
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expectation and governments that fall to lisen ether take the risk that preventable
accidents may not occur or suffer the consequence at the ballot box.

Nor am | criticad of the proponents of the engineering modd and their views of the
ALARP principle as a basis for decison making. The reason why it developed and the
way in which community expectations have changed was identified by Dr. Levedey in
her evidence. She stated:

The enginears in the early days had to have a way in which they could get
facilities built and accepted and, as low as reasonably practicable was a way
in which the commercid imperatives could meet with the risk management
but, in my view, it was a compromise, and | think because the community has
now started b say that they will not accept desth and injury as a basic and
inherent part of ... transportation, that, what | cal socia outrage, | think is
forcing the thinking to gtart to move the risk into a much lower profile, which
means that, as low as reasonably practicadble can dlow an enginesring
decision to accept, perhaps, whet is calculated as aonein amillion risk.

The community will say ‘we don't want to be the one in a million' and what
the community is saying is ‘we don't accept deaths and injuries in this
organisation, or from this organisaion’. So | think now that as low as
reasonably possible may go through a change to where people are accepting
what | have suggested to you as a near zero risk requirement on the
organisations.

In my opinion it is quite wrong as a matter of principle to be alocating a value for human
life and making safety decisons on that bass. | do not beieve the community expects
safety decisons to be made on the bass of a vdue being placed on human life. How
does one st the price? It can never be other than an arbitrary figure. The second concern
that | have about the ALARP agpproach is that it can provide a judtification for not making
every endeavour to manage safety properly. Organisgtions can pay lip service to the
notion that “safety is our first priority” or other high sounding phrases, but avoid
worthwhile safety improvements upon the bads that they are too expensve.  Inactivity
and complacency have no place in safety management. The object of al individuds and
organisations involved in safety management should be to drive for continud
improvement. There is no encouragement for this to be done in the regulatory regime
imposed by the Rail Safety Act 1993 by reason of the process of accreditation which |
have discussed.

Developments in safety management overseas point to the importance of human factors,
organisationd and managerid issues and the development and maintenance of a strong
safety culture as being matters of fundamentd importance to the proper management of
safety in any large organisation. The Ral Safety Act 1993 does not reflect those
developments and requires amendment to ensure that safety management is not limited to
a mechanica exercise of formd hazard assessment and implementation of appropriate
contrals. In practica terms the best way of deding with that deficiency in the Rall Safety
Act 1993 is by amending the Act to provide a new Ral Safety Inspectorate with the
necessary functions, powers and sanctions to properly regulate the safety of the ral
industry.
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There is one area of the Ral Safety Act 1993 which, in my opinion, serves no useful
purpose. That is the provisons deding with the certification of the competence of
individud rallway employees by the Depatment of Transport for the performance of
ralway safety work.  Ther competence is the responshility of ther respective
employers. The role of a rall safety regulator is to ensure that the employer has
mechanisms in place that achieve this objective. Mr Hayes referred to the current
certification of the competence of railway employees by the Department under the Act as
a Sir Humphrey Appleby exercise by which he meant that a lot of activity took place but
there was no action in terms of ddivery of a safety outcome. He sad that such a scheme
only exigs in New South Wdes and that the Depatment issues cetificates of
competency to some 12,000 employees.

Counsd Assging asked Mr John Hdl, the Executive Director of the Trangport Safety
Bureau within the Department of Trangport, about the number of gtaff that the Bureau had
to conduct that activity. It had a totd of 23 g&ff, induding himsdf, divided into different
aess. Twelve of these daff were devoted to rall safety. Three of them speciaised in
raling sock matters, two specidised in infradructure matters, two specidised in
operdtional meatters, three had responghbilities in reation to safety policy, including
deding with minigerid quesions, and two provided adminidrative support.  The
Transport Safety Bureau is not only responsible for the safety of public trangportation on
the rall network. It is dso responsble for the safety of public transportation in buses,
taxis, hire cars and some marine safety matters.  The remaining ten dtaff are devoted to
the latter areas. When one compares the obligations imposed by the Rail Safety Act 1993
on the Depatment of Trangport and the resources which it has to carry out what is
required of it under the legidation, it is obvious that the resources avalable are
inadequate to achieve the expected leve of ingpection and monitoring.

| have not carried out the exercise of dividing 12,000 employees by the number of hours
avalable to the twelve daff responsble for ral safety but the amount of time involved
and the levd of the assessment must have necessarily been extremey limited.

In my opinion there are two things wrong with the process of cetification of the
competency of rallway employees. The fird is that it can only be a cursory and forma
process unless there are sufficient resources dlocated to enable the Transport Safety
Bureau to conduct thorough competency assessments.  Secondly, and more importantly in
my opinion, the Trangport Safety Bureau or the Department of Transport should not be
involved in the certification of individua employess in any event. The legd duty on
every organisation is to ensure that its employees are competently trained. In addition the
systems of work and the places of work are required by the common law to be reasonably
sdfe. It is the employer that is responsble to employees and to the public for the
competence and safety of the way employees carry out their work.

Not only should it not be the role of an organisation such as the Department of Trangport
to certify the competence of individuad employees, it is undesrable that it do so. It is
undesrable because it suggests that the responshbility for the competence and safety of
the employees is with someone other than the employer. As a matter of law that is not
rightt. As a matter of public safety it is undesrable  The proper function of an
independent  rail safety regulator, presently the Department of Transport and, as
recommended in the second interim report, the Rall Safety Inspectorate, is to ensure that
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there are proper systems in place for ensuring the competency and safety of employees,
and for checking by ingpection and interview of employees and their supervisors that the
gsystems that are said to be in place are in fact in place and are working. In my opinion,
the exiging legidation should be amended sO0 as to remove the requirement for
cetification by the Department of Transport of the competency of individuad employees.
A further amendment should make it very clear that this is a matter for the employer and
that accreditation and renewa of accreditation depends on it being established to the
satisfaction of the independent Rail Safety Inspectorate.

A further criticism of the exiding legidation is that it does not provide any mechaniam
for deding with safety matters which involve train operators and infrastructure owners or
disputes between two or more of them. The danger is that no one is responsble for
reolving disputes between different rall organisdions affecting safety.  The sdfety
regulator may need to ensure co-operation to achieve a safe outcome when any such
disputes arise. To do this, it requires gppropriate powers. There were many examples of
such disputes in evidence. One related to the dispute between RAC and SRA in relation
to the auditing of Network Control. Another related to the dispute between RAC and
some ral operators regarding the introduction of the Metronet radio system for dl trains
on the New South Wales rail network. A further example was the dispute between SRA
and RAC in redion to infrastructure work which SRA considered imperdive to improve
the reiability of its train services but RAC, as infrastructure owner, was not prepared to
giveit the priority which SRA believed was necessary.

The present legidation smply makes matters worse.  In part it creates conflict between
the Department of Transport, the infrastructure owners and operators. This is because of
section 17 which provides:

An gpplicant for accreditation as an operator who does not own the ralway
on which the applicant proposes to operate must demondrate to the
satisfaction of the Director Genera, that the applicant possesses gppropriate
rights to operate arailway on the railway specified in the application.

The infradructure owner could impose conditions in relation to access which the tran
operator regards as discriminatory or unreasonable. If the train operator does not agree to
the conditions, access rights to the track could be declined with the result that the train
operator could not obtain accreditation because it would not be able to sdisfy the
Director Generd of the Department of Transport that it “possesses appropriate rights to
operae a ralway on the ralway specified in the gpplication”. This provison gives the
infragtructure owner the means to indirectly control the way in which tran operators
manage their busness in reation to safety and other areas of management. This was
never intended to be a part of the open access regime. Nor was it intended to be part of
the sysem for ral safety management under the Ral Safety Act that the infrastructure
owner could become a de facto safety regulator. Although a dissatisfied train operator
may have legad avenues of gpped, the exisence of the ability to impose @nditions which
may effectively prevent accreditation being obtained gives the infradructure owner
powers not intended to be included in the open access regime.

This is another unintended consequence of the 1996 disaggregation. Section 17 should

be ddeted and the legidation should maeke it cler that safety accreditation is the
exclusve responghility of the Rail Safety Ingpectorate and not a matter for the indirect
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control or influence of the infrastructure owner. The legidation should be crystd clear in
this respect. The rights of contracting parties should be governed by the contracts
between them. Where safety issues arise, which are not governed by those contracts, the
mechanism for ensuring there is no compromise to public safety should be through the
legidative power conferred upon the Rail Safety Inspectorate. If, as a matter of policy, a
government believed that it would be ingppropriate for the infrastructure owner to include
in its access agreements standards higher than those fixed by the Rail Safety Inspectorate,
the Act could provide to the effect the infrastructure owner could not include in its access
agreements any more onerous standards.

The next criticiam that | have of the exiging regime rdaes to the sysem of annud
auditing. Transport Safety Bureau audits have to date been necessaily limited in scope
and largely paper audits due to its lack of resources. The main weakness of this system is
that rail organisations being audited can take whatever steps they need to sisfy the
requirements of the audit then let the safety maters dide until the next audit is
underteken. The only method of ensuring that this does not occur is the continuing
presence of a Rail Safety Inspectorate.

Mr Hayes, described the limitations on the Trangport Sefety Bureau in the following
terms.

| think if we look a the adminidrative and operating environment currently
faced by the regulator, there are very many tasks without sufficient time to
ensure that there is focus on what the primary objective should be, and that
comes down to ensuring the public safety process and adminidtration is
foremogt, as opposed to other matters... In summary, there is a lot of noise, a
lot of hats involved, and perhgps trying to run a sprint where a marathon is
essentid for the larger objective.

The next criticiam that | have of the exiding legidaion is that it does not contain any
mechanism by which the government regulatory body can edtablish an industry wide
safety requirement.  The deplorable history of communications technology in this dae
provides an example of the area where a Ral Safety Inspectorate with appropriate
legidative powers would require dl tran operators, al persons carrying out work on
tracks or other infrastructure and al persons involved in the management of tran
movements to have the same compatible radio communications sysem. The same is true
in relaion to trains being operated with defective brakes or speedometers about which
there was some evidencee The falure to comply with any industry wide sfety
requirement that may be specified by the Ral Safety Ingpectorate should, in my opinion,
be an offence under the Act which could be prosecuted by the Rail Safety Inspectorate
with the potentia for a heavy pendty to be imposed.

Any amendments to the Rall Safety Act to accommodate the criticiams that | have made
should be done in such a way as to reflect advances in ral safety management which
have occurred since 1993.

As a result of academic work in this area pioneered, amongst others, by Professor James
Reason of the Univerdty of Manchester, modern safety management involves not only a
risk management approach but aso the control of active and latent conditions. Active
falures are those which are made by individuds and produce direct and immediate
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consequences.  These are often referred to as human error.  Latent conditions arise from
managerid, organisationa or externd factors and may reman dormant for a long time
before a combination of circumstances gives rise to a safety rdated incident, sometimes
of caagrophic magnitude. The exiging legidative framework crested by the Ral Safety
Act 1993 has produced too much emphass upon an engineering approach to safety
management.

The Glenbrook rail accident provides severd illudraions of the way in which active
falures and latent conditions can combine to creste an accident. One illudtration will
auffice. The sgndler a Penrith made the active fallure of authorisng the second train to
pass sgnd 41.6 a stop when there was another train in the section in front. A latent
condition was tha a decison had been made many years ealier not to mimic the
presence of trans in automatic sgndling areas on train indicator boards.  Accordingly,
the sgndler lacked the precise visud ad that would have warned him of the presence of
the tran in the section in front. The latent condition remained dormant until other
circumstances combined with it to cause the accident.

The exigence of latent circumstances was one reason why Dr. Leivedey doubted the
vdidity of datisicd materid as a measure of safety management. Staidicd materid
does not provide an accurate guide to whether an organisation is adequately managing
latent conditions which could cause accidents.  All it tdls you is that a certain number of
accidents has or has not happened. An organisation could operate for many years without
the necessary coincidence of circumstances that can give rise to a serious accident
involving multiple fatdities, but thet does not mean that it has been managing safety well.
Sometimes, as in the case of the Glenbrook ral accident, it is only when a serious
accident occurs and a public inquiry examines the circumgtances, that the nature of the
inadequate safety managemernt is revea ed.

Any amendments to the Rall Safety Act need to take into account the fact that ongoing
research into the causes of accidents has reveded that engineering solutions do naot, in al
cases, prevent accidents.

Research and learning on safety management in the early 1990's has recognised the
importance of human factors in safety management. The human factors modd took the
exiging engineering model and added to it the recognition that human beings were
falible and hence steps needed to be taken to mitigate againgt the risks introduced to a
system by its human operators. A key dement of the human factors modd was that it
recognised that previoudy relied upon techniques for managing the human dement of
operations, namely training, operational procedures and supervison, could not be relied
upon to control human error.  Consequently, this modd aimed a identifying the types of
aerors that personne could be expected to make during norma operations and
implementing measures to control the consequences of such errors.

The evolution of the human factors mode of risk management introduced completely
new dimensons to the engineering modd. Factors such as faigue, workplace desgn,
perception, the interaction between people and machines, the effective development of
operationa procedures so that they were smple and easy to understand, as well as
gopropriate for the end purpose, and the sdection, training and assessment of the
competence of personnd were some of the matters which the human factors modd of
safety management addressed.
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Research and learning on safety management since 1993 has further evolved beyond the
human factors modd to an organisationd modd of safety management. This is the levd
that has been attained in safety management at this point in time. It should be, therefore,
the modd which is used for desgning and implementing improvements to the safety of
ral operations. It is necessary for the New South Wades rall indudry to avall itsdf of the
learning and experience that other rallways and indudries have gained to bring safety
management to an equivaent level and theresfter to continue to keep abreast with proven
developments in safety management as they occur.

The organisationd model recognises tha it is not only operationd personne who
contribute to accidents but tha many persons within the organisation, who are not
operationa daff, can creste latent conditions which increase the probability that an
accident or incident may occur. The daff that determine the dwdl time dlowed a
ralway daions, the accountants and business managers who decide the resources that
should be dlocated to safety issues, and the chief executive officers who are under
pressure to ensure on time running or to produce a financid return to the government, dl
ggnificantly influence the laent crcumdances which might give rise to a seious
accident dthough the influence they might have may not be obvious.

The redisation tha organisationd factors can have such an affect has led to attention
being concentrated on the development of a safety culture as a means of further reducing
the risk of accidents. The issue of a safety culture as an organisationd protection againgt
accidents is a matter of such sgnificance that | $al ded with it in a separate chapter. |
regard the cregtion and exigence of a safety culture in the ral industry as fundamenta to
achieving an optimum level of sfety.

In consdering what was been done a the time of disaggregation in 1996, | have found it
ingructive to compare the New South Waes agpproach with what occurred in other
places. | have summarised the process that took place in the United Kingdom and it is
gpparent that a careful analysis took place in relation to the safety responshilities of the
exiging organisations and then, through a process of digpostion datements and safety
vdidation, a rigorous sysem was put in place to ensure that dl potentid safety risks were
being properly managed.

In Queendand, a smilar process was undertaken and continues, in part, to be part of the
way in which safety is managed in that State.  Where any change occurs the person
responsble for the change must anadyse what effect the change will have on the operation
of the Queendand rallway system, must specify the co-ordination plan to identify the
responsbilities that each organisation involved has for the management of safety after
that plan, and each organisation involved or divison thereof must prepare a safety case.
The Queendand regime which is st out in the form of a sdfety vdidaion sandard
requires a hand over certificate to be sgned by the person in charge of the change,
certifying that the change is safe for the stated purpose or use. The rdlevant Queendand
gtandard is Annexure F to thisfind report.

In New South Waes, not only were the rigorous United Kingdom and Queendand
systems not followed, but nothing a al appears to have been done. Importantly, there
was no trangtiona period and no proper andyss as to how safety was to be managed at
the time of disaggregetion. A number of witnesses gave evidence thet, in ther opinion,
the genera level of safety inrail operations deteriorated after 1996.
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This was inevitable. The coheson provided by a large government owned integrated rall
organisation was destroyed by disaggregation.  With it went the safety culture which had
developed through working relationships that had been established over a long period of
time. In addition, expertise in safety management was disspated among four new and
Separate  organisations. The four independent organisations then established and
developed their own safety management systems independently of each other. This was
done in pursuit of the dua objectives of obtaining accreditation from the Department of
Transport under the Ral Safety Act 1993 and in furtherance of ther different
organisational objectives.  This was done with little communication between them and no
co-ordinaion of the way in which overdl safety of the network needed to be managed.

It seems to have been assumed that snce each new organisation would obtain
accreditation from the Department of Trangport, any problems that might exist in the
management of safety within and between the organisations would be adequately dedt
with as pat of the accreditation process. However, as previoudy demonsrated, the
accreditation process was incgpable of achieving that outcome. The deficiencies in safety
management that existed appeared to be recognised at the earliest in 1998.

The dedruction of the ealier safety culture which previoudy exised and the
fragmentation of expertise, together with the different organisationa objectives of the
four organisations, inevitably produced the other eight accidents, the reports of which
have been referred to me.

| have described in this chapter the way in which the management of ral safety has
developed and observed that the New South Waes rall industry has not availed itsdf of
those developments. This is al the more disgppointing since the 1924 report of the Fay-
Raven Roya Commisson into the Ralway and Tramway Services in New South Waes
recommended both that a graduated scheme of rallway training be introduced and that a
program of officers vigts to foreign ralways be established. The body of the report
expressed reasons for these recommendations as follows:

For many years a reproach lay a the doors of ralway management
throughout the world that, while no expense was grudged in the purchase of
improved mechinery or new gppliances, the human dement responsble for
the manipulation of the budness for which such expensve mechinery had
been provided was left without facilities or even encouragement, if they cost
money, to advance in knowledge or add to experience beyond immediate
locd surroundings. Progressve adminigtrations have latterly recognised that
aman is a any rate equa to the machine as a desrable object in which to
inves money with a view to the reduction of cost or greater efficiency of
trangport.  Thus travelling as wdl as educationd facilities, aded by reward
where vaue could be shown, have taken the place of former indifference.

The Ralway and Tramway Inditute training, including competent ingtructors
travelling with demondration cars for teaching the Operating and Locomotive
Staff, is excdlent up to a point, but in order to give those who are anxious to
advance in the rallway service every opportunity and a the same time make
certan that the good materid which is evident in New South Waes is made
of the greatest use to the State, we think that the scheme of practical
education should be caried further by sdection of those who specidly
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quaify themsdves in theory to be given work for a short time in each branch
of the ralway service, and later on be induced to study the railway systems of
America, Great Britain and the Continent of Europe, or dternatively, a tour in
South Africa and the Argentine, countries which are developing their railways
rgpidy and have many problems in common with New South Waes. We
understand that some of the officers are given opportunities to study railway
methods in other countries. It would be of advantage if dl of them were in
turn selected to visit the countries mentioned above.

During the oversess invedtigations Counsd Assging and | met in Paris and in Odo with
the Chairman of a sdfety relaed committee of the Union Internationde des Chemins des
Fer (hereafter UIC). The UIC was founded on 20 October 1922 by 51 members from 29
countries in Europe and Asia. It currently has 61 active members, 53 associated members
and 32 dffiliated members. Its areas of safety related work include the collection of
information in relaion to safety management systems, risk assessment and control,
accident invedigation and natification and the communication of safety reated
information. The only Audrdian rallway which is a member of the UIC is Queendand
Rall.

When Counsd Assigting and | visted the United Kingdom we learned that in January and
February 2000 a sx man rallway industry group from the United Kingdom visited Jgpan.
Its purpose was to investigate safety practice on Japanese railways and to understand how
the United Kingdom could best benefit from these. The report of the group stated:

All of the managers we met from the various rallway companies were very
helpful and seemed generdly keen to tak to us.  Ther dedication and
enthusasm on safety issues was very gpparent. It is not hard to see why. A
collison between two commuter trans carying 4,000 people each could
esdly lead to desths and injuries in the thousands. Yet they describe
incidents we would describe reatively minor as mgor safety falings, and
judtify some of their actions by reference to accidents as long as ago to 1949.
Cogt/benefit andlyss is not used but there is a clear pragmatism on what is
affordable with a“campaign” -based safety improvement culture,

What we saw was very impressve and, whilg, it was a tough week with a
punishing schedule, well worthwhile.  We learnt a great ded and believe the
Boards of dmost any UK Rail Company would find a week’s vist to Tokyo
just to see how things are done there a worthwhile investment.

In my opinion ral organisations in New South Waes should aval themsdves of the
wedth of overseas information and expertise in respect of ral safety management and
congder its gpplication to the improvement of rall safety in New South Wales.

Attempts have been made to improve ral safety in New South Wales in recent years and
| shdl review these in chapter 5 of this find report. However, the improvements have not
been undertaken with the use of the wedth of oversees safety management information
and experience which the overseas investigations identified.

In my opinion, good safety management requires obtaining al relevant information about
implementing the optimum safety management system for each rail organisation, a proper
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system of government regulation of safety and the coheson provided by a safety culture.
The creation and maintenance of a safety culture is an essentid component of a safe rall
system and is amatter of considerable importance.
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4.  Safety Culture

The previous chapter described the significant developments which have occurred during
the past 20 years n the management of ral safety here and overseas. There has been a
generd fallure in New South Waes organisations to embrace advances that have been
made in the management of rail safety internationaly and in other indudtries.

In the previous chapter, | referred to the different organisational objectives of the three
government rail organisations directly involved in the Glenbrook accident. RAC, or as it
has now become since the enactment of the Trangport Adminigration Amendment (Rall
Management) Act 2000, Rail Infrastructure Corporation, has a datutory obligation to
operate dong commercid lines and a duty to make money for the government. The State
Ral Authority has as its primary function the provison of commuter services to the
traveling public. The tendon between what are in truth a state owned corporaion and a
public utility has contributed to the lack of co-operation which made it necessary to
cregte the Office of the Ral Regulator to ded with the performance of the infrastructure
owner and the provider of commuter services.

Rall safety is the object achieved by ensuring that Strategies and measures are put in place
to ensure tha esch ral organisstion is mantaning the optimum levd of sdfety,
notwithstanding its organisationa objectives or the different organisational objectives
that it may have compared with other rall organisations. This object is achieved by a
combination of an adequate safety management system underpinned by a safety culture.

In the previous chapter | referred to the safety culture that existed prior to disaggregation
and the fact that disaggregation caused a dedtruction of that culture.  Mr Nick Lewocki,
Secretary of the RBTU, dtated:

We think that the bresk up of the safeworking culture that developed over a
long period of time in the SRA was broken up when the agencies broke up
and ingead of having a centra safeworking section, each of the busness
agencies had their own because they were required to do that, and some of
that intellectud knowledge was scattered right across the agency and we were
concerned there were decisons being made which weren't co-ordinated.

Mr Lewocki, in alater stage of the hearings, stated:

| think if you look a the changes in the industry over the lagt 20 years in
spite of government policy, in spite of the cdibre of management, we have
kept the system going, or our members have. They are very proud.

If you look a the Olympic period you could amost see our members chests
swvel up with pride in the wraps they were getting about delivering a public
trangport sysem when everyone was predicting it to be in chaos  Our
members are very proud of the work they do and very skilled &t it.

None of the evidence given by Mr Lewocki on these matters was chalenged. Other

evidence, including the evidence of Dr Levedey, corroborated Mr Lewocki’s evidence
about the workforce being highly motivated. She stated:
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Most mgor corporations would pay huge amounts of money to have a
workforce that is as dedicated as this workforce, and | think within a highly
committed workforce, such as these workers, there is a wish to do their job
well.

The performance of the rail employees during the 2000 Olympic Games demondrates
that there is a solid foundation upon which a strong safety culture can be developed. This
will take time and effort. In the words of Mr Lewocki:

The morde is tha people just don't fed comfortable in their job any more.
They see government policies being changed. They see CEOs or
Commissoners come and go. They aways fed no sooner we co-operate in
developing some reform than a new regime comes aong and it changes, and
people in a lot of cases don't fed like, |1 suppose, the old rall industry where
they sad “it is great to come to work, you will love the industry.

A lot of people today tel me they roll with the punches. Their morde is low.
They are frudrated with the sysem and have no confidence in the sysem and
worry about their job security. | think bringing people to work with that sort
of attitude, we have spoken to senior management about how to improve that.
We have tried that from time to time. It is successful for a while and it seems
to drop off again.

Before deding with the way in which a safety culture can be re-established, it is
necessary to explan why a safety management sysem without the underpinning of a
safety culture will produce aless than optimum leve of safety within the railway.

It is necessary to identify some problems of nomenclature. There was a great ded of
jargon used during the inquiry regarding risk management. There is a danger tha
expressons such as “risk management” and “safety management” may become
meaningless jargon, like “best practice’ which seems to mean no more than the practice
that each rail organisation daimsit engagesin.

There is dso a danger that methodology might be seen as an end in itsdf. Reiance on
safeworking units is a good example. Management of safety amply became an exercise
in determining whether the individuas involved in an incident or accident complied with
the safeworking unit and, if they did, whether the safeworking unit adequately dedt with
the particular circumstance. If it did not, then the response was to amend the safeworking
unit. What was required was that the safeworking units should have been seen as part of
a sysem of ral safety management which had many other components and not as an end
initsdf.

Risk management is a tool which asssts in meking informed decisons. It is not a matter
of mechanicdly identifying hezards and edtablishing controls which are then gpplied
without thought. Wha is needed is clear thinking and the application of agppropriate
reponses in the particular circumstances of the hazard that exiss. The hazard i,
including contrals, is not intended to be used in the same way that safeworking units have
been used. The tool of risk management is not a mechanica process. It requires thought
and adaptability to the particular circumstances that exist a a particular time.  Nor is risk
management the only tool that should be used in safety management because the
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identification of hazards and the establishment of controls does little to promote a good
safety culture.

The beief that dl hazards can be identified and controlled is cgpable of producing the
oppodite of a culture of safety in that it promotes a perception that safety matters have
been addressed. Good safety management involves indilling in the workforce
behavioura attitudes which emphasse and promote safety by making employees aware
that risk can be unpredictable and congtant vigilance is needed to ensure sfety.

An organisation may have a good risk management sysem but the attitudes of the daff
may prevent it from having optimd effect. The evidence suggested that RSA was
working towards an adequate risk management system and was two years ahead of the
other rail organisations in that program & the time of its merger with RAC. Nether RAC
nor the SRA had made any dgnificant progress towards establishing an adequate risk
management sysem. RSA had darted to establish a safety culture to underpin the risk
management system that it was putting in place but the SRA has not progressed very far
in the direction of re-establishing a safety culture appropriate to a disaggregated railway
industry. RAC was beginning to understand what was necessary to edtablish a safety
culture. It will be a difficult task for the new RIC to give safety management the priority
that it should receive over its commercia objectives. The two are not inconsstent but
much effort will be required. This is because one of the mog difficult culturad chalenges
for any organisation is unifying the vdues, bdiefs and practices of employees from
merging companies.

RIC and SRA ae responsble for the transportation of hundreds and thousands of
commuters on a daly bass and for the welfare a work of thousands of employees. To
achieve the levd of safety management that these responshilities require, a culture which
gives priority to safety is essentid.

For an organisation to have an optimum leve of safety performance there must be a
sdfety culture. A safety culture does not condst of a group of individuads proclaming
that sdfety is thar firg priority or disseminaing safeworking units or safety guideines.
A safety culture condsts of the individuds participating as pat of a group and being
guided in their behaviour by jointly held beliefs about the importance of safety and by
their knowledge that the importance of safety is a matter which every member of the
organisation believes in and is prepared to support other members of the organisation in
trying to achieve the result that there will be no incidents and no accidents. The
combination of the individud bdief and the shaing of tha bdief then influences
behaviour producing co-operation which in turn ensures that the safety management
sysem works ether by application of particular specified procedures or by their
gppropriate modification to ensure a safe outcome.

Professor Reason, in his book Managing the Risks of Organisational Accidents, stated
that it is undeniable that a bad organisationd accident can achieve some concessons to
sofety but he dso daes tha such concessons are often short lived. A safety culture
emerges, he says, from practicdl and down to earth measures and it is a process of
collective learning. He has defined culture as “shared vadue (what is important) and
beiefs (how things work) that interact with the organisationd dructures and control
systems D produce behaviourd norms (the way we do things around here)”. In Professor
Reason’'s opinion the essentid dement of a safety culture is one in which al leves of the
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organisation share the same gods and vaues. It is a Stuaion where people way down
the line know what they are supposed to do in most Stuations because the handful of
guiding vauesiscrysd dlear.

Despite the clams of a number of witnesses in managerid areas | am not convinced that
a sdfety culture exigs in the ral organisations in New South Waes. Each person
separately determines his actions according to what he believes is a proper interpretation
of the rdevant safeworking rules. This is not the fault of the operationd employees
because that is the way they are taught when inducted and the way they are expected to
cary out ther duties. It is clear that each employee acts within the framework of the
safeworking rules that he believes gpplies to his actions without any anaytica regard to
the particular circumstances of the activity in which he may engage.

Furthermore, the culture that pervades the SRA a the present time is not a culture of
sdfety, it is a culture of on time running. Dr Levedey daed tha when she vidted the
Sydney control room she observed that a lig of incidents was recorded, but the
ggnificance of the incidents was defined in accordance with ther effect upon on time
running. This is understandable because the traveling public and the media gppear to
judge the SRA principdly on whether or not its trans are running on time It is
understandable that the public regards it as important that the trains run on time. Every
day over the radio the daily performance of the ral network in regards to the punctudity
of trainsis frequently broadcast.

The evidence in reation to the Glenbrook ral accident demondrated that the dominant
culture in the ral indudry in New South Waes is a culture of on time running. The
actions of the tran controller, Mr Browne, & Wes control and of the sgnaller Mr
Mulhalland in Penrith signd box dearly indicate that their behaviour was motivated by
the desre to mantain the highest level of punctudity and they faled to gopreciate the
safety issues that were involved in managing the passage of trains through an automatic
section of track after asignd failure had occurred.

There are many other examples of the influence of the culture of on time running. At the
time of the Glenbrook rail accident Network Operations Superintendents attended signa
boxes in their cegpacity as supervisors.  However they were only present during the
morning and evening pesk periods but the only matter that they supervised was on time
running. It transpired that, with the possible exception of Mr Doug Anthony, they did not
know how to operate the signd box so that they could not have supervised anything ese
in any event. Mr Anthony sated “Earlier in my career | did signd boxes, but they were
only of agmndl| scde”

As with dl organisations, railway employees do not live isolated from the society of
which they ae a pat. Consequently, they are influenced by any public scrutiny of ther
actions and their employer. There is little doubt that the continuing criticism of the SRA
for faling to ensure trains ran on time, had a filter down effect through the ranks of the
SRA. Consequently, individua employees, no matter therr function, had a ggnificantly
heightened awareness of the importance of maintaning on time running. Under normd
circumgtances, this is exactly the focus that should exist within a passenger railway as its
principd role is to provide efficient and effective sarvices that are predictable to
commuters. However this objective had become so entrenched in the attitudes of railway
operational personne that they could no longer objectively assess anomaous Stuaions.
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They had developed an attitude that could not be varied under any circumstances — trains
had to run on time despite the consequences.

Thus ancther primary god for ralway personne, namey that operations should be safe,
was overidden. The principa purpose of any public transport system is not only to
ensure that people arive a ther dedination in a timely fashion, but aso to ensure that
they arive there safely. To separate these two functions, or to give one more priority
than the other, is to undermine the rea purpose of public transport. For this reason,
action needs to be taken to ensure that the baance between the gods of on time running
and safety are reingtated within the New South Wales railways. Also, where there is any
conflict, or potentia conflict, between these two goals, safety must be paramount.

Furthermore, maintaining the level of performance of the rall network & a high standard
has safety ramifications because the risk of incidents or accidents increases when the
system is not operating as intended. Many accidents occur during what is described as a
degraded mode of operation, that is, when normal operations are disrupted for one reason
or another, such as an infradructure or rolling sock falure. It is a such times, as the
Glenbrook rail accident itsdlf demondrated, that the risk of accidents is increased if the
procedures or training are inadequate or if there is alack of an appropriate safety culture.

Employees have not been encouraged to take what has been described as a negative safe
view. If Mr Mulhadlland had taken such a view when he was consdering authorisng Mr
Sinnett’s inter urban train to proceed past signa 41.6 in the stop position, he would have
sd to himsdf:  “What if | am wrong in my assumption that the Indian Pecific is well
cler? The behaviourd response that a risk aware sgndler would then have undertaken
would have been to go through various procedures, including contacting trains travelling
in the other direction, trying to contact the driver of the Indian Pacific by two-way radio,
as he did after the accident, or amply telling Mr Snnett that he did not know for a fact
where the Indian Pacific was located and that Mr Sinnett should drive very cautioudy.

Although it is obvious that a number of factors conspired, as so often occurs, to produce
the Glenbrook ral accident if there had been a culture of safety underpinning the
behaviour of the frontline operators, that would have operated as an additional factor
influencing their behaviour in such away asto have avoided this tragic accident.

The problem with the emphads upon on time running is that it causes the levd of safety
to be compromised. Mr Charles Jarvis, a train driver, gave examples of many incidents
where it was goparent that the culture of on time running exiged in the SRA. His
evidence was uncontested by the SRA. He described a culture in the SRA that, if
accepted, is far removed from a safety culture. He gave evidence of drivers being forced
to operate trains with non-functioning radios, with drivers having pressure brought to
bear on them to take trains out with defective brakes and other matters which would make
them unsafe in the sysem. Mr Jarvis named the persons involved in these incidents. In
the absence of any chalenge to his evidence or any submisson being put that | should
not accept it, the matters that he referred to must be regarded as having been conceded.

Other evidence about radios playing in sgna boxes, contrary to the safeworking rules,
the disputes over the audit of network control operations and the falure to ingst on drict
compliance with the communications protocols contained in the safeworking rules and
complaints made by other operators all demonstrate the lack of a safety culture.
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One of the bett illugtrations of the lack of a safety culture may be found from the way in
which the government ral organisgtions conducted themsdves during the fird stage of
the hearings There was vey little cross-examination by counsd for the ral
organisations.  Mr West QC, who appeared for RAC, summarised his dlient's
submissions about the causes of the Glenbrook rail accident as follows:

The fundamental cause, the red cause of the acident, involved two dements:
firdly, a train was wrongly permitted to pass an automatic signa a stop. The
second circumstance was that that train, given that permisson, was driven too
fagt in the crcumstances. They, in our repectful submisson, are the causes
of the accident.

The approach taken by the New South Wales rail organisations contrasts with that taken
by British Ral in the inquiry into the Clapham Junction ral accident which led to many
safety reforms in the United Kingdom. The Clgpham Junction accident was caused by a
wrong dde falure, that is a sgnd displaying a proceed indication when it should have
displayed a stop indication. This occurred because wires were crossed as a result of the
way in which some infrastructure maintenance work had been carried out.  The report of
Sr Anthony Hidden QC records that when Mr Roger Henderson QC for British Ralil
commenced to cross-examine the tradesman who carried out that work, he said this:

Mr Hemingway, before | ask you any questions, can | just make one or two
things absolutely plain so that people understand what British Rall’s stance is.

You have sad it was not your practice to shorten wires nor that it was your
practice to cut off eyes. You sad it was your practice to re-use naulding
tape.  You have described your method of doing it. You said it was not your
practice to secure the wires back in the sense of tying them back, but instead
to push them asde and that you have used the word “flick”. | make it quite
plain to you that in relation to al those matters we recognise that those are not
satisfactory and indeed bad practices but that the blame for that does not lie
with you, it lies with British Rail. Either it should never have been dlowed in
the first place or once it had happened and the practice had become your
practice and indeed was common place, it should have been stopped because
the matter should have been monitored. So, there is no criticism of you for
those failings which we recognise are our falings and not yours.

The public was entitted to expect during the fird dage of the hearings tha the
government rall organisations would acknowledge a least the deficencies which
obvioudy exiged in the communicaions sysem, in the safeworking units, and in the
traning and supervison of employees, rather than adopting a passve approach in the
hope that the deficiencies would not be obvious. These are public bodies responsble for
the safety of the public and it is ther duty in each case to be open and forthright. There
can be no such thing as a different or conflicting interes when there is only a sngle
common interest, public safety.

Although there was some evidence that there is a no blame culture in redion to
employees in the ral indudtry, the opposte is in fact the case. Mr John Dawes, the
Manager of Train Crewing of the SRA, when questioned about the Waverton accident,
was quick to attribute blame to the unsuitability of the driver who, it was said, under the
present conditions of entry would not have passed the present psychologica testing of
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goplicants for the podtion of driver. He made no mention of the fact that the particular
driver was an inexperienced driver who had never been taken over the route he was
driving for the firg time. Nor did he mention any organisationa fault. Mr Dawes was
asked to identify the deficiency in the sdection and training of the driver involved in that
accident and said:

My own persond view is that, if that particular person was subjected to the
new sdection process, he would not pass That's just a persond view

though. ..

| think he actudly passed the safeworking components of the training very
well, but | think, in the application of his knowledge, there was a deficiency
there and | think that would have been picked up with the psychologica
tedting.

This propengty to lay blame was demondrated continualy by witnesses from each of the
ral entities, including some who hed key safety podtions.  Frequently this atitude was
expressed by witnesses seeking to blame another organisation, rather than an individud,
for the accident. What | would expect from organisations which had a proper gpproach to
safety management is a willingness to recognise ther own falings, as wel as ther
colective falings, adong with a desre, both individudly and collectively, to address
those weaknesses.

Professor Reason has explained that there cannot be an entirely blame free gpproach to
incidents. He rightly dates that it is neither feasible nor desrable because there may be
acts which are s0 egregious that sanctions should be applied. Examples are reckless
disobedience of a sgna a stop or driving a train under the influence of dcohol or a drug.
He dates that what is needed is a just culture where, in an amosphere of trust, people are
encouraged and rewarded for providing essentid safety related information. He
emphasises, however, that a line must neverthedess be drawn between acceptable and
unacceptable behaviour.

He dso refers to the necessty of having a flexible culture where contral is transferred
from the norma chain of command to experts on the spot when an incident occurs. There
must be respect for the skills and experience and ability of the workforce particularly he
says the operationa supervisors who must be well trained in safety aspects.  According to
him, to have a safety culture it is necessary to have a just culture, a flexible culture and a
learning culture.

Professor Reason says that a proper system of reporting of safety matters is important.
He says that it is difficult to edtablish that system because people do not like admitting
their own mistakes. | dso gpprehend that people will not like to report on the errors of
fdlow employees. However, to encourage this to be done, employees have to be
convinced that management is likely to act on the reports, that the reports will not cause
trouble for them or ther fdlow employees and that remedid action will be taken. There
must not be alack of trust and there must not be afear of reprisal.

| am not satisfied that there is such a reporting culture in the New South Wades rall

industry. Mr Jarvis, a tran driver, gave evidence of what | condgder to be the true
pogtion in the SRA. He gave an example of a driver reporting a defective sgnd and

45



when it was ingpected by a sgnd dectrician nothing was found to be wrong with the
sgna, whereupon the driver was charged with making a mischievous report. He dso
referred to an occason when he intervened on behaf of a driver who was being forced by
his supervisors to take out a train which he believed had faulty brakes. Mr Jarvis dso
gave evidence of an occason where water was dripping onto the dashboard of the train,
near live wiring, and he reported the circumgtance to the supervisor a Mortdde. He
described what happened after thet in the following terms:

He came over, and while Jm Charlesworth watched, he wiped up the water,
turned to Jm and sad “There is no sign of water ever having entered this cab.
Thetran isright to run”. | dug in and said, “No, not under section 211 or 212
of the Crimes Act or the OH & S Act. | am not taking it.” | findly had
enough and | went home. | rang the next day to get my shift for the following
day. | sad, “Five o'clock in the evening? They said, “No, twelve o’'clock at
headquarters, Xerox House, making a statement regarding refuse duty.” In
order to defuse that Stuation | had to whed my persond solicitor in a a cost
to me of, ultimately, $3000. The pressure is immense. | can't over
emphasise that.

Mr Jarvis evidence was not chdlenged, notwithstanding the fact that the precise
occasions and the names of the individuds involved were identified by this witness in his
evidence. That a driver could be subjected to disciplinary action for faling to drive an
unsafe train demongrates the relative priority of on time running over safety.

Whilgt there are mechanisms for anonymous reporting, these need to be improved. There
mugt dso be a method for informing employees by the weekly notices or otherwise that
action has been taken in reation to matters reported. For a just culture to exig,
employees must bdieve that judice will be dispensed. | do not bdieve tha ral
employees in New South Waes have such a belief when considering whether to report an
incident in which they or other employees have been involved.

In my opinion, it will take a least three to five years to change the exigting atitudes
within the ral organisations in New South Wales to achieve an appropriate safety culture.
This need not be done at the expense of on time running. The two things can go hand in
hand. With a proper safety culture fewer incidents will occur, therefore fewer disruptions
will occur with the result that on time running will be improved.

The mogt telling aspect of the lack of a safety culture is the absence of a collective effort
in respect of safety by operationd employees. This is not the fault of the employees
concerned because they had never been taught that safety must be a collective effort.
What they have been taught is to operate only on the authority of the safeworking units
which they believe apply to the circumstances. This is exemplified by the response that
is sometimes made when an accident occurs, that it is the driver's fault because he is in
charge of the train. Important information concerning possble hazardous or unusud
conditions is not reported to train drivers. There is a prevaling dtitude that train drivers
should act in accordance with sgnd indications and receive no other assstance. That
attitude does not show a collective approach which is so necessary for a safety culture.

An illugration of this phenomenon is the Hornsby accident on 9 July 1999. This
involved a sgndler being directed by an area controller to warn the driver of an unusud
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change to the route that he was to follow. The direction was not complied with by the
ggndler.

A further illudration is the Bel accident where there was a falure by the sgndler a
Mount Victoria to warn the driver of the train that there was a work party on the track.

The falure of the sgndler & Mount Victoria to give this warning was judtified by the
datement that the safeworking unit only required the train driver to be warned if he was
traveling on the actud track on which the work was being carried out. It was contended
that there was no necessity that he be informed that employees were working adjacent to
the track on which he would be travelling. | have no doubt that if the train driver had
been so warned he would have kept a proper lookout and the accident would, in al
probability, not have occurred. Furthermore, the supervisor only consdered what the
safeworking unit required rather than adopting a proper gpproach to the safety hazards
presented by workmen working on the line near Bell.

Ms Fiona Love, the Manager of Audrdian Ral Training, made a number of atempts to
try and indil in employees this collective gpproach to safety. When she fird wanted to
introduce group learning where drivers, guards, sgndlers and train controllers underwent
traning together, this proposd was initidly opposed by the reevant trade union, an
organisation whose duty it was to ensure the safety a work of its members.  The trade
union later gave approval, but said this was not to be treated as a precedent.

The senior executives on a date and national level of the trade unions which covered
amog al of the operationd daff on the railways gave evidence that they would support
safety recommendations emanating from this Specid Commisson of Inquiry. Ms Love
dated that the trade unions had now accepted her gpproach that drivers, guards, sgnallers
and train controllers should be taught as a group to enable them to learn to work better
together and understand the demands on each other’s podtions. Issues such as
demarcation disputes must take second place behind safety improvements.  Oversess
experience indicates that to achieve a safety culture within an organisation the employees
as individuds and members of a group, need to have a commitment to the way in which
they and otherswork.

Professor Reason has pointed out that the importance of a safety culture in organisations
such as ralways is that it encourages employees not to forget to be afrad when
conducting complex and often dangerous operations and that there are many
circumstances where the defences that exist to prevent accidents can be penetrated or
breached.

In an unsafe culture employees are led to believe that some accidents are inevitable or
that the risk does not exist and is being controlled. Dr Leivedey gave the example, in this
regard, of the Chernobyl nuclear accident where the employees actudly turned off the
safety equipment because they were convinced that they were able to control the
processes that were going on.

Commitment to safety must come from the highest levels within the organisation.

Otherwise employees are entitled to take the view that if the chief executive officer does
not, or does not appear to, regard safety asthe firg priority then why should they.
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Mr Terence Ogg, the Chief Executive Officer of the former RSA, made it clear in
writing that he regarded safety as dl important.  This is the type of leadership tha is
necessary to edtablish the safety culture, particularly if his action and that of his senior
management confirm what he has said to the saff in writing.

Senior management leading by example is one of the mogt effective ways of establishing
a safety culture.  Another is the willingness of operationa staff to work together as a team
to achieve a paticular objective. A prime example of this is the 2000 Olympic Games.

While senior management received mogt of the public acclam for the success of the rall
system in trangporting spectators to the Olympic Games, | am of the view that it was the
cohesve and determined ettitude of ral doaff which ensured the network ran with
minima disruption during this time.  Undoubtedly, the impetus for this temporary culture
shift came from the rallway employees awareness that they were subject to internationd
scrutiny and their determination to prove that the rall sysem could successfully provide
the necessary rall services with minimum disruption.

This temporary culture change for the 2000 Olympic Games warrants further
examination. The railway workforce can and, on occasons does, generate exactly the
right type of organisationd culture to ensure safe and efficient operations. However, this
appears to happen only when there is some unusua externd influence which serves to
overcome the normd cultura rifts and unite the raillway workforce toward achieving a
common and unified god.

A safety culture should be an inherent part of the way in which each ral organisation
operates and should not depend upon any paticular event to motivate the employees.
The same outcome in efficiency and safety can be achieved by srong and effective
leadership by management paticulaly when there is a motivated and dedicated
workforce. The corollary is that without the externd influence and with poor leadership
by management, inefficiency and a deterioration in the overdl level of performance is
ineviteble.  If the operationa Saff lack confidence in the management then the safe and
efficient operation of the ral network will entirdly depend upon their capecity to work
well collectively. A paticular event, such as the 2000 Olympic Games, may provide the
necessary focus for this collective effort. However, in the absence of a particular event of
that neture, the impetus must come from good and effective management. If the
operationd daff are cynicad about management's commitment to safety they will not
themsdlves have any such commitmen.

Hdmrech and Meritt in ther book Culture at Work in Aviation and Medicine identify
gx diginct drategies for building a hedthy, safety oriented organisational culture.  The
dating point is a commitment by management, and in paticular senior management, to
sdfety as the firg priority in the operation of the ral network. This commitment must be
genuine and sincere and backed up by the day to day action of management.

When in London, Counsd Assding and | met with Mr Richard Clarke, Managing
Director, and Mr James Catmur, Director, of Arthur D Little Limited, an internationdly
renowned ral safety consultancy, which had been retained to advise, among others,
Raltrack PLC, Audrian Federd Ralways, Itdian Ralways, Spanish Nationd Ralways,
Swedish Nationd Rail Adminigration and the Mass Trangt Rapid railway in Hong Kong.
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They provided me with a summary of the principles that they espouse in reation to
managerid commitment to rall safety:

It is hard to change the attitudes and beliefs of adults by direct methods of
persuasion, but acting and doing, shaped by organisation controls, can lead to
thinking and beieving. For this resson management actions and actud day to
day behaviour are generdly much more important than smply changing
written policies and procedures for effecting lasting culturd change.  For
senior managers, actions spesk louder than words.  If senior management
only changes what it says, rather than what it does, then little progress will be
made.

The second drategy identified by Hemreich and Meritt is to ensure that frontline
supervisors, trainers and line managers provide effective role models for saff. These
people need to understand and to actively implement the safety as a first priority vaue in
a practical way. Agan, Hemreich and Meritt emphasse that the sincerity of these role
models is fundamentally important.

In practice, this means that Network Operations Superintendents should not smply
monitor dgnadlers  activities in kegping trans running to timetable, but activdy
encourage sgndlers to condder the safety implications of their decisons. The Network
Operations Superintendents should be correcting poor communications protocols, thereby
demondrating ther commitment to safety.  Smilaly, raher than didributing safety
information only in written form, face to face briefings should be held where operationd
upervisors explain safety matters to employees.  Supervisors need to demondrate by
example ther own commitment to safety and communicate the message that sfety is a
team effort where risk taking will not be tolerated. They dso need to communicate the
message that this is something which benefits the traveling public which will indude
friends and relatives of rail employees, the employees themsalves and their work mates.

Whenever the occasion presents itsdf in the workplace, in training or briefing sessions,
employees should be encouraged to be risk aware. The attitude that some accidents are
inevitable should not be permitted. The individuds, as with the organisation, should be
griving for no accidents and no incidents.

The third drategy that Helmreich and Maeritt identify is through recruitment and the
induction of new employees, or employees who have transferred to other postions. New
employees, in paticular, should be mentored by a senior person who demonsrates the
proper commitment to safety. The mentor can explain the organisgtion’s hisory, its
vaues, why something is done in a paticular way and, in doing o, introduce the new
employee to the organisation’s culture.

Their fourth drategy is the use of company publications and other documents to reinforce
and drengthen the safety message. This does not mean that employees should be sent
reams of paper containing safeworking units or other safety information, which will do
little to ensure they properly focus on the risks they mugt confront during their norma
work day. Rather, it means that al publications and documents, both those circulated to
employees and those circulated to wider audiences including the generd public, reinforce
the safety messsge.  This should aso occur in a meaningful way that makes the
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commitment to safety clear, not just by incorporating some dogan about safety at the
bottom of such documents.

The fifth drategy is to make membership of the safety culture more dtractive to
employees. This can be achieved by offering rewards for safety performance or safety
improvements. But thisis not the only technique. As Hemreich and Merritt note:

It can dso be achieved with an early success or the presence of a common
enemy. Everyone wants to be on a winning team; it encourages greater
driving... The common enemy might be a competitor, or ‘hard times to be
survived — something againg which the group can strive.

Findly, the open discusson of safety incidents, and a swift remedid response by
management, demongrates a clear commitment to safety. It can dso serve to build trugt
between employees, ther immediate managers and those in the hierarchy. With such
trust, employees are more likey to participae in safety improvements and provide
information and report incidents, which enables poorly controlled risks to be identified
and addressed.  The reporting of near misses is an obvious area where trust that there will
be no adverse repercussions and openness in reporting is likely to reduce the risk of an
accident subsequently occurring.

There is every reason to believe that with gppropriate leadership and a program of change
indtituted as described above those employees will appreciate that safety is as important
as on time running. This will produce a public benefit both in terms of the more efficient
operation of the rail network and a reduction in the number of accidents or incidents.

Another way of influencing individud behaviour in favour of a safety culture is to
include references to sdfety responghbilities in job descriptions.  There has been a
tendency for some pogtions in the raill network to be seen as not relevant to safety and for
the view to be taken that safety is a matter for frontline staff and their supervisors. This is
not so. Persons regponsble for preparing budgets within an organisation may have
qudifications in accountancy, yet the recommendations or decisons taken by them may
have sgnificant safety implications.

Ancther example might relate to the planning stages of mgor tracksde work. Engineers
in a planning section may approach their task upon the basis that snce work is required
on only one line of a bi-directional section of track that consderation need not be given
in the planning phase of the job to the way in which trans should be operating on the
other track. The accident & Bedl is a very good example of why people involved in
planning work of this naiure are dso criticdly involved in safety.  The first question they
should be asking themsalves is whether it is reasonably feashble for trains to be stopped
entirdly while the work is carried out s0 as to remove the risk of employees being struck
by trains.

If it is not feadble to stop trains, a risk assessment should be carried out with appropriate
controls put in place to control the hazard. A system of work in which the safeworking
unit relied upon, as is Hill the case, requires the employee to look after himsdf and if he
feds that he cannot then to ask a supervisor, endorses a system of work which is so
manifestly unsafe and 0 likely to produce serious injury or death that it is hard to believe
that it has ever been accepted by the workforce, the management or the trade unions.
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Nevertheless, the accident a Bell and the accident a Sydenham about which | received
some evidence demondrated that such practices were not uncommon. They should not
be permitted to continue.

When peformance of employees is reviewed or when employees are considered for
promotion it should be clear that the adequacy of their safety performance will be a
maiter which will be given conddereble weight. By this means they will know in
advance that they will be hed accountable for their own safety behaviour and that of any
persons over whom they have a supervisory role.

The find way in which it seems to me that a safety culture can be indilled in the New
South Wdes ral network is by the safety implications of any communication being
specificdly identified. F every time an employee sees or reads about any event occurring
in his or her working environment, a reference to the safety implications of a particular
meatter then the message will be reinforced.

One way in which written communication of safety can be conveyed is through a safety
policy. The sdfety policy should be the guiding philosophy of the organisation. In
Norway, the Norwegian infrastructure owner Jernbaneverket (hereafter JBV) has adopted
the policy that ral trangport must not result in accidents which may ental the loss of
human life or serious injury or damage to people, surrounds or rolling stock. That policy
underpins the identification, planning, organision and implementation of dl JBV’s
activities. The approach is one of zero tolerance for accidents and adopting a zero
tolerance approach provides an impetus for continuous improvement of the safety of the
operdions. As an illudration of the way in which the impetus operates, JBV has a policy
that no change may occur on the ral network which it operates which taken by itsdf, or
in context, would reduce the level of safety of rail operations.

An example of the type of document which the senior management of a rail organisation
can use to convey the necessary safety message to employees can be found in the 1998
sdfety policy statement on behdf of Railtrack PLC by the charman of that company.
The statement was as follows:

Railtrack has prime responghility for the safety and security of the ralway it
controls and for the hedth and safety of those who may be affected by the
company’s activities. We sk and welcome recommendations for
continuous involvement from both our saff and theirs.

We view safety in the widest context — for us, it means protection from risk of
death, injury and poor hedth arisng from our activities It dso means the
avoidance of damage to property and the environment from whatever cause —
accident, fire, exploson or loss of security. We will adopt a robust and cost
effective palicy in dl that we do, recognising that good safety performance is
good business, for us and our customers.

We accept that our responghbility extends to al who are involved in any way
in our industry — our travellers, our workforce and those contracted to work
for us, on our own property, the generd public when on our property, and our
neighbours.
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The observations that have been made about safety culture are not limited to advances in
safely management in the ral indudtry. Severd indudtries have embraced the
establishment of a safety culture as one of the core foundations for a safety management
In the course of the oversess invedtigations | became aware of a report which
aose out of a seious arcat accident involving Alaska Airlines.  The consultants
retained were required to evduate the exising practice of safety in Alaska Airlines and it
is their safety assessment which congtitutes the report published on 19 June 2000. The

system.

Our commitment to safe rallway comprises ... improving safety through the
setting of gods and targets and adherence to defined standards of excellence
for dl those involved in the provision of rail trangport.

| as Charman, and the Railtrack Board, commit ourseves to uphold these
principles in the efficdent and effective conduct of our busness and will
provide adequate resources for this purpose.

Our agpproach to safety is dynamic and we will revise this policy to teke
account of any and al improvements to safety. Our policy will be revised a
leagt annudly.

report contains anumber of observations with which | agree:
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The safety culture of an organisation is the product of individua and group
vaues, attitudes, competencies, and peatterns of behaviour. These
characterigtics determine the commitment to, and the style and proficiency of,
an organistion’s hedth and its safety programs.  The safety culture within
any organisaion is an indicator of the date of respect for safety
contiousness, the willingness and determination to comply with the
company’s policies and procedures and with regulatory requirements, and, on
an individud bass, the accountsbility one has to himsdf or hersdf, the
accountability to the fird levd of supervison and findly to his or her
employer.

Cetan dtributes are criticd to a srong safety culture.  Understanding
performance requirements, conformity to policies, procedures and regulatory
requirements, qudity and esse of communicaions throughout the
organisation, respect for training, respect for peers and supervisors and
professona pride are examples of pogtive attributes that contribute to a
hedlth culture.

...Employees should fed free to discuss safety concerns with ther
supervisors or with other employees without fear of pendty and when
concerns are raised, they should be examined and judged on ther merit, with
the results not only fed back to the initiator, but dso shared with the greater
workforce to foster safety awareness.

...Encouraging open communications and ensuring that not only is one
“trangmitting” information in a dear and unambiguous manner, but dso that
one “recalves’ information in the sense of undergtanding what is being sad
and meant (i.e, ligening with postive purpose and intent, to concerns that
emanate from dl levels in an organisaion) are dtributes that contribute to



organisationd  effectiveness and safety.  Vaid concerns should be dedt with
in a podtive and proactive manner by taking gppropriate action and informing
the workforce of the action and the reasons for doing so. This is criticd to
achieving a hedthy and safe culture. (Origind emphasis)

The creation of an adequate safety culture will, | believe, take three to five years. The
edablishment of an adequate safety culture together with safety management systems
within the ral organisations, with externd monitoring and supervison by the Ral Safety
Ingpectorate is, in my opinion, the mos effective way by which those organisations and
the government can discharge their duties to the travelling public and to those who work
on the rallways. Regrettably, neither proper safety management nor an adequate safety
culture was present at the time of the Glenbrook rail accident and it is to the adequacy, or
more accurately the inadequacy, of the risk management procedures gpplicable to the
circumstances of that accident that | shal now turn.
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5. The Adequacy of Risk Management at Glenbrook

The second matter in the Letters Patent as varied is the adequacy of the risk management
procedures gpplicable to the circumstances of the Glenbrook railway accident.

On 8 June 2000 | directed each of RAC, RSA and the SRA to deliver a detailed report
setting out the risk management procedures in force prior to and a the time of the
Glenbrook rail accident and their respective assessments of the adequacy of those risk
management procedures. Those directions were made to enable the rail entities primarily
responsble to examine criticaly the circumstances of the accident and whether the risk of
onetrain colliding with the rear of another had been properly managed and controlled.

Although required to ded specificdly with those two maiters the rail entities were invited
to place before me other materia relevant to the third matter in the Letters Patent as
varied, namey recommendations for safety improvements to rail operations.

| receved from the SRA a report which comprised 1,750 pages including annexures,
from RAC a report which comprised 290 pages including annexures and from RSA a
report which comprised 684 pages including annexures. | aso received fom the RBTU a
report which comprised 1764 pages including annexures as wdl as an 11 page
submisson from National Ral Corporation Limited. The RBTU annexures included a
copy of a report dated March 2000 prepared by Richard Oliver Internationa entitted A
Review of Rail Safety In New South Wales, commissoned by the New South Waes
Depatment of Trangport and a copy of a report by Booz, Allen and Hamilton dated
September 1999 to the Standing Committee on Transport entitled Independent Review of
Rail Safety Arrangementsin Australia.

Counsd Assgting took the view, with which | agreed, that as findings were required to be
made about the adequacy of the risk management procedures applicable to the
crcumgtances of the Glenbrook ral accident, the Chief Executive Officers of the
government rallway organisations a the time of the Glenbrook rail accident should be
cdled to give evidence. These officers had the ultimate respongbility for the safety of
the operations of the organisations which they managed and the ultimate responshility
for the reports that were ddivered, following my direction, in relaion to the adequacy of
the risk management procedures applicable to the circumstances of the Glenbrook rall
accident.  Accordingly, these witnesses were the first to be cdled except for the former
Chief Executive Officer of the SRA whose employment had been terminaed shortly
before the resumed hearings and who was caled later in order to meet his convenience.

Following the caling of these witnesses Counsd Assgting took the view that the officers
primarily responsble for safety, traning, personnd and accident investigation and
management should be caled. | heard evidence from witnesses deding with each of
these mattersin the relevant organisatiors.

| shal ded with the materid provided by the SRA fird. This materid contained little
about the adequacy of risk management procedures a Glenbrook but a substantia
volume of materid about the date of safety management a the time Mr Smon Lane
became the Chief Executive Officer.
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The evidence of Mr Lane about the safety system tha he inherited is worth recording.
Before | go into the detal it is necessary to observe that while he was Chief Executive
Officer ggnificant attempts were made to improve rall safety and he was one of the few
people in senior managerid postions who actudly had relevant ral safety experience.
He was appointed the Chief Executive Officer of the SRA in November 1997 and took up
duties on 1 December 1997. He had fifteen years prior experience in the ral indudry.
He had been a dation magter in London, a traffic manager in Ipswich and dtaion master
a Victoria gation in London. He had been an area manager in Swansea and from 1991
to 1994 was the operations manager for ScotRail in the United Kingdom. As such he was
reponsble for the safety of dl tran movements that were taking place in the ScotRall
area

He then moved to Audrdia and was appointed to the postion of Area Manager of Met
Trains in Mdboune in May 1994 and occupied that postion until he was appointed as
the Chief Executive Officer of the SRA. He had experienced the changes in safety
management in the United Kingdom.

When he took up his pogtion there was very little safety management expertise within
the SRA. It was dominated, he said, by the safeworking groups and there was an easy
acceptance of past standards and methods. He dated that a lot of people in the railway
had a great ded of knowledge and experience and it was thought this was enough to
manage such complex activities He gave three examples of the effect of this. The first
was that he was aware of the risks to passengers of fires in underground dations as a
result of the 1987 fire in Kings Cross gation in London where 30 people died and he
sought to ascertain the level of training in fire management and evacuation procedures for
daff employed on the CityRall underground detions. He was given verbd assurances
that the arrangements were satisfactory but when he conducted an audit of the training of
the gaff he found out that only 35 per cent of the staff that were working there had been
trained properly in fire management and evacuation procedures,

The second example that he gave relaed to the upgrading of fire sysems and associated
warning sysems. He was aware tha Wynyard and Town Hal ralway dations should
have been trested with the highest priority because the potentid risk to the public was
much more sgnificant a those gations by reason of the number of people using them and
the layout of the dations. He found out, however, that Museum and S James ralway
dations were completed first and the reason for this was that they were the easiest ones to
do. He thought that was a very strange way in which to prioritise the use of capitd funds
for safety improvements. A third example that he gave was that he persondly atended to
observe crowd management a Circular Quay raillway station on New Year's Eve 1997
and subsequently attended a debriefing by the line managers responsible who informed
him that it had gone much better than the previous year. Yet he had persondly witnessed
a number of occasons during the evening when platforms and concourse areas had
become very dangeroudy overcrowded and there was a very high likdihood of injury to
the passengers as aresult.

He then looked a what happened when an incident or accident occurred and an
investigaetion was conducted. His view was that most inquiries were concerned with
finding somebody who had done something wrong and were regarded as a disciplinary
meatter rather than a retraining matter or a matter where engineering design issues needed
to be consdered. His expectation when he became the Chief Executive Officer of the
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SRA was that dl his senior managers would have had a program of meetings reviewing
al of the safety criticd indicators so that they were not just reacting to incidents but were
looking for trends that were developing. He found there was no system in place to
identify trends and he indituted a syssem of monitoring. His observation was that
managers thought that safety was a matter to be dedt with by people who had safety in
ther job title rather than something for which every person, including supervisors and
line managers, was responsible. He daed that a lot of the line managers did not think
that safety was important. Many of them did not know what the safety policy was when a
member of the daff had been injured. Invedtigation of accidents was seen as an
adminidrative process rather than one of searching to identify wesknesses and prevent
recurrences.  The activities of line managers were driven by performance related issues
such as on time running.

Mr Lane did not only rely on his own observations but sought to use some datistical
means for determining the overdl safety peformance of the SRA.  One datidticd
measure he used was LTIFR which is an acronym for lost time injury frequency rate. He
thought that was an excedlent barometer by which to measure the safety of an
organisation. By the reforms that he put in place he succeeded in reducing the amount of
time logt as a result of injury. Dr Levedey expressd the view that, as with other
datigtics, LTIFR was not an indication of whether an organisation had a sound risk
management sysem.  Although it may not provide much information about the system of
safety management, an improvement in LTIFR is an indication that the seps that have
been taken have produced safety benefits. This would seem to be axiométic in reation to
the measures undertaken by Mr Lane prior to the termination of his employment.

Mr Lane€s obsarvations were entirdy conggtent with the view that | formed that the
inquiries concentrated on which safeworking units applied in the circumstances and
whether the employees had been neglectful in choosing the correct one and properly

applying it.

Since Mr Lane had not been associated in any way with the SRA prior to his
gopointment, it was necessary for me to examine the evidence about the way in which
safety was managed during the years prior to his appointment, including during the
period immediately after the disaggregation that occurred in 1996.

During that time the Manager, Safeworking of the SRA was Mr Bary Camage. He gave
evidence about his background prior to his gppointment to the postion of Manager,
Safeworking and some general observations about what happened to the management of
sofety after the disaggregation in 1996. Mr Camage had joined the New South Waes
ralways in 1958 as a dation assdant, then became a dation meder, then acting
ingpector, then deputy operations superintendent, then superintendent of train control in
Sydney. From that postion he was promoted in 1990 to Manager, Operations Safety and
Audit, when that postion was firgt crested. His duties required him to audit sgna boxes
and train crewing centres to ascertain compliance with various procedures and safety
requirements. From 1991 to 1994 he was the Generd Manager, Safeworking of the SRA
and then from 1994 to 1996 the General Manager for Metropolitan Freight and then he
was gppointed to the podtion of Manager, Safeworking. He held that postion until 1997
when he was gppointed to the pogition of Train Operations Manager of the SRA.
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He was asked to indicate in generd terms how safety was managed when the SRA was
one large organisation before it was broken up in 1996. He answered:

Prior to 1996 | would say there was more discipline in safeworking at that
paticular time. The Generd Manager, Safeworking, was a new pogtion
created because of concerns about safety and Tony Boland, whom | reported
to a that paticular time, used to hold an Executive Safety Development
Committee meeting, and that was held once monthly. All mgor incidents
were tabled at that meeting and dl generd managers atended the meseting
and the CEO a that particular time dso attended the meeting. So there was
very grict compliance to safety.

He was asked what was done in relation to mgor incidents and he sad that there were
inquiries or joint inquiries and he used to persondly liase with the Depatment of
Trangport in aranging the terms of reference and what was to hgppen in relaion to
conducting joint inquiries. He said that he st the terms of reference of investigations and
then later the Department of Transport took over that particular role but he had very close
liason, on a daly bads with Bill Cadey who was the Executive Director of the
Transport Safety Bureau at the time.

He stated that recommendations were nade as a result of the invedtigations and that their
respective genera managers had an obligation to implement the recommendations. The
recommendations were aso tabled a the Executive Safety and Development Committee
meeting and remained on the agenda until they were dedt with. The questioning then
continued:

You mentioned a few moments ago in general terms your observations about
the way in which sofety was managed. It was a disciplined system of
management?

That's correct.

You mean by that there were safety rules, namely, the safeworking units, and
that if an incident occurred then the invedtigation would focus on whether or
not people had been complying as they should have been complying with the
safeworking units?

That's correct.

From your knowledge of the ral indudtry, had that dways been the way in
which these matters were gpproached?

Yes.
That was an higtoricd way of deding with them?
Y es, correct.

He agreed with the propogdtion that the sysem for managing safety was a disciplined
system built around the safeworking units.  Mr Camage thought that the safeworking
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units were the best way to manage safety. Mr Camage was of the view tha that system
for managing safety worked reasonably wdl up until the time of disaggregation but thet
the leved of safety gppeared to have deteriorated in the ral industry after the
disaggregation in 1996. He was asked the reasons why he thought that occurred and he
sad:

There were problems in various organisaions wanting to do their own thing,
SO to speek. Their perception was that they were answerable to themsalves
and it was aso the responghility, during that time, where there was a need for
more influence by the Department of Trangport to ensure the accreditation of
that particular organisation complied with the safety requirements, and they
were told that if they did not comply with these, that they would not be able
to operate. SO, it was a case of having to ingg that organisations comply
with the regulations.

He sad of the new organisations crested following disaggregetion that “they were
answerable basicaly to themsaves.”

Prior to 1996 when there was one large government owned and integrated railway. He
sad that promotion depended on people having to “better themselves, and had to sudy
and pass the examinations’. He dated that there was a greater gppreciaion of the need
for people to be conscious of safety matters. He gave the example of his own father who
he said was 26 years of age before he got a sgndler’s job. He said hat these days
advertisements are placed outsde the organisation for recruits for dgna postions and
that the experience “ian’t there likein the old days’.

It is clear from the evidence of Mr Camage tha the management of safety within the New
South Wales raillway industry prior to 1996 depended upon the acquistion of knowledge
of safeworking principles over a long period of time, a training in the safeworking rules
tested by examination and reinforced by a sysem of discipline used againgt employees
who were found to have been involved in an incident or an accident which occurred
because of a falure to comply with an gpplicable safeworking rule. If the safeworking
rule did not properly ded with the Situation then the practice was to amend it.

With the reduction in the number of employees and the breskdown of that discipline
which accompanied the disaggregetion in 1996, the discipline which had formed the
cormnerstone of the safety system was subgantialy weskened and the expertise that
exiged within the one large government owned and integrated rallway was fragmented
into four.

The safety implications of disaggregetion in 1996 do not gppear to have been given any
proper consderation and it appears that it was assumed that nothing in particular reeded
to be done. | have previoudy dedt with the role played after 1993 by the Department of
Transport in the process of accreditation. In some respects this did more harm than good
because it led to the attitude identified by Mr Camage, namely that each organisation
would “do their own thing”.

When comparison is made between deveopments in safety management which were

occurring oversess and the system of safety management described by Mr Camage, it is
not surprising that Mr Lane regarded it as being necessary to establish a corporate plan.
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One of the reasons he established a corporate plan was because he perceived there to be a
lack of an adequate safety culture. He stated:

| think there was a view tha safety redly was something that was the
respongbility of people who had safety in ther job title, rather than
embracing acceptance that every person in an operationd grade, every
supervisor, every line manager responsible for those aress actudly had a
respongbility and that the safety people were there in a sense to assgt line
managers in being effective.

It wasn't a question if you had [the word] safety [in the title of your job], then
you were the only people who had to ded with safety, and in vidts to a
number of work gtes, paticularly in that first four, five months | saw a lot of
evidence that line managers did not condder safety, occupationd hedth and
safety paticularly as something that was important, and | assessed that by
their lack of knowing where the safety policy was, what it sad, when their
daff had been injured, what the results of investigations were, things which |
would expect to find with a progressive, preventative management.

Mr Lane sad that he reorganised the structure of the SRA by edtablishing divisons that
had separate emphases, namely an operations divison, a passenger flet maintenance
divison, a CountryLink divison, and a CityRal dations divison. He dso edablished
the postion of Generd Manager, Organisationa Development, which was the postion
where senior safety expertise in the organisation would resde.  The function of tha role
was the devdopment of initiatives and sysems tha were in line with modern safety
management thinking. This was to be an area where the expertise in safety manegement
would be developed. It was an area where initiatives would be developed and
implemented and assstance would be provided to line managers in the discharge of ther
reponghilities. It was aso intended to be the sngle point of contact for safety
management  arrangements with other agencies such as RAC, the Depatment of
Trangport, RSA, National Rail Corporation and FreightCorp.

Mr Klaus Clemens was appointed to that postion in 1998. He found to his disquiet that
there were no safety professiordls in the SRA. He determined that it was necessary to
recruit and train the right personne in safety and, in doing so, wanted to develop a
proactive safety organisation which would define authorities and responshilities, identify
and manage risks, ensure customer and employee safety and collect data through audits
and interviews.

In December 1998 Mr Clemens formed a Safety Task Force condsting of representatives
of the managers of each busness group to review safety management. There is no
evidence to suggest that the persons seconded to the task force were safety oriented or
understood safety management. They were there to address interface problems and
assign tasks to various individuas. In December 1998 the task force issued its first report
and in March 1999 it issued its find report which comprised two volumes. Extensve
recommendations were made relaing to a new comprehensve safety management system
for the SRA and for the development of a framework representing aleged “best practice’
in Augrdia and oversees. The gpproach was to have an active sysem for identifying
hazards and a system for management of the risks that were identified.
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That report was endorsed by the Chief Executive Officer, Mr Lane, and the Board of the
SRA and Mr Clemens was directed to commence its implementation. A more detalled
plan was prepared by reference to Austrdian standards 4292 (Rail Safety) and 4360 (Risk
Management) and the Ral Safety Act. This was endorsed by generd managers of
business groups in the SRA.

Theresfter the Safety Task Force worked with the genera managers to develop a specid
safety plan for each business unit to comply with Audrdian safety standard 4292. In
May 1999 the Safety Management Group was created from the task force members, with
the addition of safety professonasto lead the program.

By December 1999, Mr Clemens had findised the risk management plan which had been
endorsed by the Chief Executive Officer and the Board and a safety management plan for
each business unit was drawn up at about thet timein find draft form.

The Department of Transport carried out a safety audit in October 1999 and concluded
that there was an effective sysem in place within the SRA for managing ral sfety at al
levels induding alocation of safety responghilities and accountabilities.

In November 1999 briefings of managers and supervisors commenced so as to bring
about awareness of safety issues and these were conducted by an internationa
organisation, Richard Oliver Internationd. The materid included a ral safety vison
datement. This was desgned to assst managers and supervisors to build a superior
safety culture in the SRA, by indicating how that could be done, particularly by managers
in safety ingpections. One hundred managers and supervisors went through this course.

While RAC had assumed responshility for the safeworking units from the time of
dissggregation in 1996, the safeworking section which comprised the employees
reponsble for managing the safeworking units, induding amending them and giving
interpretations of ther meaning, had remained with the SRA. It was not until 7
December 1999, five days after the Glenbrook rail accident, that the safeworking section
of SRA was trandferred to RAC. At the time of tis transfer of the safeworking section of
the SRA, the Safety Management Group of the SRA was divided into the Safety
Improvement Group and the Safety Process Group.

The next development was the appointment of Manager, Corporate Safety of the SRA to
manage the safety groups within the SRA and the safety management processes.  That
postion was filled by Mr Warren Jolly on 14 February 2000. Mr Jolly stated that when
he took up his podtion the maiters that he found that required the most attention were
communicatiion to management of precisdy what thelr responshilities were in regards to
safety and the establishment of a lot of the policies and standards and processes that form
the bass of a sofety management system. He dated that he needed to promulgate
throughout the organisation what the dements of a safety management system were and
to get people to understand how they participateinit.

He gated that he submitted to the Executive Safety Committee a proposal to restructure
his organisation in May 2000 and since that was approved he has been building the
organisation and effing it. He dso dated that his role was a high level co-ordination
and planning role and tha the group for which he is responsble provides specidist

60



advice in hedth and safety across the organisation and provides specific safety
improvement projects which are then monitored.

His group has dso developed a seven step guide to risk assessment in the work place in
which employees are being trained, and a the time he gave evidence on 27 November
2000 he was intending to publish in pocket book sze a guide which examined the risks
within the work place and how they should be managed.

He daed that his duties dso required him to look a the incidents that occur and

incorporate the results of those incidents into the training which is now conducted on a 16
week rotation basis for SRA employees by Audrdian Rail Training.

There is evidence of a large number of other safety initiatives that were being developed
by the SRA. The impresson that | have been left with is that the approach by that
organisation to improving safety has largdy been bureaucrdtic in nature. It has involved
the gppointment of a large number of people with titles relating to safety in various aress
and the cregtion of several committees to ded with the maiter. This is a far cry from the
pre-1996 system that was described by Mr Camage, which condsted of one committee
which met regularly and whose function it was to review incidents, order investigetions,
then dther discipline employees found to have been working otherwise than in
accordance with the relevant safeworking rules or amend the safeworking rules if they
did not adequately ded with the incident, thereby producing the proliferation of
safeworking rules that now exigts.

| am not convinced that the bureaucratic gpproach to the management of ral safety has
any more to commend it than the disciplinary approach which it appears to have replaced.
The safety management system that has been put in place by the SRA is ill evolving and
| have few means available to determine whether it has produced any increase in the leved
of safety. The evidence from experienced drivers was that whatever the safety
management committees have been doing, the information has not filtered down to the
operational saff. Evidence of trains being sent out to operate without a working train
radio or effective brakes, and the circumstances of the more recent of the eight other
accidents leave me with no confidence that the safety management system tha is being
put in place by the SRA is achieving or will achieve its objective. The only way that this
can be determined and that steps can be taken to ensure that it is effective is by the
ongoing monitoring of the safety arangements by an independent Ral Safety
Inspectorate.

RSA had approached safety management entirdly differently from SRA. The evidence
about safety management procedures and changes to them since 1996 was contained in
the risk management report submitted by RSA and explained by Mr Terrence Ogg, the
then Chief Executive Officer of that state owned corporation. RSA received the impetus
to improve its safety management as a result of a number of tragic accidents in 1998
including those a Bell and Kerrabee.

Mr Ogg, who was appointed in 1996, had no rail background. He held the degree of
Bachdor of Commerce and was a fdlow of the Audrdian Inditute of Company
Directors. He darted his working career as a journdist and worked in that occupation
from 1972 until 1980. He then worked for Morgan Grenfdl Limited in their funds
management divison andysng equities in Canada, Audrdia and South Africa  He
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became an associate director in the Corporate Finance Group and then executive director
in the Corporate Finance Group. From 1988 to 1990 he was a director and head of
resserch for Firg State Securities Limited as he described it “sourcing and ddivering
corporate finance transactions but also researching and building a research team of people
analysng companies lisged on the Audrdian Stock Exchange’. From 1990 to 1993 he
was the director for client services for Cigna Internationd Invesment Advisers Audrdia
Limited managing the funds of Cigna Corporation which was a mgor internaiond life
and generd insurer. From 1993 to 1996 he was the director of KPMG Corporate Finance
Pty Limited and described his activities as “a raft of corporate assgnments of a
consulting nature and the corporate finance nature, and aso work with the partners
interndly, seeking to develop the synergies from three parts of their practice, the old
liquidations practice, now corporate recovery, the consulting practice and the corporate
advisory practice’.

From that position he was asked, while a director of KPMG Corporate Finance, as a
consulting assignment, to establish the business that was to become RAC and then asked
to extend his assgnment to set up RSA which was then the Ralway Services Authority.
Later in 1996 he was asked if he would accept the postion of full time Chief Executive
Officer and he did s0. Heremained in that postion at the time he gave evidence.

Mr Ogg had not undertaken any course of study to obtain knowledge in relation to the
operdion of ralways and ralway sysems, dthough he stated that he had read reasonably
extendgvely in connection with risk management and had done some reading in
connection with safety management because “risk is pat and parcd of the financid
sarvices sector and safety is a feature of risk management and a rumber of my dients had
safety management partsto thelr activities’.

RAC was s&t up as a commercid enterprise to sdll access to the track and RSA was
established as a separate corporation to provide services to RAC and to engage in
contractual work for other rail operators in Audrdia and oversees. Mr Ogg Sated that
“to be a profitable busness was certainly a god requested of us by Government”. The
company had not done work in Tasmania or the Northern Territory. It had a joint venture
with Thiess Contractors Pty Limited to mantan hdf the metropolitan network in
Victoria for Baysde Trains, it was contracted by National Express Group to supply
infrastructure works and services to Swanson Trams, which operates hdf the tram
network in Mebourne. In South Audrdia it was contracted to Audrdian Rail Track
Corporation to maintain the sgndling across the standard gauge track from Mebourne
through to Perth up to Tarcoola on the South Audrdian border. In Western Audrdia it
hed a joint venture with John Holland to re-degper and re-rail a section of the standard
gauge track from Kagoorlie to Koolyanabing.

He daed that outsde Audrdia, RSA had a joint venture in Hong Kong with Leighton
Asa and had a subgtantid rail fit out contract for the Kowloon Canton Railway, one of
the two raillway companiesin Hong Kong.

Although the RSA risk management report stated that RSA had a risk management safety
system since its inception in 1996, | do not accept that there was a proper or adequate
system n place then. The materid rdating to the system that was supposed to be in place
reads as an excessvely complicated system described with the use of considerable jargon.
On the evidence that | heard the redity was that there was no adequate safety
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management system in place and it was for this reason that RSA engaged the Du Pont
organisation to advise it on wha was necessary to be done to properly manage safety
within the organisation.

In March 1999 Du Pont garted the evauation by examining the capabilities of the safety
management personned within RSA, by andysng safety incidents. It developed a st of
recommendations with priorities to drengthen the safeworking behaviour of employees
and provided a step by step plan to guide managers in the mplementation of those safety
drategies. The Du Pont report was submitted to the Board of RSA and management was
indructed to implement the recommendations and to obtan from Du Pont further
assistance in carrying out these objectives.

The firg sep in this process was the traning of senior managers.  This commenced in
May 1999 and continued to September 1999 by which time some 365 managers had been
traned in safety behaviour and observation. The next step was traning sUpervisors in
safety management systems and that commenced in September 1999 and continued to
November 1999. During that period 374 supervisors were trained. Those two steps were
intended to st the ground work for a culturd change in rdation to the safety of
operations. In October 1999 the Du Pont representative reviewed the progress of the
recommendations. There has been no independent review of the effectiveness of this
traning process. Assessing the effectiveness of such programs should be a function of
the Rail Safety Ingpectorate.

The Du Pont process by which safety is improved involved a change in the emphass that
previoudy exiged within RSA which involved an emphads upon orders being complied
with to an emphass upon ownership and responsibility for the sysem of work by the
employess engaged in it The Du Pont sysem of safety management emphasises
managers and supervisors prasng good work and encouraging personnel to come
forward with any safety improvements.  Supervisors are required to be open with
employees, and rather than ordering them, to explan what is required so that the
employees understand their roles.

The Du Pont sysem aso involves obsarvation of the activities being carried out and
dipulates that supervisors must perform a leest two safety observations per month and
report the results of those observations to the resources centre officer. The object of the
observations is to see whether there are any unsafe practices and then ensure that steps
ae taken to diminate the risk and to follow up to ensure that the steps have been
followed. The supervisors conducting the observations are required to fill in a sdfety
obsarvation form and report. Data from such observations is andysed by a safety
management committee.

Part of the process that was undertaken by RSA included a safety day conducted in May
1999 for al personnel and as a result of that four issues were identified. These were the
management of contractors, communication, work dte protection, daff skills and
avalability of auffident numbers of qudified daff. Working groups including a senior
manager were then st up to assess each of these areas. At the time of the hearing the
process of assessment was ongoing, & least in relation to some of these areas.

On 1 June 1999 a zero injuries and zero incidents policy was introduced. Employees
were provided with information through the internd magazine sent on a monthly basis to
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the home address of each employee. In addition dogans were placed on work Stes,
laminated copies were didributed to dl offices supported by posters with excerpts from
the policy to enable daff to familiaise themsdves with the policy concepts.  Internd
audits were introduced with the role of examining and evduding whether the
organisationd  dructure, programs, functions and internd control sysems were
aopropriate and operating effectively.  Eight personnd, headed by an internd audit
manager engaged in this work reported to the board and the chief executive officer.

RSA edablished a safety unit which conducted audits of work Site protection processes
including protection plans and briefings. When the results were unacceptable the relevant
personnel were retrained and a follow up audit was then conducted.

In addition a data base was set up to compile and implement any recommendations from
past reports, accidents or inquiries. This in turn was reviewed in 1999 and problems were
identified in reaion to the implementation of the recommendations in the fidd and
additiond training was caried out and a second review found that that training had
overcome the defects.

Safety management committees are a key component of the RSA safety improvement
program. It is sad these committees provide a visble demondration of management's
commitment to continuous improvement of safety procedures and behaviour in RSA.
There are 9x such committees and | have the same reservetions as to their effectiveness
as | have about the committees established by the SRA. Mr Edward Oliver, an expert
retained by the Department of Transport, expressed the view that committees are often a
subdtitute for action, not a means for action. However, if the focus of the committees is
to identify and communicate ways of achieving the safety policies then they may have an
effective role to play. RSA has adso introduced monthly meetings for supervisors and
pre-work briefings prior to the commencement of work every day with discusson of the
work management plan and the work dte protection plan. Records are kept of those
briefing sessions.

The organistion ds0 has an incident investigation unit which works closdy with the
safety unit to investigate magjor accidents and recommend changes if necessary.

A safety manud that is currently in use was introduced in 1999 when employees were
traned in the way in which it should be used. The training sessons were desgned to
ensure that the procedures in the manua were easily understood and to demondtrate to the
personnd where they fit into the risk management sysem and how safety cascades down
to them. Safety videos are produced and they are used at the beginning of al safety
sessons. Communication of safety messages is consdered important and a number of
means is used to communicate those systems to the workforce. Initidly, deficencies
were found because it could not be guaranteed that dl personnd were recelving the
messages and steps have been taken to overcome those deficiencies. The Rail Services
Audrdia report daed tha the company was ill looking a ways to improve
communication of safety messages to its personnd and has designed a briefing tree which
is the process of digtribution of information. It is cdlamed by RSA tha as a result of these
developments which | have briefly summarised the safety of the activities that it conducts
has been improved since 1998 and the improvement is demonstrated by a reduction in the
number of safety incidents that have occurred.
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This summary of the evidence of the atempts to improve the management of safety
within RSA indicates they are more likdy to produce improvement than the largely
bureaucratic approach that has been undertaken by the SRA. | appreciate that the nature
of the safety issues that RSA ded with largely involve track side workers and that there
ae differences, but the organisation gppears to have made efforts to ensure that the
provison of safety information and the implementation of safe practices emanates from
the top of the organisation, goes down through the various layers and is reinforced to
people in the operationd areas by such exercises as the pre-work briefings.  Whether
these processes have been effective is a matter which the Rall Safety Inspectorate can
determine,

This summay of the safety management sysems tha RSA has been atempting to
establish confirms, as previoudy observed, that RSA is two years ahead of the SRA in
beginning to edtablish an adequate system of safety management and an adequate safety
culture. However wesknesses remain. The most obvious of these is that athough they
have made genuine atempts to improve workplace safety, there is no evidence that the
same degree of attention has been given to those aspects of their activities which affect
public safety or the safety of other rall organisations and their employees. Ore of the
functions of the Rail Safety Inspectorate will be to require the new body RIC to continue
the work previoudy undertaken by RSA in relation to workplace safety and to establish
an adequate system of safety management by RIC for its employees, the employees of
other rall organisations and the traveling public.

The third orgenisstion whose safety management systems, during the period after
disaggregation in 1996, that | need to condder is RAC. The evidence in this regard was
given by Mr John Cowling, its Chief Executive Officer. Mr Cowling's background for
the thirty years prior to his gppointment was that between 1969 and 1979 he had worked
as a chartered accountant with Coopers & Lybrand. Thereafter he was an executive
director of Burns Philip from 1979 until 1997. He joined the board of RAC in 1996 and
became acting Chief Executive Officer in July 1999 and Chief Executive Officer in
October 1999. Prior to his gppointment to the Board he had no previous experience in
ral operations. He dated that “in the middle of part of 1999 there seemed to be a humber
of accidents and criticisms of safety, and the company changed its structure on 1 July
1999 to st up a oecid safety divison to specificdly focus on safety and safety
projects.”

At the time of the disaggregation of the rall indugtry in 1996, “there was no mention of
safety” and Mr Cowling's observations when he became Chief Executive Officer were
that:

There was inaufficient darity if we were respongble for risk coming onto the
network by an operator, we ought to have the ability to check whether the
operator was operating in accordance with the standards, but there was no
way in the legidation we could do that, and when we approached operators
and said to operators, ‘Can we please audit your trans to make sure the
wheels and brakes are OK?, they said, ‘No, that’'s not your job. Your job is
to provide accesss DOT has to give us accreditation and if we have
accreditation we can come onto the sysem.” And yet | fdt we had a
responsibility if it was our sysem.
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Mr Cowling aso had concerns about trackside workers. He said, “One of the issues that |
found very early on in my job was that there were a number of tracksde workers injuries
and fatalities, and that the safeworking rules were insufficient to protect them.”

He was asked to describe what was done to address the deficiencies that he perceived and
hesad:

The redructure as | recal took place from 1 July 1999, and with the
edablishment of a specidised safety divison the safety divison was charged
with the auditing of complaints across the network with standards and looking
to see whether safety standards are being correctly controlled. He was
charged with looking at incidents and keeping a database of incidents to seeif
he could identify what types of incidents were on the rise and what we needed
to do to eiminate those incidents. We adso kept a record of the most
hazardous types of dtuaions, for example, passing a dgnd a red, and we
kept a permanent record each month of the number of incidents so that we
could see what sort of programs we needed to put in place to minimise those
paticular risks and then to develop, with the asset managers, programs to
actudly fix the problem.

The person that Mr Cowling referred to is Mr Owen Henry, Generd Manager, Safety of
RAC. He was appointed to that podtion in July 1999. Prior to that he was Generd
Manager, Operations. His background was that of a civil engineer.

The safety management system that RAC had in place was reviewed by an internationd
consultant in safety, Det Norske Veritas in January 1999. The report of that review was
in evidence. It commenced by comparing the safety performance of RAC with ralways
elsawhere in the world. The consultants expressed the view that “RAC scored wel below
average in the myority of the dements” Mr Henry dated that part of the reason that
RAC scored s0 badly on a number of the tests was not that its safety management
gystems were as deficient as the scores would suggest, but that they had inadequate
documentation for the sefety systemsin place.

The outcome of the report was the establishment of three separate safety groups. There
was a group concerned with accreditation of the safety plans, sofety data and datigtics, a
group concerned with auditing and invedtigating of safety related matters, and a group
concerned with particular projects.

The particular projects that RAC was directing its attention to were those to do with
SPADs, worksite protection, and level crossngs. Mr Henry sad that the projects were
identified on the bass of the top ten hazards. In the projects area there were four
employees, the accreditation group was a team of three and the audit investigation group
was a team of twelve persons. He later described the way in which the projects area
operated. He gave the example of the SPAD group identifying from the data available
the sgnads which had been passed a danger on more than four occasons. He sad these
were cdled mult-SPAD sgnds and that there were twelve such dgnds on the ral
network and that an andysis was conducted of each of those twelve sgnds to determine
how to reduce the incidence of them being passed a danger or stop. He sad that the
mechanisms that were avalable were to move the signd, put an extra sgnd in or change
the sghting of it. Thiswas done in conjunction with drivers from the SRA.
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The second gpproach was to identify with the assstance of the drivers the areas on the
ral network where there was a potentid for ambiguity in the sgnds, paticulaly in
locations where turnouts were involved. Those sgnds were identified and raed in
priority and work was progressing in relation ether to moving the dgnd or putting a
turnout indicator in, or putting in an extratrain stop to ded with that problem.

Another project in which RAC became involved related to the protection of track side
workers. The reports relating to the deaths of track sde workers a Kerrabee and Bdll
were referred to me.  In addition Mr Henry gave evidence about the death of a track sde
worker named Wayne Hook at Sydenham in August 1999.

Wayne was working for a group which was going to do a mgor track
recanting on the weekend and as part of their preparation for that work they
were required to erect, ironicaly, some safety fences in the areg, to give them
the separation between tracks to help them manage on the weekend to have a
safe place.

Sydenham area where they were working was four tracks. They chose to go
down to that aea and erect or start to prepare for the erection of that fence. |
think they were there in the morning between 10 am and 11 am, and for some
reason, dthough they were working in pars, Wayne became separated from
his patner, who was looking out for him and became disorientated and
stepped into the path of atrain and was killed.

It transpired that the safety system in place was described as “look out only protection”
which meant that “they were working in pairs and looked out for each other”. The
response to this and other deaths of track sde workers was the issuing by RAC of
safeworking circular 470. This crcular identified three principles which were ultimatey
incorporated into the safeworking unit 910. They were that there should dways be a sfe
place for a worker to go, that there was a principle which Mr Henry cdled “one track
separaion” which meant that “the track immediately adjacent to the worker should not
dlowed to run trans a normd speed” and the third was that in multiple track areas be
geps should be taken to limit the activities that workers can carry out in those areas while
trains are running.

Mr Henry doaed that the safeworking rules will be further modified under the
safeworking rules review project to provide for the workers a safer environment by
giving them the chance to do ther work in a sofe aea.  Mr Henry dso referred to a
concept of “white periods of time’ which he sad meant that the timetable which is
normaly set for trains should be written to dso provide for the workers on a regular basis
to do track work when trains would not be running. The redrafted safeworking rules
designed to ded with circumstances which caused the deaths to which | have referred had
not been prepared when Mr Henry gave evidence on 23 November 2000. | cannot
understand why it would take over two years after the Kerrabee and Bell accidents and a
year after the death of Mr Hook for the drafting process for the new rules to be findised.
The principles contained in circular 470 amount to little more than common sense. It
should have been posshle to introduce immediatdy such a sraightforward amendment to
the rules following the Kerrabee and Bell accidents. This may have avoided the deeth of
Mr Hook and others. One can only wonder why it would take the deaths of severd track
sde workers to produce that response. | would envisage that the Rail Safety Inspectorate
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would not tolerate procragtination if a serious safety risk to the lives of employees
existed.

The accident in which Mr Hook died occurred after RSA had introduced the
comprehengve review of its safety management systems, to which | have dready
referred, which was supposed to have the effect of preventing accidents such as this. |
should aso add in reaion to the Bel accident in 1998, that its features and those of the
accident in which Mr Hook was killed are smilar. Mr Hook was supposed to be
protected from being struck by a train by his co-worker kegping a look out for him while
the co-worker was engaged in other respongbilities. In the Bell accident the worker that
was killed was working with a system of work sSte protection in which he was supposed
to be keeping alook out for himself.

In the course of his evidence Mr Henry was taken through the assessment that had been
done by Det Norske Veritas assessment of each of the dements of RAC's sdfety
management system. In the area of leadership and administration RAC scored 25.5 per
cent. It would have obtaned 352 per cent if the documentation in reation to its
leadership and adminidration had been in order. In the area of planned inspection and
mantenance, which was one of the key functions of RAC as infrastructure owner, it
scored 9.9 per cent and in the area of risk assessment it scored 12.1 per cent. These
scores rated againg the performance of other railway organisations do not demonstrate an
adequate system of rail safety management.

One of the functions of the Ral Safety Ingpectorate should be to examine the safety
management systems of the new RIC to ensure that the review of safeworking units is
being expeditioudy and competently performed and that the merger of RSA and RAC has
or will result in the best dements of the respective safety management systems of the two
organisations prior to their merger being used in the new safety management sysem of
RIC.

Lest it be thought that | have overlooked the hazard list prepared in 1989 by the SRA and
subsequently adopted by the other ral organisations, it is necessary to observe that this
approach typifies the criticism that | had earlier made that the reliance upon hazard lists
with associated controls can be as inadequate a method of properly managing ral safety
as the safeworking units have become.

The hazard lig sought to andyse and lig hazards into three distinct categories being
mode, cause and reason. The mode describes the outcome which would actudly occur or
may occur as a result of the hazard. While there are ten different modes listed, there are
in fact only five different outcomes namey, collison, dealment, fal, drike and
firelexploson. The ten modes consst of each of these caegories liged as actud then
potentid events.

The cause category provides a broad based category of the type of causd factor involved
in the incident. Examples of cause categories are rolling stock irregularity, track
obstruction and safeworking irregularity. There are 33 cause categoriesin the hazard list.

The reason category qudifies the broad base cause by focussing on the nature of the
causal factor for the incident. For example, a collison caused by a rolling stock
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irregularity might have as its reason faulty brakes, while a derallment caused by a track
irregularity might have asits reason abrokenrall. There are 141 discrete reason codes.

When the hazard lig is closdly examined, there are 486 identified hazards listed. Of these
333 have technica reasons and 153 have human reasons. In other words, 68.5 per cent of
the hazards which have been identified have technica causes while 31.5 per cent have
human causes. Additiondly, of the human reason codes which are identified, 15 relae to
persons not involved in ral operaions, such as vanddism and trespassing, while nine
relae to ral employees The hazard list repeats cause and reason codes in different
modes. When one examines the discrete reason codes only, this revedls tha there are 117
technica reasons and 24 human reasons, that is 83 per cent being technica reasons and
17 per cent being human reasons.

When the reasons rdating to human activity are further examined, nine relate to ralway
employees and 15 relate to nonralway employees the latter being members of the
public. Consequently only 6.4 per cent of the reasons rdate to falures by ralway
personnel.

Both common sense and an examindion of the crcumstances of the Glenbrook rall
accident and the other eight accidents the reports of which | am required to consder,
demondrate that the hazard lig has little rdationship to what occurs in practice when
incidents or accidents occur. Mogt incidents or accidents occur because of mistakes made
by employees which in turn have ther explanations in a variety of reasons including
traning, supervison, misunderdanding of operationd rules, falure to keep a proper
lookout, lack of concentration and the myriad of other fralties which human beings
exhibit.

Indeed, RAC' s risk management report stated:

The mgority of safety incidents on the network involve human eror.
Wherever possible systems and equipment that are automated, highly reliable
and/or provide a barrier or second chance for recovery from operator mistake
should be used. Ongoing safety and rdiability congderations will be
paramount in selection of new equipment, design, standards and systems.

This statement makes it clear that the model adopted by RAC is an engineering modd. It
is an atempt to engineer human fralties out of the operation of the sysem. Such an
goproach to risk management can never be successful when tran movements are being
caried out by drivers, guards, sgnalers, controllers and other operational staff. The lack
of gppreciation of the way in which human factors contribute to accidents is the first and
perhaps most obvious criticism of the risk management approach based upon this hazard
lig. In Red for Danger by L.T.C. Ralt, the author makes the following observation, with
which | agree:

No matter how many ingenious safety devices are introduced in the last
andysis, our safety on the ral depends largely, as it has aways done, upon
the kill and vigilance of the railwayman.

Mr Cowling's dtention was specificdly drawn by Counsd Assding to the lack of
gppreciation of the way in which human factors contribute to accidents by:
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Do you have a person within the organisation who is a specidid in andyds
of human factors when accidents occur, to try and identify wha underlying
causss there might have been including, for example, things such as training,
supervison, indruction of those sorts of matters?

No we don't.
Why not?
That isagood point. | agree we should.

The second deficiency in the hazard list being used as a risk management procedure is
that each hazard was to have a particular control. As Mr Cowling puit it:

Each of those contributing factors needs to have a control in place and if there
is a control over each contributing factor and that control is operating, then
the hazard will not occur. It is when you get four or five contributing factors
without a control being on, that you get an accident occurring.

Mr Cowling then expressed the wish that the raillways proceed in a very methodica way
to look at al the hazards and dl the contributing factors and prescribe responshbility for
the controls over the contributing factors to relevant rail entities and for those entities to
ensure that they have in place a sysem 0 tha they may sisfy themsdves tha that
contral is in fact operating. According to Mr Cowling that was what was needed to be

built into the risk management system.

The deficiency in this gpproach is tha it is the combination of causes and contributing
factors that gives rise to accidents not the existence of severd independent
crcumgances. The agpproach of firg identifying a hazard then putting in place a control
or controls does not address the dynamic way in which events unfold so as to cause an
accident. The firg interim report demondrated the way in which events unfolded
following the hazard created by the failure of an automatic sgnd.

A joint submisson by the Chief Executives of the SRA, RAC and RSA attached a risk
framework methodology. This incorporated not only the active hazard lig but a list of
419 contributing factors to incidents. Of them, 49 relate to rail employees. However, the
history of acciderts in hazardous industries demondirates that the proportions where some
element of human error is involved are not in the order of 10 per cent but closer to 80 per
cent.

The contributing factors list dso provided a sample of a hazard which in turn identified
various factors which could contribute to this hazard and the control mechanisms which
were desgned to mitigate the hazard. A hazard such as the collison of two trans at
Glenbrook was regarded as a collison, safeworking irregularity and violate block.

The factors which are identified by the contributing factors list as contributors to the
hazard of a collison which fdls into the dassfication safeworking irregularity, violate
block are safeworking officer performance, tran crew peformance, dgnd worker
performance and equipment fault. A number of controls for these factors is liged. Apart
from the technicd ones which reae to equipment faults the controls for safeworking
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officer performance, train crew peformance and sgnd worker performance are identica
and they are training, staff supervison and the safeworking procedures. For each of these
main controls, a further series of sub-controls has been identified as necessary. In the
cae of the safeworking officer performance, train crew performance and sgnad worker
performance, the sub-controls are dso identica. Rather than examine each of these sub-
contrals in turn, | intend to examine whether dl readily identifiable risks have been listed
and addressed for this hazard.

Examining the issue of performance of operationd employees in redion to this hazard, a
number of risks are readily identifiable over and above the three factors outlined. These
rlate to communications, faigue, error and motivating imperatives such as on time
running. None of these has been identified as a matter requiring atention and there are
no controls to manage them.

Even if the identified controls are examined, whether they work or not is dependent upon
other factors. Take the area of training. Whether there were sufficient resources made
avalable to properly train the daff is a matter which will determine the effectiveness of
that control. If resources are too limited then class Szes may be so0 large as not to be
managesble.  Alternatively, the qudity of maerids or teaching ads, such as smulators,
may be inadequate to impart the necessary knowledge. Similarly, the duration of the
courses may be too short for al of the students to gain sufficient knowledge of what is
required in particular circumstances.

The mogs glaing omisson from the controls is falure to recognise that individud
operators do make migakes. Mr Mulholland was clearly of the bdief that the Indian
Pecific was wdl cdear when he implicitly communicated that belief by the authorisation
that he gave to Mr Sinnett to proceed into the section of track which was in fact occupied
by the Indian Pecific.

The third deficiency in the hazard list gpproach is that for each identified control it is not
difficult to identify the type of weakness which will render the control usdess. Mr Oliver
when asked questions about RAC' s hazard list stated:

It seems to me this is where risk management on the raillway system has not
been effective, that that upper levd of risk management or hazard
identification has been gpplied but this second level of risk management, of
identifying dl the sub-categories in which things can go wrong has not been
adequately applied.

That point may be demondrated by taking as an example the area of training. The hazard
of callison might be thought to be controlled by training the employees. That is only the
beginning of the inquiry. It is then necessxy to condder whether the curriculum
adequately deds with the subject matter and this will, in turn, dgpend upon the expertise
of the people who develop the curriculum which in turn will influence the content of the
curriculum.  The Glenbrook ral accident again provides an illudtration of this.  Mr
Snnett attended a training course in the July before the Glenbrook accident but was
trained in accordance with a safeworking procedure which was not the one in current use
and which had not been authorised by the Depatment of Trangport. Neither the
safeworking procedure in which he was trained, nor the one which was in fact the
authorised and applicdble safeworking procedure, satidfactorily dedt  with  the
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circumgtances which occurred at Glenbrook, as was demondrated in the first interim
report. Accordingly, it is no answer to say tha the hazard of collison has been controlled
because there is a system for training employees.

A better illugration of the weekness of the controls identified in respect of this hazard is
to examine the controls entitled safeworking procedures, violate block. There are no less
than 84 safeworking units which are identified as being involved in the control of this
paticular hazard. For that control to be effective the employees must know not only the
content of dl the 84 safeworking units but dso be able to identify accurately which one
should be applied in particular circumstances, then interpret it correctly and then apply it
correctly.  As | have previoudy observed interpretations of safeworking units can vary
from person to person, even within the safeworking section.

This hazard control mechaniam, like the safeworking units themsdves, suggests an
engineering gpproach to the management of safety by pointing to the existence of
controls as if that were the end of the matter. To make matters worse the hazard list was
developed in 1989 and did not undergo any re-evduation in 1996 a the time of
disaggregation. Mr Lane, the Chief Executive Officer of SRA from 1997 to 2000 said:

It is my view there was an assumption made in the disaggregation of the
industry here in 1996 that the safety arrangements essentidly would remain
unatered, and | believe that was a flaw.

Notwithstanding the Glenbrook rail accident, and the eight other accidents the reports of
which | am required to consgder when Mr Cowling, the Chief Executive Officer of RAC,
gave evidence he agreed that no examination of the hazard lig had taken place to
determine what additiond risks might arise from disaggregation and dthough he was not
aware of any attempt to do 0, he said that he had asked for this to Fgppen “a this time’
that is towards the end of the year 2000.

There is no evidence regarding the purpose for which the hazard lig was developed in
1989, nor the manner in which it was used and agpplied a that time. However, the
oversess invedtigations and other research reved that it is congstent with the type of risk
management process that was being applied at the time. Nevertheless, | have the clear
impresson that over time this hazard list has not been used as a risk management process
to manage safety, but rather as a means to deflect any criticiam from the rall organisation
concerned when an accident or incident occurred. This is emphasised by the fact that on
the evidence there has been no review of thelist or controls since its devel opment.

Even without this levd of sophidication, by conducting only the most supeficid
examination of the controls that were supposed to be in place, it is clear that neither RAC
nor SRA had adequate risk management procedures in place a the time of the Glenbrook
rall accident or subsequently.

The Rail Access Corporation was responsible for the safeworking units which were the
primary means whereby the hazard of collison when a signd falure occurred was to be
managed. The firgt interim report demondrated the inadequacy of safeworking unit 245
to ded with the circumstances that presented themsdves a Glenbrook. The evidence is
that the safeworking units are being redrafted. | am not confident that that project is
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likdy to produce any dgnificant improvement in the qudity of the safeworking units. |
have dedt with thisin further detail in alater chapter dedling with the safeworking units.

The State Rail Authority which employed the driver of the inter urban train, the sgndler
and the tran controller involved in the Glenbrook ral accident had the relevant
safeworking unit and the training of its employees as the primary controls againg the risk
of colison. There were numerous deficiencies in that control mechanism.  They
included:

I none of the tran controller, sgndler or tran driver properly understood the
safeworking unit;

ii. the tran driver was taught in accordance with a different and unauthorised
safeworking unit from the one which was in force;

iii. the dggndler did not use the other options that he had avalable to identify the
wheresbouts of the Indian Pacific before authorigng the inter urban train to
proceed; and

iv. none of the employees was risk aware, namely none had been trained to consder
that his actions may lead to a collison if in fact there was another train on the track
ahead. Nor was there any adequate safety culture. The employees did not believe
that there would be any adverse consequence arising from them pursuing the course
of authorising the inter urban train to pass the failled sgnd or doing so.

The fact that the accident happened itsdf demondrates the inadequecy of the risk
management procedures in place. However, when the dements of the inadequacy are
identified it is clear tha both the SRA and RAC faled in their duties to adequatdy
manage the risk of collison a Glenbrook on 2 December 1999. So much was conceded
by those organisations. In relation to RSA, its involvement in the management of the risk
of an accident was less direct but nevertheless contributed to the Glenbrook rail accident.

There was consderable evidence of the risk management procedures that were developed
by RSA following the fatd accidents a Kerrabee and Bell. Dr Levedey regarded that
organisation as being two years ahead of the SRA in the development of adequate risk
management procedures. | agree with that observation so far as it relates to employees.
However, on the evidence concerning RSA, there does not appear to be any equivalent
advance in the management of risks which affect persons other than its employees or
contractors, namely other users of the railway.

The fird interim report demongrated how the dteration to the sgnd post telephone at
ggnd 408 led the driver of the Indian Pacific, Mr Willoughby, to bdieve that the
telephone was not working and for that reason he did not persevere in his attempts to
contact the sgndler a Penrith. Had he persevered and contacted the signdler a Penrith
then the sgndler might have had time to communicate with the driver of the inter urban
train for him to stop histrain before the collision occurred.

Although RSA did carry out work on the sgnd post telephone s0 as to change it in such a

way that it appeared to the driver of the Indian Pecific not to be working, no ¢eps were
taken to communicate tha information to Nationd Ral Corporation Limited whose
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locomotive was pulling the Indian Pacific. Having observed Mr David Edwards, the
Nationd Manager Safety of Nationd Ral Corporation Limited, | have little doubt thet if
he had been informed by RSA tha the sgna post telephone had the press to ring button
removed he would have informed the drivers that its absence did not affect the operation
of thesgna post telephone.

The same may be sad about RSA in relation to the locking of signal post telephone 41.6.
Vauable time was lost because Mr Willoughby had to return to the Indian Pecific to get
the key to unlock it. This was the firg time that Mr Willoughby had come across a sgnd
post telephone that had been locked. That loss of time dso illudrates the dynamic nature
of the way in which accidents or incidents occur.

At the time of the Glenbrook rail accident the Indian Pacific had commenced to move off
from sgnad 40.8. It was traveling a sx kilometres per hour at the time that the inter
urban train came around the curve and collided with its rear. If Mr Willoughby had not
taken the extra time to go back to the Indian Pacific to obtain the key to open signd post
telephone 41.6, the Indian Pacific woud have been further down the track. The rear
wagon would not have been located near the gpex of the curve but in the subsequent
draight stretch of track and may have enabled Mr Sinnett to stop the inter urban train
prior to colliding with the rear of thet train.

The inadequacy of the risk management procedures of RSA to communicate the changes
it made to the infrastructure to train operators is dso illugtrated by the rall accident a
Redfern on 6 April 2000 which is discussed in some detall later in this find report. It is
clear from the report in relation to that accident that no proper assessment was made of
the risks associated with changes in the points from one directiond operation to bi-
directional operation. This accident occurred after Du Pont had provided its
recommendations to RSA about the way in which risk management procedures could and
should be implemented.

Although RSA has improved its risk management in reation to its employees in my
opinion it has much work to do in improving the adequacy of its risk management
proceduresin so far as they affect other rail organisations.

Although its involvement in the Glenbrook rall accident was minor, it had inadequate risk
management procedures in place for ensuring that its activities in relaion to the
infrastructure could not creste an increased risk of accidents occurring because of the
effect of those changes on the employees of train operators.

The find matter with which | wish to ded in this chapter relaes to the adequacy of the
risk management procedures of the rail entities involved in terms of the way in which
they dedlt with each other. It was goparent from the evidence given by Mr Ogg, the Chief
Executive Officer of RSA, that he did not regard his organisstion as being causdly
involved in the Glenbrook accident. However its activities indirectly contributed to the
cause of that accident. In the case of RAC, evidence in the firg stage of the hearings
given by witnesses employed by it was to the effect that safeworking unit 245 was
adequate for the circumstances and the accident was caused by the falure of the SRA
employees involved to follow the procedures ladd down in that safeworking unit.

74



The inadequacies in the risk management procedures relate not only to the way in which
the individud organisations managed the risks which it was ther duty to control, but dso
the way in which they rdlated to, and communicated with, each other. The notion that an
accident is the fault of another organisation is only one step removed from seeking to
blame the driver or attributing the cause to human eror when there are underlying or
latent conditions which enable the human error to occur.  Where dynamic events involve
the symbiosis of infrastructure owner and train operator, risk management procedures are
inadequate where, as in the case of the Glenbrook ral accident, the individud
organisations concerned did not examine the way in which ther separate activities would
affect others on the rall network.

The evidence is clear that no proper consderation was given to safety management in
New South Wales when the 1996 disaggregation occurred. The process appears to have
been driven by an ideologicd commitment to the separation of train operations from
infrastructure ownership and to the economic benefits which were perceived to be
avalable from the cregtion of RAC with a duty to collect access fees on behdf of the
govenment.  The lack of any proper planning of the safety implications of the
disaggregation led directly to the deficdencies in safety management which esch of the
three organi sations attempted to deal with in their own way from 1996 onwards.

One measure of the lack of safety management resources is the recourse to outsde
consultants to investigate and report upon what needed to be done. | have referred to the
use by RSA of the Dupont organisation and to the use by RAC of Det Norske Veritas.

These are not the only consultants who have been retained to advise in the area of safety
management.  As the use of Du Pont as a consultant to improve the safety management of
RSA demondrates there is a role for externa consultants.  There is little point in retaining
them if useis not made of their advice and recommendations.

In August 1998 Mr Tery Worrdl, then the Director, Rall Operations and Sefety,
Hacrow, Transmark, London (and now Generd Manager and a Director of Thames
Trains Limited), who gave evidence before me, was retained by the New South Waes
government to underteke an examination of safety issues and responsibiliies in
conaultation with RAC, the SRA, the Transport Safety Bureau within the Department of
Trangport, RSA, FreightCorp, Nationa Ral Corporation Limited and various companies
engaged in infragtructure maintenance. The purpose of that review, conducted two years
after disaggregation, was an attempt to ensure that dl safety respongbilities were clearly
goecified for each ral entity. He advised on a number of improvements to safety
management sysems and prepared improved datements of accountabilities and
respongbilities for RAC, the SRA, RSA, FreightCorp and the Transport Safety Bureau
within the Department of Transgport.

In October 1998 the government commissioned an inquiry into the overdl safety
management of RSA in regard to the safety of employees and contractors. Mr Peter
Medlock of Fdlows Medlock and Associates, a consultancy firm with extensve
experience in occupationa hedth and safety was gppointed to conduct this inquiry. Mr
Medlock’'s inquiry involved a full andyss of reevant documentation, in depth
consultations with RSA saff and independent audits of worksites and procedures. As a
consequence of the Worrdl and Medlock reports, a Rall Safety Committee, chaired by
the Director Generd of the Department of Transport and comprisng the Chief Executive
Officers of the mgor rail entities in New South Waes was edtablished. The committee's
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function was to oversee the implementation of the recommendations of each of the above
reports.

On 29 December 1999, after Letters Patent had been issued requiring me to inquire into
and report to the Governor on matters which included the adequacy of the risk
management  procedures gpplicable to the Glenbrook rail accident and safety
improvements to rall operations which were conddered necessary, Richard Oliver
Internationa was commissoned by the Miniger for Transport to prepare a safety audit of
the New South Wades rail entities. That report was ddlivered to the Minigter in March
2000 and its recommendations included a clearer delinegtion of respongbilities for ral
safety and more effective communication training and signa operations.  The report dedt
with, among other things safety interfaces, regulation, enforcement and safety
performance. These are things that could have been dedt with by an independent Rall
Safety Inspectorate.

Finaly, shortly after he was appointed as the Co-ordinator Generd of Rail in June 2000,
Mr Chrisie commissoned Mr Kevin Band, the Executive Genera Manager, Safety of
Queendand Rall to undertake a quick evauaion of safety within the ral indusry. No
doubt that was done because of the public concern about the dtate of safety in the rall
industry leading up to the 2000 Olympics and because this inquiry was not going to be
able to be completed before that time. These too are things that could have been dedt
with by an independent Rall Safety Inspectorate.

The plethora of outsde consultants retained by the ral entities and by the government
demondrates the lack of competence within the organisations and the lack of drategic
direction that existed, and gill exigts, in safety management for the whole rall sysem. In
addition to the sx separate consultants who have conducted investigations since 1998 and
provided reports on safety management, each of the rail entities has gppointed people to
positions in safety management on many occasions during that period.

The 1996 disaggregation occurred without any andyds of the safety implications, let
aone the rigorous and careful process that was followed in the United Kingdom to ensure
that public safety was given necessary and proper priority in the restructuring of the rall
industry in that country. It was then a further two years before any attempt was made to
properly manage safety within the rall entities. This was driven by the need to obtan
accreditation.  But the accreditation process was bureaucratic in character and the
response by the SRA was to edtablish a safety management system with corresponding
bureaucratic layers.

The uncontested evidence from severd SRA employees leads me to conclude that
dthough this forma gructure of committees was in place, little had in fact changed in the
dtitude to sdfety or the effective management of safety which was being managed with
the same rue orientated approach, except that the discipline of the system had been
diminished by the fragmentation of the integrated ralway into three separate
organisations.

The Ral Services Audraia gpproach appears to have been much more practical and
much less bureaucratic. This may have been because of a genuine dedre to avoid tragic
desths of the kind which occurred at Kerrabee and Bell, but the desth of Mr Hook at
Sydenham would lead to some reservations about its effectiveness.
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The effectiveness of RAC's safety management system can be measured by the marks
that it recelved in the Det Norske Veritas assessment of its safety performance agangt

internationa standards in a number of aress.

Although it must be acknowledged that some genuine efforts have been made to improve
the management of sdfety, the overdl levd of safety management in the New South
Waes ral indudry a the time of the hearing was much lower than that which the public
is entitled to expect of the ral organisaions in which it places its trus when usng the

public trangport system.

Before deding with the specific safety matters which require atention and the regulatory
means by which safety management on the New South Wades rall system needs to be

structured, | shall deal with the other eight accidents.
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6. TheEight Other Accidents

The Letters Patent as varied require me to inquire into and report upon any safety
improvements to ral operations as a result of my findings in relation to the causes of the
Glenbrook rail accident and the adequacy of the risk management procedures gpplicable
to the circumstances of that accident and as a result of the consderation of the reports of
the rall safety invedtigations and any coronid report into eight further rail accidents. The
reports in evidence fel into three categories. Fird, reports of investigations ordered by
the Minigter for Trangport and undertaken by the Department of Transport. Secondly,
reports by the ral organisations involved in the respective accidents as required by the
Rall Safety Act 1993. Thirdly, a coronia report in respect of the accident a Kerrabee.
There were Department of Transport reports in respect of the Redfern, the two Hornsby,
Waverton, Kerrabee and Bell accidents. Findly, there were raillway investigation reports
in respect of the two Olympic Park accidents.

The Letters Patent as varied limit the evidence to the contents of these reports. | have
therefore accepted the facts recorded in the reports as correct. | have neither seen nor
heard any of the witnesses to those accidents, nor have | examined any of the documents
upon which the reports are based, except those which are attached to and form part of the
reports.  Accordingly, where conflicts of evidence have arisen in the reports | have been
unable to resolve them and determine where the truth lies,

| have dso assumed the accuracy of the technicad information contained in the reports
since | am not permitted by the L etters Patent as varied to consider any other evidence.

| am able to congder, for the purpose of making recommendations, the facts stated in the
various reports as found by others and the circumstances of each accident insofar as they
reved safety deficiencies which need to be addressed. | shdl ded with each of the
accidentsin turn and in chronologica order.

Fatal Accident at Kerrabee on 18 August 1998

At agpproximately 7:02 am on 18 August 1998 an empty cod train, desgnation G209,
collided with a RSA (hereinafter RSA) road vehicle which was traversing a cutting an the
Sandy Hollow to Kerrabee section of the Ulan line about 349 kilometres from Sydney
centrd terminus. The collison occurred in conditions of redricted vishility owing to the
curvature of the cutting. It occurred on a dngle line section of track with light freight
tran ue It was exdusvely used by freight trans. As a result of the collison the two
RSA employees who were in the vehicle were killed.

Two reports were prepared in relation to this accident. The first was a report of the NSW
Department of Transport following a direction by the Minister for Transport that there be
an independent inquiry into the accident. The second was the report following the
coronid inquest conducted by Mr John Abernethy, then the Senior Deputy State Coroner.
The facts as stated in those reports were that prior to August 1998 heavy rain had
blanketed much of the Hunter region. Rail operations were affected and work groups
from RSA were required to undertake line repars in a number of places where water
logged soil had given way resulting in land dips which had threatened the gability of ral
tracks.
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Figure 1 Kerrabee Accident L ocation

A number of smdl land dips had occurred dong the section of track from Sandy Hollow
to Kerrabee and some work had aready been undertaken in that area. Work was required
to be done 34 kilometres from Sydney centra terminus. The two men that were killed
were part of awork group that was sent to undertake this work.

The work group conssed of a convoy of three vehicdes. The convoy left the rall
maintenance depot & Sandy Hollow a 6:00 am with the intention of meeting up with
contractors driving two other vehicles to the gates of a private property which had to be
passed to gain access to the ralway line. The convoy of three vehicles arrived outsde the
gates by which time two heavy dump trucks were waiting. The firg and second sets of
gates were unlocked and dl five vehicles passed through the property and waited on the
dirt access road. In dl there were nine men, four from RSA and five who worked for
independent earth moving contractors.

There was a tenth man who had not arived. His absence was unexplained and the
foreman of the group, or ganger, modified his norma approach in accessing the work sSte
and made new arrangements for traversng the cutting that took into account train running
times

It was known to the ganger that trains travelled ahead or behind their scheduled running
times in this area and for tha reason rormal practice required that no person would be on
the tracks ten minutes before a train was due or after a train had passed. The ganger was
responsble not only for the safety of RSA employees but dso for ensuring the safety of
the employees of the independent contractors who were less familiar with ral operations
and more likely to be at risk as aresullt.
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The work dte to which the group was going was located 354 kilometres from Sydney
centrd terminus. To obtain access to that work dte it was necessary for the convoy of
vehicles to drive dong an access road beside the railway line for a substantia part of the
journey but to cross the line a three locations. Two of those locations had good vishility
in both directions. However, a the crossing located gpproximatey 349 kilometres from
Sydney centrd terminus, the vehicles would have to travel through a cutting and were
forced to draddle the railway line for about 100 metres until they cleared the cutting. It
was not possble to move off the rallway line because of a steep 15 metre drop to the
flooded Goulburn River on one sde and the vertica rock and cement cutting on the other.
The vishility of gpproaching trans on the down line was minimd indde the cutting
owing to its curve and the sound of any gpproaching train was masked by the topography.

The ganger's norma practice was to check train times before adlowing anyone in the
work group to go near the track. Prior to 25 July 1998 the ganger would have been able
to obtan information about tran times by teephoning the dgndler a Muswelbrook
sgnd box by using telephones a the entrance to the cutting. However, the sgna box
had been closed down and the track side telephone system was diverted to Broadmeadow
Train Control Centre. There is no evidence to indicate that the ganger, or anyone dse in
the work group, had been advised of the change. Poor radio reception in the area
precluded the use of a vehicle mounted radio.

In order to obtain the most accurate information about train running times the ganger sent
an RSA employee to the Kerrabee staff hut where the employee would be able to obtain
the tran running times directly from the tran controller usng the communications
equipment in the hut. Once the employee had obtained these times, he was to advise the
ganger by two-way radio of that information.

By 6:20 am the contractor for whom the group had been waiting had ill faled to arive
and the ganger decided to split the convoy into two groups. He dtayed at the 340
kilometre gate with the RSA employee and two employees of the earthmoving contractor.
He sent the other employees to the entrance of the cutting under the supervison of an
RSA employee. He issued hand held radios, one per vehicle and he sent the utility truck
and the two dump trucks to the cutting where they were ingtructed to wait for his ariva.
He adso sent another vehicle back to Sandy Hollow to atempt to find out what had
happened to the contractor who had not attended for work. The ganger then drove to the
crossing Site.

The employee who had been sent to the Kerrabee staff hut did not know how to adjust the
frequency on the radio sysem that was operated from that staff hut. At gpproximatdy
6:40 am he contacted the ganger on the norma frequency and received ingtructions as to
how to change the frequency to enable him to communicate with the train controller a
Broadmeadow. The ganger had told the employee to hurry up as a train had left Sandy
Hollow ten minutes earlier.

The employee a the Kerrabee hut then contacted the train controller a Broadmeadow
between 6:45am and 648 am. He identified himsdf as a RSA employee and indicated
that the work group would be working around the emergency dip area a 354 kilometres
from Sydney. He requested train running times. The tran controller then asked what
type of work was being done and at what location. He was told that drainage work and
cleaning up work was to be done a location 354 kilometres from Sydney. The tran
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controller asked whether the group would be working a the ste dl day and the RSA
employee informed him that they would be. The train controller then proceeded to read
out the times of trains that were to enter the section in the up and down directions up until
midday. The train ontroller told the employee that train G209 had left Sandy Hollow at
6:40 am, UL213 was due to leave Sandy Hollow a 855 am, 4861 was due to leave
Sandy Hollow at 10:35 am and UL 276 was due to leave Kerrabee at 9:45 am.

The Ral Services Audrdia employee repeated dl the train running times except the time
of the 6:40 am train. This is clear because the conversation was recorded and the record
demondtrated that the RSA employee did not repeat to the train controller the running
time of the fird train, athough he repeated each of the others. The Ral Services
Augrdia employee damed tha he wrote the tran running times down on a piece of
paper. Although he said he transferred those times to his diary and had searched to find
the scrap of paper on which he had origindly noted the train times, that screp of paper
has never been found.

However, the materia in the reports does demondrate that the ganger was conscious of
the need to obtain accurate information about tran running times and used the only
method which gppeared to him to enable him do so. Once he had obtained accurate
information about tran running times he could safdy use the cutting as a means of
access. He did not obtain accurate information and he and another employee were klled
as a reault. Included in the diary of the employee a the Kerrabee hut were the details of
the train that left Sandy Hollow a 6:40 am which the controller told the RSA employee
was in the section when he had the conversation with him. It is not possible for me to
determine for mysdf whether the RSA employee did in fact write the detalls of the train
in his diary before or after the accident, but it is unlikdy that he did o given that he did
not repest it to the train controller at Broadmeadow.

The Ral Sevices Audralia employee then contacted the ganger using the GRN radio.
As there is no recording of this conversation, it is impossble to determine what was
actualy said. Based on witness datements, however, it gppears that conversation
proceeded dong the following lines. The Ral Services Audrdia employee a Kerrabee
identified himself and told the ganger that there was a train in the section. He did not
identify this train as being the one that had left Sandy Hollow a 6:40 am. The ganger
replied that he was aware of the train in the section. The employee a Kerrabee then gave
the running time of the second train and of the other trains, and the ganger repested the
running times of each of the trains except the first train. In addition to repesting the
running times, the ganger made a note of those times as they were given to him and the
note on the notepad that he used recorded each running time except for that of the tran
G209. The train in the section which the ganger sad he was aware of was a train
designated UL262 which had briefly been dghted by the work group while it was waiting
a the gate located 340 kilometres from Sydney. That train was travdling in the direction
of Sandy Hollow and was well clear of the cutting.

There gppear to be only two explanations for the falure of the ganger’s notepad to record
the presence of tran G209. The firg is that he was not told about that train by the
employee cdling on the GRN radio from the Kerrabee hut or, he was told, but assumed
that the train that the employee was referring to was UL262 which he had previoudy seen
and which he knew was well clear of the cutting. It is obvious however, that he did not
know of the approach of G209. When he advised the convoy of trucks that they could
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proceed into the cutting he stated words to the effect that the next train was not due until
840 am. This is corroborated by the fact that after the accident one of the members of
the work group stated that the next train was not supposed to arrive until 8:40 am. Since
the only source of that information would have been the ganger, this tends to confirm that
the ganger believed it was safe to enter the cutting.

When the empty cod tran G209 entered the cutting traveling a a speed of
approximately 70 kilometres per hour and saw the work vehicle on the track ahead of it,
there was nothing that could be done to avoid a collison. The ganger and another
employee were killed when the tran druck the work vehide in which they were
travelling.

Although the ganger had tried to assess the risk that existed and had attempted to manage
that risk by trying to ascertain which trains might be in the section his management of the
risk was impeded by deficiencies in the sysems of communication and genedly in the
systems of protection for trackside workers. These were:

I. That the employees did not know the means by which the trackside telephone could
be used to contact the signaler at Broadmeadow thereby necesstating the three-
way mehod of communication which crested the inherent risk that important
information would not be communicated.

ii.  The Broadmeadow train controller ether failed to notice or neglected to confirm
that the employee at the Kerrabee hut had in fact received the information about
G209 when this train number was not repeated back to the tran controller. There is
little point in repesting information if mistakes or omissions in what is repested are
not corrected.

iii.  The falure to use a forma protocol to relay and receive information increased the
risk that important information would not be communicated and that the person
providing the information would not correct the recipient if the latter omitted or
misstated relevant information.

Safeworking unit 135 contained a radio protocol which, notwithstanding its inadequacies,
would have reduced the risk that the ganger would not be provided with the criticad
information.  Fallure to inditute and maintain a syssem of usng the protocol contained in
safeworking unit 135 is a serious deficiency in the safety management of rail operations.
I will not repeat what | have said about the Glenbrook accident in this regard other than to
note that Dr Leivedey who had ligened to tgped controllers communications in the
nuclear indudtry, the chemica industry, the Metropolitan Police, Queendand Rail control
room and in the Channd Tunnd control room, said of the tape recorded conversations
leading up to the Glenbrook accident “1 have not had an experience before of that type of
language in a control room”. She said that the individuals were not using “an operationa
procedural type of language in the way they are addressng each other.” Mr Franklin
Hussey described the frudtration that he experienced in trying to get the SRA to follow a
communications protocol and that even though he was assured in 1997 that this matter
would receive attention, it has not occurred. That result dso demondrates why, in the
public interest, it is intolerable to leave safety regulation to the particular organisations.
There must be an independent Rail Safety Inspectorate to monitor and ensure compliance
with essentia safety protections.
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There was no proper system for recording safety critical information. Notes on scraps of
paper which have since been logt should not be the means by which such informéation is
recorded. There should be appropriate forms used by each person relaying and receiving
that information and each should be required to read back what each has written so that
each has his own accurate record of the safety criticd information.

The technology that was used for communications a the time of this accident was
inadequate. A proper system of communications would have enabled the ganger to radio
or telephone the train controller directly and remove the inherent risk of not reaying
accurate information that this use created.

There are two matters of concern in the Department of Transport report in respect of this
accident. The fird is the andysis in the Department of Transport report of the content of
severd safeworking units, notably the 900 series, and particular sections within those
operding rules. There was no specific rule that dedt with the Stuation and it was only by
an examination of the combined effect of SWU 9033, SWU 910a and SWU 912b that it
was posshle to identify severd safeworking procedures which might be sad to govern
the dtuation. This need to andyse the safeworking units in depth to determine which was
applicable, and the fact that more than one procedure may have been gpplicable, mirror
the concerns expressed previoudy in reation to safeworking unit 245. The Department
of Trangport report, however, does not sufficiently emphasse the need for the
weaknesses in the safeworking units to be rectified. Nor does it endeavour to assess
whether it is just these units which are inadequate or whether the problem is more
gysemic. Asociated with this is the falure of the report to identify and dress the
importance of individud work groups being properly traned and supported in the
aoplication of risk assessment and management techniques when establishing work gtes.
This is fundamentd to the safety of work groups as each individud ste is different and
has unique risks which need to be managed and controlled to ensure the safety of
workers.

The other concern in the Department of Transport report is the statement in the report that
the primary cause of the accident was the work group's falure to gpply protection
procedures specified in the safeworking units.  Although | cannot make my own findings
of fact it is clear that the primary cause of this accident was not the work group’s falure
to goply protection procedures specified in the safeworking unit.  In my opinion, the
cause of the accident was the falure of the employee at the Kerrabee hut to communicate
to the ganger the presence of the tran G209. The reasons for that falure largdy
depended, in my opinion, upon lack of training, lack of a suitable protocol for the passng
and recording of reevant information and lack of suitable equipment to enable
communications to take place without the intervention of athird party.

There is, however, one comment in the report with which | do agree.  The author of the
Department of Transport report states:.

The difficult crcumgances faced by the managements of the vaious ralways
with a breek up of the former State Rail monopoly are appreciated. What is
gpparent, however, is a reduction in the margin of safety. The systems related
to workdte protection and communications were developed for a ral
monopoly that, in the main, directly employed its own workforce. However,
the redructured industry is more and more relying on externd organisations
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and contractors.  Consequently, there is a need to ensure that worksite
protection and communications systems are refined and developed s0 as to
effectivdly protect workers who may have minimad or no experience of
raillway working conditions.

This latter observation demongirates the need for a Rall Safety Inspectorate. The falure
of the Depatment of Transport report to identify the red issues in this accident
demondrates the need, in my opinion, for an independent Ral Accident Investigation
Board with some members who ae not &ffiliated directly or indirectly with the ralway
industry so that any assumption or mind set which limits the qudity of the investigation
and the quality of the reports and recommendations can be avoided.
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Figure 2 Locations of Other Accidents

Fatal Accident near Bell on 15 October 1998

On 15 October 1998 two work groups employed by RSA were sent to carry out work on
the up main line a two work gStes located at 134.940 kilometres and 134.731 kilometres
repectively from Sydney centra terminus. The two work gStes were just out of sight of
each other due to the curvature of the line. The up main line is the description given to
the line which proceeds towards Sydney. The other line, traveling away from Sydney is
cdled the down main line.

At the gte of the accident, located at 134.731 kilometres from Sydney centrd terminus,
the work group conssted of five men including the decessed. The work that needed to be
caried out involved welding and a large and cumbersome piece of equipment was used
for cutting welding resdue from the ralls.  This piece of equipment is cdled a power
shear which has a petrol motor and is started by pulling a zip cord.
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The work group arived a between 8:00 and 8:30 am and the supervisor informed the
men of the work to be done hen drove to the sgnd box a Mount Victoria and advised
the sgndler of the proposed work locations and obtained a copy of the tran running
times for the up main line. A hand sgndler was placed on the up main line & a postion
approximately 135500 kilometres from Sydney centrd terminus and another hand
ggndler was placed on the up main line a a postion approximately 136.710 kilometres
from Sydney centrd terminus. Radio communication was established between the two
work gdtes. The dgndlers a Mount Victoria and other sgnd boxes in the area were
advised that the work groups were in position and work commenced.

Weding activity had been caried out by the work group which included the deceased
and the work had reached a stage where it was necessary to use the power shears to
remove excess weld from the track. Two of the men were working close to the up main
line knocking the resdud dag off the weld that had been completed, a third was packing
equipment into the work truck while the deceased and another employee were in the area
between the up and down lines known as the “six foot” a reference to the approximate
distance between the two lines in order to operate the power shears.

At 822 am a four carriage double decker inter urban V set train desgnation number
W529 left Sydney Centrd rallway doation bound for Lithgow. It arived a Mount
Victoria two minutes ahead of time. The driver of tha train was not told that there were
men engaged in work on the track near Bell or the precise podtion where the workmen
were located, even though this was known to the sgndler a& Mount Victoria The inter
urban train left Mount Victoria rallway dation at 10:32 am. It arrived in the vidnity of
the work gte at 10:35 am. The driver of the train had a vighility of 380 metres down the
track. Thetrain wastravelling a 70 kilometres per hour.

The width of the tran meant that it extended beyond the rals on both sdes That isthe
tran's body encroached on the space that is cdled the sx foot. Before the tran
approached the power shears had been placed in the sx foot near to where the welding
activity was being carried out so that they could be started adjacent to where they would
be used. The deceased was bent over in the area between the two tracks engaged in
darting the power shears when he was struck by the front right hand side of the train then
travelling at gpproximately 70 kilometres per hour.

The driver of the train did not see the deceased in the six foot. Nor was he aware that his
train had struck the deceased. He only became aware of this after the accident when the
guard on the back of his train noticed a pile of clothing in the sx foot and people running
towards it and immediady applied the emergency brake. This brought the train to a
dand gpproximatdy 332 metres from the point of impact. This braking disance is
consigtent with an impact speed of 70 kilometres per hour.

The driver daimed that he had sounded his whigtle and that one of the workmen raised
his hand in reponse. | have no means of determining, on the evidence before me,
whether ether of those events in fact occurred. If he did sound his whistle the deceased
and his co-worker did not hear it.

It is however, beyond doubt that there was no protection for the deceased from trains

traveling on the down main line. There was no lookout stationed on the down main line.
There was no flag man pogtioned on the down main line to control the movement of
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trains when workmen were working in the area between the up main line and the down
man line. The driver of the tran was not told prior to leaving Mount Victoria ralway
dation, or a dl, tha thee were workmen working in that vicinity.  This is
notwithganding the fact that he arived & Mount Victoria ralway dation two minutes
ahead of schedule and gpparently had a conversation with the station master during thet
time. It was apparently not the practice to tdll train drivers as a matter of course that there
were workmen on the track in the section of track aheed of them.

On 16 October 1998 the Minister for Transport directed the Department of Transport to
conduct an independent inquiry under section 58(4) of the Rail Safety Act 1993 into the
circumgtances of this accident. The report once again andyses the safeworking units at
length. The andyds again reveds tha the safeworking units were inadequate in that they
did not properly ded with the Stuatiion where equipment was placed in the sx foot or
where multiple workdtes were edablished in cdose proximity.  While this agan
emphasses the fundamentd weeknesses in the safeworking units, the way the
Department of Transport report andyses them is consgtent with the entrenched attitude
that dleviation of the causes of accidents can be brought about by amendments to the
safeworking units to address areas which are not dedt with. This find report has aready
dedlt with the deficiencies of this approach.

The reason why no protection was provided for the deceased appears to have been that he
was required to undertake work on the up man line. Snce that was his work dte the
down main line was left unprotected with trains travelling a the rdaively high speed of
70 kilometres per hour past the area. Thus nothing was done to protect the deceased from
the only danger which was likdy to kill him, namdy being hit by a tran coming in the
oppogte direction to trains on the line on which he was working. He could not be hit by
a tran on the line on which he was working because ral traffic on that line had been
stopped.

What appears to have happened in this accident is that it was thought that the work ste
did not include the area between the up main line and the down main line and therefore
there was no need to put any protection in place for workers in that area. Common sense
would have demonstrated to anyone that this was not sensible because of the probability,
if not the likelihood, that men and equipment would be between the up main and down
man lines thus bringing them into danger of being hit by trans traveling on the down
main line

What this accident once agan demondrates is the undesrability of davish adherence to
safeworking units to be the primary mechanism for preventing injury or accident. The
safeworking units which are said to have been applicable to the circumstances of the
accident are SWU 900, SWU 910, SWU 912, SWU 914, SWU 920 and SWU 922.

Copies of each of these are Annexure G to this find report. A reading of them
demongtrates that they are very complicated. It is not difficult to see how supervisors of
work dtes could be didracted by the complexity of these safeworking units from
conddering in a common sense way the obvious danger to employees of being hit by a
train and putting in place precautions to prevent this occurring.

What the inquiry report should have concentrated upon in my opinion is the need for each

and every workste to be assessed carefully in terms of the unique risks it poses to
employess. The safeworking units are not an end in themselves. They are part of the
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means to an end. The end is the protection of track side workers from injury or death.

The darting point for such protection is to identify the risk. This should be obvious. It is
then necessary to put protection in place. The safeworking units may provide a guide as
to how this should be done, but they may or may not be adequate to protect againg the
rik. If they are not adequate additiond measures must be taken. Safeworking units
cannot accommodate every dtuation. This is why dear thinking and common sense is
needed.

It is the common law duty of every employer to foresee the possbility of injury occurring
and to take reasonable measures to prevent the risk from becoming a redity. The more
serious the consequences of the event occurring, the greeter the steps that the common
lawv requires an employer to take. Preventing track sde workers from being killed by
passng trans should be given the highest priority when planning and executing track
work.

In Queendand, according to the evidence of Mr Band, the view was taken that wherever
possble, tran timetables and work on tracks should be organised in such a way tha
workmen are not on or near the tracks while trains are running. This is the highest leved
of protection of track sde workers. If there are no trains running the employees cannot
be hit by atrain.

It may be impracticd to inditute that arangement in some circumstances dthough it
should be serioudy considered on every occason where track work is to be carried out to
see whether it can be achieved. If it cannot, the obvious means of controlling the risk is
not to have trains moving up and down in circumstances where track Sde workers are on
or nexr the ling, or if they are, to have them moving a such a dow pace through the area
that the risk of injury or death is diminated or a least minimised. This means usng hand
sgndlers, lookouts and warning procedures. Evidence was given of avalable technology
for track side workers to be warned of the approach of trains. These do not seem to me to
be very expensive and are sound and desirable methods of protection.

On a less direct levd it seems to me that it should have been mandatory for train drivers
gpproaching an area where workmen are working for them to be told precisdy where the
workmen are, what work they are doing and to proceed a such a speed and in such a way
as to minimise the risk of running any of the workmen down. | do not undersand why
there was not a rule which required the driver to be told before leaving Mount Victoria
ralway station where the workmen were and what they were doing. No harm could
come from such a requirement and it is obvioudy a means by which train drivers could
be made more aware of the presence of track sde workers thereby minimising the risk of
an accident occurring.  This tragic accident further demondrates the undesirability of
placing primary reliance upon safeworking units as a means of safety management. They
ae lengthy, complicated, ambiguous and difficult to Iinterpreé as Annexure G
demonstrates.

One of the problems with safeworking units is that there are many areas where the
safeworking units do not take into account human factors such as fatigue, perception and
underganding. It is not possible to write safeworking units which by themsdves protect
agang such human falures. This is why a sdfety culture which requires consderation of
safety implications separady and gpat from whatever safeworking units might be
thought to apply in aparticular case is dso necessary.
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A good example of the need to condder overdl safety rather than particular units is the
exiging 900 series of the safeworking units which are Annexure G to this find report.
Mr Oliver, an expert retained by the Depatment of Transport, gave the example that
where work is being carried out within 200 metres of the sgnd, the safeworking units
required two sgnds to be used to protect the workers but not if the work was being
caried out more than 200 metres from the dgnd, where only one sgnd is sufficient.
There is no risk andysis apparent in such an approach. Common sense and safety would
dictate that categoricd rules like that will not provide a safe system. It is necessary on
each occasion to assess he gdtuation and indtitute gppropriate protection. Mr Oliver gave
another illugration of the way in which the safeworking units do not adequady ensure
the safety of the employees. He said that one of the rules upon which reliance was placed
was a rule which required employees to watch out for their own sdfety if likdy to come
within 25 metres of a line which is being used. When working on one line track sde
workers are virtualy aways within 25 metres of the other line but they do not perceive
themsalves to be in that pogtion. Mr Oliver's view was that a culture has developed
which did not involve protection from the other line and once that became the usud
sysem of work employees continued to conduct themsdlves that way even though, had
they consdered the risks, the dangers would have been obvious. It may be that the
practice developed because the rule applied in circumstances where the track sde
workers were “likely” to come within 2.5 metres of the other line. As Mr Oliver observes
“likely isawonderful word isn't it, you can interpret it however you want.”

This accident dso demondrates the lack of a safety culture in the New South Wales rall
industry. There was no gppreciaion of the fact that co-operation was necessary between
the dgndler and the driver to ensure that the driver knew that there would be track sde
workers a a paticular location. Reiance upon interpretations of safeworking units fdls
far below a proper standard of safety management to protect track sde workers. Thisis
paticulaly so when the interpretation was incorrect. A measurement of the distance
between the two lines would demondrate that the kinematic envelope of a train travelling
on the up main line included the area between the up main line and te down main line.
Not only was the safeworking unit deficient, the sysem was inherently unsafe because a
misinterpretation of the definition of the words “work gte€’, combined with a davish
adherence to what was thought to be required by the safeworking unit, precluded proper
condderation being given to the protection of workers from the only serious risk which
did exig, nandy being hit by a tran traveling on the line upon which work was not
being conducted.

There is a further staement in the Depatment of Trangport report with which | wholly
agree:

It is reasonable to assume that workers engaged on or about the rail line have
the capacity to make rationa decisons concerning their own safety and have
a commitment, for the most pat, to work consdentioudy within the
framework set by management. The onus is, therefore, on management to
ensure that safety systems are well desgned and effectively implemented.

The report into this accident demondrates the lack of a safety culture and the failure to
operate as a team. It dso demondrates the importance of an independent and externd
Ral Accident Invedigation Board which is not influenced by the same mind st that
affects the rail organisations themsealves, and which can examine the circumstances of the
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accident in an objective and common sense way with a view to making recommendations
which might prevent atragic recurrence.

Derailment at Hornsby on 9 July 1999

On 9 July 1999 a 6:12 pm an eght car dectric passenger train designated run number
81D carrying 99 passengers ran off the end of a loop ling, a smal section of track running
pardle to the main line which can be used to enable one train to overtake another and is
ether connected to or disconnected from the main line a a set of points. The loop line
formed part of infrastructure work which was being carried out. An examindion of the
wheds of the train after the accident demondrated that the wheds were dill turning in the
dirt a the time tha it ran off the loop line thus demondrating that the driver of the train
was unaware until his train left the track that he was on the loop line and not the down
man line

The rolling stock was extensively damaged and there was severe damage to the overhead
electric power lines and supporting sructures.  Although the potentid for injury or deeth
was daming, fortunatdy no serious injury to the driver or any of the passengers
occurred. The cogt of repair to the train done was $523,597.57. This did not include the
cost of the repair to infrastructure.

The circumgances in which this accident occurred raise a number of disturbing features.
The events giving rise to the derallment started with disruption to services on the North
Shore line caused by fdlen overhead wire a 1:55 pm that day. At about 2:50 pm the
driver of tran 81D commenced his hift a Centra rallway saion and the train was then
running about 25 minutes behind its timetable.

At 4:41 pm the driver of the train atempted to log into his Metronet train radio. He was
unsuccessful in doing so with the result that he did not have a Metronet radio in working
order on his train. | should digress to observe that according to the evidence before me,
which was uncontested, many trains were sent out or permitted to operate without the
Metronet radio in working order. This is an undedrable state of affairs and should not
occur dnce it is an essentid sofety feature which enables quick and efficient
communicetion between drivers and dgndlers and other employees. For reasons to
which | shdl shortly come, one of the main causes of this accident was the absence of
any communication to the driver of the change of route for histrain.

At gpproximately 6:05 pm train 81D arived at platform 2 a Hornsby raillway dation. At
that time it was running goproximately four minutes late. HPatform 2 is a platform for
trains that have travelled to Hornsby on the North Shore railway line.  There are four
platforms a Hornsby railway sation. Platforms 1 and 2 cater for the North Shore railway
ling, platforms 3 and 4 cater for the main Northern line from Hornsoy. Train 81D was
bound for Berowra and its route usudly required it to cross the up man line to travel on
the down main line to Berowra At about the same time an inter urban train, being run
designation number N275, dso heading in a northerly direction, arived a platform 4 a
Horngby railway dation.

The inter city tran N275 was a limited stops train and, if it had followed train 81D, its

progress would have been further impeded by having to wait as 81D stopped a each
gation on the way to Berowra. Train 81D was due to depart before inter city train N275
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but the area controller had decided to permit N275 to go first to minimise disruptions to
sarvices. However there was a further problem with the inter city tran, namey some
disturbance amongst the passengers which required the police to be cdled and this added
further delay.

At 6:09 pm the area controller decided that, to minimise delays to other trains on the
North Shore ling, the best course was to move train 81D out of the railway sation and
into the down loop sding while waiting for train N275 to depart. It was thought that this
would minimise delays to other trains on the North Shore rallway line.  No complant
could be made about this decison. However, what then occurred demonstrates to me a
serious fallure to safely manage train 81D.

The area controller directed the sgndler to inform the driver of train 81D of the intended
dteration to his route. Up until that point of time the driver was entitled to bdieve, and
obvioudy did believe, that his train, being late, would be permitted to proceed on its
journey north. The signaller was unable to contact the driver because the train radio had
not been logged in dthough he could have put a generd cal over the radio which would
have been picked up by dl trains including the driver of train 81D. Ingtead, he took no
further action to carry out the ingtruction that he had been given by the area controller. In
a properly managed railway the signdler should have used the two-way radio or whatever
other means were necessary to ensure that the driver was provided with this safety critical
information. To smply ignore the direction from his superior, because he could not
make contact on the Metronet radio, to me demonstrates a want of proper discipline in the
adminidration of the sgndling area a that time. It dso demondrates a lack of a culture
which gives priority to safety in the management of tran movements and the vitdly
necessary co-operation between operationd staff.

This was not the only breach of discipline at the time. The area controller dso advised
the dation assstants to inform the tran guard to tel the driver of the changed running
arrangements.  There was a disputed question of fact as to whether or not the guard was
told, but if he was told he dso did not cary out the indruction to inform the driver.
These were additiona safety precautions to guard againgt the risk that the driver would
misunderstand the sgndlers because of his expectation that the track north would be
cleared for the movement of his train. These safety precautions were then ignored or for
some other reason not carried out.

Following the derallment there was an exchange of correspondence between trade union
officids and the network operations superintendent in which the trade union clamed that
sgndlers were being directed to carry out duties “that we cannot fathom”. These duties,
which were to inform drivers of a change of route, were dleged to be in subditution of
the responghility of drivers in reation to dgna recognition. The letter went on to say
that the drivers were trained in the respongbilities and duties of tran drivers including
sgnd recognition and that they also were required to receive road knowledge training. It
was sad that sgndlers would be performing someone ese's duties if they were hed to
be responsble for the shortcomings of the SRA in faling to properly train drivers in
sgnd recognition and road knowledge.

The letter exemplifies the oppodite atitude towards safety to that which should exigt. It is

the respongbility of al employees working on the rall network to teke appropriate
measures to ensure that accidents do not occur. It is ingppropriate for any of them to
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assume that safety metters are someone dse's respongbility and that they need only
concern themsdlves with ther own narrow and specific tasks and not think about the
safety implications of events that are occurring on the rall network. Each employee
forms pat of an overdl operation. If there are safety precautions which will minimise
the risk of an accident occurring because of an oversght or some other mistake by
someone €lse, the precaution should be taken. Industrid issues should never impede
sdfety issues. It is the duty of the trade unions to ensure that the safety of their members
has the highest priority. It should be a priority above demarcation disputes.

From a safety management point of view it is inherently unsafe for the management of a
train, whose movement had been atered from its scheduled operation, to depend upon the
observation of the driver in rlation to the sgnaling. If he made a mistake, as appears to
have occurred in this case, there was no back up control. The obvious means to ensure
that he was aware of the change in the routing of his tran would have been to inform
him, over the two-way radio or in person, that such a change had been made, rather than
leaving him in a state of ignorance in the expectation or hope that he would observe the
change from the dtered sgnd indication. No harm could come from providing him with
verba information about that change. Great harm could occur from not doing o, as the
circumstances of this accident demonstrated.

As previoudy daed, the driver of the tran was unaware of the change of route.
However, lack of communication was not the only cause of the accident. The man signd
for trains on platform 2 was located in a postion where the driver could not see it. The
movement of his tran was controlled by a shunt sgnd or indicator sgnd. This
displayed the letters “DL” which stand for down loop and the driver either did not notice
that sgnd or he misunderstood it. If the sgnd had indicated for him to go on the down
main line it would have displayed the letters “DM”.

Ahead on the track were two other sgnas adjacent to each other. One was signd 5 and
the other was sgnd 133. Signd 5 was the sgnd for the down main line and it was
green. The driver moved off and crossed onto the down loop line and proceeded north on
what he thought was the down main line. It gppears that he responded to the proceed
sgnd shown on sgnd 5 and he passed sgnd 133 a sop. This signd was not fitted with
a train stop nor was there an intermediate train stop preceding it. In the result, the driver
drove the train off the end of the loop line into the dirt and it proceeded for a further 80
metres through the dirt bringing down dectricd wiring. There was a number of metters
which in my opinion caused this accident. Each of them demondrate sgnificant
deficiencies in the management of safety. These matters were as follows.

The train radio was not working. As previoudy dSated, according to one witness who
gave evidence before me trains were, and are, sent into service and continued in service
where the train radio is not working notwithstanding dissatisfaction expressed by drivers
about that circumstance. From the uncontested evidence it appears that considerable
pressure is put on drivers to take trains which do not have a working train radio into
savice by suggeding to them tha they will be inconveniencing large numbers of
passengers if they do not do so. Others are threstened with disciplinary action. | regard it
as unsafe and undesirable for trains to be operating on the network unless they are fitted
with a Metronet radio which is in good working order. It is obvious, in the circumstances
of the present accident, that if train 81D had a radio in good working order this accident
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would not have occurred because the sgndler could and would have caried out the
instruction to communicate with the driver about the change of route.

The dgnd dting gopears to have been deceptive.  The layout of the signd for platform 2
required the train to be past the podtion of the main dgnd. In addition, the sgnd that
was controlling the down loop line, Sgnal 133, was located next to the signd which was
controlling the main ling, dgnd 5. It appears to me that the driver of this train followed
wha he thought was a proceed dgnd indication on the man line as being the one
rdevant to him. This is understandable because he thought he was on the down man
line. Poor signd siting contributed to this accident in my opinion.

There was no tran stop on sgnd 133. This goparently was because it was not the
practice to put train stops on signas on loop lines. When the driver went past the sgnd
on the down loop, sgnd 133, the absence of a tran stop meant that the air was not
automaticaly released from the train's braking system causng the train to stop and this
explains why the whedswere il turning after it left the tracks.

Human error contributed to this accident in a number of ways, each of which was
reasonably predictable in the circumstances. The driver obeyed the wrong sgnd. This
mistake was contributed to by the sgnd dting to which | have referred.  In addition, the
driver was not informed of the change of route. Since his train had been running late and
there was, as previoudy dated a culture of on time running, his expectation was that he
would be proceeding on the down main line so as not to cause any further ddlay or
disruption b services. He did not have an expectation that he would be shunted off onto
the down loop. His expectation may have been strong and the emphads upon on time
running such an influence on his behaviour, that he smply did not regigter the indications
on the sgnas. Research in the area of human factors studies has demondrated thet if a
person’'s expectation that certan events are going to occur is sufficiently strong, the
person concerned will fal to register obvious objective information to the contrary. In
the safe management of a rall sysem these types of human eror, snce they occur not
infrequently, need to be taken into account so the safety of particular rail operations does
not smply depend upon one man correctly observing the indication of a poorly located
sgna aswas the case here.

There was a lack of discipline in the SRA management. If an area controller gives an
indruction which is criticd to the safe operdtion of trans there is no excuse for the
indruction not being caried out. If employees do not carry out safety critical ingtructions
given to them by ther superiors the safety of the public is jeopardised. In my opinion,
aopropriate disciplinary action should follow if employees smply refuse or decline to do
what they are told by their supervisors in circumstances where the safety of the travelling
public isinvolved.

The driver gpparently did not know of the change to the loop line which involved
upgrading the condition of that line to the extent tha it created the same appearance as
the down main line. This contributed to the human error in turn proceeding dong that
line in the belief that he was on the down main line. If the driver had been informed of
the redesign of the area north of Hornsby railway station and te upgrading of the down
loop line he may not have made that mistake. This lack of route knowledge and the lack
of knowledge of the sSgnas which controlled the train movements demondrates
deficiencies in the training and assessment of this particular driver.
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As dated, there was no train stop for sgnd 133. Apparently this was because this signa
was on a loop line. A program has been under way to fit tran stops to dl sgnds in the
metropolitan area.  This seems to me to be not only desrable but essentid for the
purposes of minimisng SPADs, a dgnificant cause of multiple fadities in ral accidents
in the United Kingdom. In my opinion tran sops should be fitted to dl sgnds,
including those on loop lines  When one condders the financid cost of this accident
involving, as it did, in excess of $500,000 in expenditure to repair the train without taking
into account damage to the track, eectrical wiring and other infragtructure, the cost of
fitting train stops would not seem to be an unreasonable expense. It is possible to identify
the cost of not being safe.  Unfortunady, it is never possible to identify the cost saved
from operating safely because accidents are prevented.

The absence of a procedure which required a driver to be informed of any sgnificant
change to the running of his train was probably the greastest safety defect. This, combined
with the fact that the driver was not told, meant that he proceeded in ignorance of the true
circumstances, thereby cregting the risk that if e made a mistake in relation to the sgnd
indication there was no other method in place for preventing a significant accident.

There was a lack of general safety awareness or, as it is sometimes called, safety culture.

Vaious employees thought that their function was amply to perform ther particular job
and that they had no generd obligations in relation to the overdl management of safety
on the ralway. This is the exact oppodte to the culture that should prevail. Employees
should, of course, perform their own tasks competently and diligently. They should dso
be encouraged to think and anticipate circumstances which might give rise to an accident
and ensure by the flow of information to each other that each is aware of any change of
cdrcumgances.  The disruption of the timetable and the fact thet trains are running late is
jugt the type of circumstance which should encourage employees to consder that drivers
might be trying to cach up logt time or might be making assumptions about what is to
heppen with their train.  In anticipation of the possbility of mistakes in reading sSgnds
that might arise as a result of those assumptions or expectations they should ensure as a
precaution that the drivers are aware of any changes.

Ancther factor highlighted by this accident, which may not have had any direct effect but
which is relevant, is the discouragement of drivers from chdlenging sgnds.  Apparently,
as a means of better ensuring on time running, drivers are discouraged from
communicating with dgndlers to darify the tran movements that they are required to
undertake.  In my opinion daification and confirmation are essentid in the safe
operation of trains and if a driver has any doubt about what he is expected to do then he
should, particularly with the ad of the modern Metronet radio, shortly and concisdy
communicate with the dgndler to ensure that he is not about to make a mistake which
could have significant consequences.

The find matter relaes to the qudity of investigation and reporting of the accident. The
conclusion of the report sates, in part:

Teken overdl it is not bdieved this incident (a completdy missed sgnd
passed at danger) should have been anticipated. The incident itsef was quite
unusud and it required a number of missed communication measures to occur
smultaneoudy for it to happen.
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The invedtigation has shown that there is a lack of dear undersanding of the
repongbilities and duties under the various insruments that govern the
actions of the organsions involved, namdy, SRA, RAC and RSA ...[l]n
this context the ability to review tota operations and assess the risk is
difficult if not impossible.

| do not agree with the firg paragraph in the above quotation. It seems to me that an
accident of this kind was foreseedble and should have been anticipated. Train 81D was
running behind schedule. There was a mind set in favour of on time running. The driver
had an expectation that he would be cleared to continue on his journey north and an
expectation that he would do what he could to reduce the delay that aready had occurred.
The location of the sgnds, the upgrading of the down loop line s0 that it looked like a
main line and the driver's lack of route knowledge were dl matters that were ether
known or should have been known. In any Stuation of degraded operation, such as this
was, the risk of an accident is increased and therefore it is necessary to anticipate and to
ensure that proper procedures are in place for communicating al relevant information.

| agree with the second paragreph in the above quotation. This demongrates again the
need for a separate and independent Rail Safety Inspectorate to ensure that no safety
meesure is overlooked by the different ral entities and that there is a proper system in
place for the management of the overlapping respongbilities and accountabilities in
safety matters between therall entities.

The concluson expressed in the report again demondrates to me that the investigation
was conducted by a person who examined the circumsances from a ral perspective
which involves too narrow an approach. An objective examination by an outsde person
or body such as a Specid Commisson of Inquiry leads to a different concluson as to
what has occurred. My avn assessment of the circumstances of the accident raises safety
issues beyond those identified in the officid report.  Although | have no particular
expertise in rallway matters it does seem to me tha the invedtigation of this accident yet
again reveds the necessity for an entirely independent Rail Accident Investigation Board.

Derailment at Olympic Park on 2 September 1999

In preparation for the 2000 Olympic Games which were held a Homebush Bay a number
of mgor infrastructure transportation projects were undertaken in the years leading up to
the Olympic year. One of them was an Olympic ral project designed to connect
Homebush Bay precinct to the exiding ral network within the Sydney metropolitan area.
This rall project was commissoned on 27 November 1997 and, once completed, was
frequently used theredfter to transport passengers to events including sporting fixtures
and the Royd Easter Show which is a mgor agricultura show hed annudly in Sydney.
Severd organisations were involved in the project. The project was funded by the
Olympic Co-ordination Authority and the Department of Transport.

The report into the accident does not describe the way in which the design of the rall
project was undertaken, but it discloses that the line was a sngle track desgn which
divided into an outer platform road and inner platform road a a turnout a a location
known as 870 points. The man line radius in the area leads into the location of the
derallment at a radius of 212 metres and a turnout radius d 180 metres. The 212 metre
radius curve is on a faling grade of 1 in 33 and just prior to the deralment Ste there is a
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vertical easing of the grade o that it rises to a grade of 1 in 45. The derailment occurred
on the turnout road of 870 points which leads to the inner platform track. The track speed
through the turnout and its gpproach is 50 kilometres per hour and the superelevation is
99 millimetres in the approach track and through the turnout itself. The track geometry
desgn was near the maximum limit for curvature and what is known as cant deficiency.

Cant deficiency is a technicd term which rdaes to a compromise made when designing
the track so that a set maximum speed can be achieved by different types of rolling stock
usng the track, such as freight and passenger locomotives. The design led to the cregtion
of high latera forces on train wheels as they went through the turnout.

The abrasive nature of the contact between the whed flange and the rails was gppreciated
by the desgners of the new work and they specified that lubricators be fitted to the ralls
to reduce the whed wear. This was not done because the Olympic Co-ordingtion
Authority would not authorise inddlation of lubricators on environmental grounds. The
line was therefore put into use without the gpecified lubricators or other forms of
lubrication.  Predictably enough it became apparent that rapid whed wear was being
experienced. In 1998, during the Royal Easter Show, large numbers of persons were
caried over that area of track and the rapid whed wear that was observed became the
subject of an investigation by a project manager.

Although the new section of rail was put into service without the specified lubricators,
and the problem of excessve and rapid whed wear was identified in 1998, no steps were
taken to ded with the risk of derallment that this created. The report discloses that the
only apparent reason for this was an assumption that the Olympic Co-ordination
Authority would not authorise any kind of lubricators to be utilised.

The risk of an accident was increased by the type of trains that was being used and the
fact that, as it was a shuttle service, the same trains would cross over the area of track
frequently. The trains that were used, and the ore involved in the accident were known
asan L st It was an older style train which imposed high lateral forces on the whedls.

This was because the bogies on L sat trains have a rdaively high rotationd diffness
compared, for example, with the newer Tangaratrains.

RSA undertook the pre-commissoning ingpections and was sdisfied that the line was
auitable for use.  The State Rail Authority operated the L set trains on the line and RAC
managed the infrasiructure on behaf of the Olympic Co-ordination Authority.

On 2 September 1999 at gpproximately 2:15 pm a two car dectric tran desgnated
number 99ED deraled the trailing car a the location of the 870 points while proceeding
in the down direction. An investigation conducted into the accident established that
whed number 4, the leading left hand whed of the tralling bogie, dimbed the down
switch ral and rode dong the switch ral until it dropped off the ral. This in turn
precipitated whed number 2, the traling left hand whed of the tralling bogie, dso to
deral. The tran was engaged in the operation of a regular shuttle service between
Olympic Park and Lidcombe rallway dations. Although it was carrying passengers a the
time of the accident, fortunately no one wasinjured.

The investigation report examined the mechanicd and technical reasons for the accident.

It found that the worn whed and switch rail profiles were such as to reduce the height of
the whed flange and thereby enable the whed to climb up the switch rall. The report
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further found that there was a whed load imbaance between the wheds arisng from a
difference in whed diameters and from a levdling adjusment of the ar bags in the
sugpension.  The report aso found that the track geometry design was near the maximum
limit for curvature and cant deficiency and that this produced high laterd forces and that
there were additiond laterd forces arising from the different whed diameters on the same
axle. The report dso noted that the train was possibly exceeding the designed speed, but
by no more than 10 kilometres per hour.

The mechanicd causes of the accident were not difficult to determine.  The wheds on the
tran had smply been worn away by the curved rall surface. This enabled the whed to
ride over the top of therall causing the derallment.

What the report does not examine are the organisationa factors which resulted in the
derallment occurring.  This is paticularly surprisng since the report notes that following
the deralment, a lubricant which was not thought to be environmentaly harmful was
found and utilised thereby obviating the risk of a further accident. The report does not
discuss why this could not have been done ealier, and in paticular, following
identification of the whed wear problem after the 1998 Royd Easter Show.

On the facts as dtated in the report, | do not agree with its conclusions in respect of the
causes of the accident. In my opinion, the causes of the accident were;

I. The failure to recognise the consequence of a departure from the specifications in
not using lubricators,

ii. The falure to co-ordinae the arangements between the Olympic Co-ordination
Authority, RAC, RSA and the SRA to find a lubricator which was acceptable, as
was done after the accident; and

iii. The falure of any overdl safety regulation when the problem was detected at the
time of the Roya Easter Show in 1998 and nothing was done to remedy it.

The accident demonstrates;

I. The need for an independent safety organisstion such as the Ral Safety
Inspectorate to ensure that safety issues do not fal between the cracks when severa
rall organisations are involved.

ii.  The need for an independent Ral Safety Inspectorate to check the specifications
and the engineering implications to ensure that when a ral line is beng
commissioned it is to be usad in the way that it was designed to be used and not
with essentid safety features omitted, such asthe use of lubricatorsin this case.

iii. The need to co-ordinate between the different ral organisations involved if issues
such as the environmentd impact of lubrication become a problem rather than
ignoring the problem and using the line in away which it was not designed to work.

In addition, the accident again demongrates the need to have an independent Rall

Accident Invedtigation Board. The invedtigaion of this accident confined itsdf to
technical issues as to how and why the tran became deralled. Although expressed in
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highly technicd terms, the mechanicd issues causng the deralment are not difficult.
What the invedtigation report did not ded with were the safety management issues which
were obvioudy raised by this accident, including:

I. How could a new line be commissoned and within a few years of its commencing
operations a deralment occur because of the desgn and use of the track,
paticularly when it was built for a mgor public event such as the 2000 Olympic
Games?

ii.  Why was nothing done about the problem of excessve whed wear and the risk that
that created for deraillment once the problem was identified during Easter 19987

iil.  How could the ingpections that were caried out not have reveded the risk of
derailment before it occurred?

iv. Who was responsble and accountable for the fact that the deraillment occurred
largely because a safety design specification, namey lubricators, was excluded
from the operations?

The members of the Ral Accident Investigation Board would not necessarily conduct an
investigation themsdves. They may cdl upon others to do so. However, what they
would most certainly do, in my opinion, is check tha the draft report of the investigator
or invedtigators properly deds with al issues related to safety management that have
arisen in the course of the invedtigation. If the draft report did not do so, as was the case
here, the Board members would necessarily rgect the draft report and require it to be
redrafted.

Derailment at Olympic Park Loop on 14 November 1999

On 14 November 1999 a 3:40 pm an eight car Tangara train, designation number 1702F
traveling from Blacktown to Sydney via the Olympic Park loop passed signd ST809 in
the stop postion on the down Homebush west fork line a Pippita on the Olympic Park
loop. Although the train driver clamed he had a proceed indication, subsequent tests
demondrated that the signal was functioning normaly. The sgnd was fitted with a train
sop being an am raised next to the track which caught a trip vave on the tran causing
the air to be released from the brakes on the train.

If it were a proceed d9gnd the train stop would not have been operative. The braking
system on the train is designed in such a way that air pressure keeps the brakes in the off
postion and rdleasing ar from the system brings the brake discs into contact with the
wheds thereby aresting the progress of the train.  The function of the train stop and the
trip vave isto cause this to occur automaticaly when adriver passesasigna at stop.

In addition to the train stop the section of track was fitted with catch points. The purpose
of cach points is to ddiberately deral a train that has passed a signd a stop s0 as to
prevent it from going onto an adjacent track and colliding with another train with possible
catagtrophic consequences. The caich points, which were known as 861 catch points,
were located approximately ten metres from the tran stop. When the train passed the
ggnd at stop the am on the train stop connected with the trip valve, applying the brakes,
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but the momentum of the tran was such that it continued to travel until it reached the
catch points which were set in such away asto cause the train to derall.

It is obvioudy the lesser of two evils if a train passes a Sgnd a sop for the train to be
deraled rather than for it to collide with another train. The latter event coud cause many
degths and dozens of injuries depending upon the extent of the collison and the number
of passengers involved. However the location of the catch points in these circumstances
caused the train to derall but directed the train towards a stanchion which supported the
eectricd overhead wiring, and in the direction of an embankment.

Fortunatdly, the train was not traveling at a very high speed a the time and the front of
the train hit the sgnd pit which diverted it avay from the stanchion. Had the train been
traveling in excess of 35 kilometres per hour it could wdl have hit the overhead
ganchion and then plunged down an embankment with the obvious severe risk of degth
or injury to the driver and passengers on the train.  This circumstance was due entirely to
the catch points being located in such a postion as to change the direction of a deraling
train towards the stanchion and the embankment.

This is the firg festure of this accident which is of concern. It demondrates a falure to
consder adequately, or anadyse, the safety risks of locating catch points in that postion.
The evidence was that as a result of this deralment RAC commenced a program to
examine the podtion of catch points dsawhere on the ral network with a view to
eiminating those caich points which crested a risk of danger to a dealing tran. Mr
Cowling dated that of the 85 caich points in the metropolitan area, thirteen were
identified as being in need of repair and al have been rectified.

The second feature of this accident which is sgnificant is the fact that it happened a al.

The report indicates that a number of factors contributed to the driver passng the sgnd
a sop. The route knowledge of the driver raises questions about the adequacy of diver
training and in turn the means whereby his competency as a driver was assessed.  The
report aso identified the posshility tha he was affected by an illegad substance or
substances a the time of the accident.

The driver had completed his training in October 1997. There was no indication in the
records of his assessment for the initid three month training period that suggested that the
problems identified had been successfully rectified.  Interviews with driver trainers
confirmed that the previous assessments were not passed on when the trainee driver was
moved from one driver trainer to the next. Thisisadefect in the training process.

Additiondly, only one competency assessment had been peformed since the driver
completed his traning thirteen months previoudy. That competency assessment took 53
minutes and involved the ticking of various boxes on the assessment forms.  However,
boxes had been ticked which were not relevant to the route or type of train the driver was
driving a the time of the assessment. The evidence in relation to this suggests that the
assessment was of a perfunctory nature.

The third matter raised as rdlevant to the cause of this accident, namely the possbility of
the driver having been affected by an illegd substance or substances was not the subject
of proper invedtigaion. This was patly due in my opinion, to the limited powers
available to compd answers to questions and to the inadequate procedures for the testing

98



of drivers suspected of being adversdy effected by drugs. The driver in question was
tested for dcohol and no alcohol was found to be present. However, the report into this
accident contains a quotation from a statement by Mr Ken McClure, Operations Division,
Train Crewing of the SRA dated 15 November 1999 (the day after the accident) as
follows

| asked driver M. what sgnd indication did he have, and driver M. replied
that he had green lights. | then said, “Are you sure M” and he replied “Yes'.
Whilg gtting and taking with driver M. he appeared to be very nervous and
he appeared to be sweeting. While driver M. and | were talking | noticed that
he could not keep ill and again | asked if he was OK and again driver M.
replied “Yes| amadl right”.

It transpired that the driver had agreed to undergo a blood and urine test. However, while
waiting for the Sgter a the hospita, who had left the room to make a telephone cdl to
Flemington police dation requesting a blood and urine kit the driver left the hospitd
without informing anyone that he intended to do so.

The other records in relation to this incident showed that the driver in question had
previoudy been arrested on drug related matters and a court hearing was pending. | am
not in a pogtion to make a finding in rdation to whether the driver in question had used
avy illegd subgance which affected his ability to manage the tran. The incident
demongrates, however, the dedrability of random drug testing of drivers in
circumgtances where a serious incident has occurred and the provison of the necessary
kits in an accessible way for that testing to be done.

The find feeture of the accident which is dgnificant is that dl other evidence indicaed
that the driver had passed a dgnd a sop. There was no materia to support the
contention, advanced by him, a the interview the day after the accident that the sgnd
had a proceed, and not a stop, aspect. Although | cannot resolve that question of fact it is
necessary to observe that when investigations are conducted into serious accidents under
the present legidation, there is no sanction for a witness providing mideading or
deceptive information.  This is undedrable.  If information is mideading or deceptive it
can frudrate or hinder an examination of the circumstances of an accident and prevent
important safety matters from being identified. It can dso produce a large wastage of
resources, for example in checking and re-checking whether the Sgndling system
worked correctly, if afase answer is provided.

Derailment at Waverton on 20 December 1999

On Monday, 20 December 1999 a 8:20 am a driver, who had four weeks previoudy been
certified as competent to drive, was taking a terminaing tran from number 2 platform at
North Sydney raillway detion to be stabled in the North Sydney car sidings at Lavender
Bay. The driver had commenced duties a 4:31 am and the train that he was driving
depated Emu Plains a 7:10 am and terminated a North Sydney rallway dation. The
manoeuvre that was then to be undertaken required te driver to proceed through North
Sydney rallway dation tunne to the end of number 2 platform, then over the track
connecting the number 3 platform track onto the down line to the North Shore and then
off onto a track cdled the Waverton shunting neck. When fully on the shunting neck the
train was to be reversed and moved into the North Sydney car Sdings.
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A number of dgnas was involved in this particular incident. There were two signds a
driver height, there was a dwaf dggna and there was an overhead gantry Sgnd. The
tran proceeded dong the number 2 platform track passing sgnd NS317 which was
displaying a green over yelow indication. It then passed sgna NS311, which was in the
North Sydney tunnel, displaying a green over red indication. Those two sgnds were
located at the usua height a about driver level. The train then passed out of the tunnd
and the next sgnd was a dwaf dgnd NS341. It was displaying a yelow indication.
The driver thought that this was the sgnd which controlled his movements and he passed
that sgnd towards sgna NS305 which is a gantry Sgnd. At the time that sgnd NS305
was displaying red over red. It was located 70 metres beyond the dwarf signa NS341
which the driver thought was the Sgnd that he should follow.

The driver passed sgnad NS305, the gantry signd, in the sop position. The reason why
the sgnd was in the stop postion was because the signds had been set for a train which
was proceeding from the number 4 plaform a North Sydney rallway dtation down the
North Shore rallway line and it was intended that this train proceed on its journey before
tran 96B was manoeuvred into the ddings. Fortunately, the driver of the other train
observed that tran 96B had derailed and was fouing the down main line and brought his
train to a sop. Had that not occurred a collison would have occurred between that train
and tran 96B. Although train 96B had terminated and was empty, the other train was
carrying passengers up the North Shore railway line. The accident had serious potentia
conseguences.  An accident was averted because the driver of the other train saw what
was occurring and because the track upon which train 96B was proceeding was fitted
with catch points which were designed to, and did in fact, autometicdly deral the train
once it had gone through the signd a stop. The catch points were podtioned in that area
0 as to prevent conflicting movements of other trains on the main North Shore ralway
line. The driver of tran 96B thought that the sgnd that gpplied to him was the dwarf
dgnd NS341 and he did not believe that the overhead gantry sgnad NS305 reated to
him.

This accident, which occurred 18 days after the Glenbrook rall accident, raised serious
safety issues. The firg and most obvious was how a driver who had been certified to
operate trains on his own four weeks previoudy could have made the mistake that he did
in determining which sgnd gpplied to the manoeuvre that he was undertaking. The
explanation is in the Department of Transport report. This driver had never accompanied
an experienced driver while the manoeuvre was undertaken. Nor had he ever undertaken
this manoeuvre himsdf while supervised by another experienced driver or an inspector.
It is obvious that he did not have adequate route knowledge and in particular that he did
not know which sgnas were the ones that affected his manoeuvre. The driver involved
had been one of the firg to come out of a new competency based training program which
he had successfully completed. To regard him as having successfully completed the
program he could only have been thought to have had adegquate route knowledge to
undertake this somewhat complicated manoeuvre with unusud dgndling on the bass
thet he had walked over the section of track in a different direction on one occasion.

It appeared tha the driver did have some knowledge of the location of the accident in that
he had waked over the route from a different direction. This is a completely
unsatisfactory way of ensuring that drivers know the route and what dgnds affect their
movements as this accident demondrates. They should travel in a tran with an
experienced driver or, more importantly, undertake the manoeuvre themselves under
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supervison as pat of ther traning. The inexperience of this driver was, obvioudy, the
immediate cause of this accident. The accident dso demondrated sgnificant deficiencies
in the training that the driver recaived and, in particular, the training in relation to route
knowledge.

Another issue this accident raises rdates to the location of the sgnd. In the case of an
eght car tran the distance between the dwaf sgnd NS341 and the overhead gantry
ggnd NS305 is less than hdf the length of the eight car train. It is usud for greater
goacing between dgnas to exis and this could have been a cause of the driver thinking
that the dwarf sgnd was the one which controlled his movements. The two previous
dgnds were a driver height, the dwarf sgnd was below his height on the track in front
of him yet agnd NS305 was on an overhead gantry.

The tran had gone from a tunnd into daylight and the pogtion of the morning sun may
have made the stop indication on dgnad NS305 less gpparent. In addition, the location of
the gantry sgnd may have made it difficult for an inexperienced driver to determine the
track to which it referred.

The pogtioning of sgnals on overhead gantries has been a matter of discusson in other
Inquiries. As previoudy gated, Counsd Asssting and | met with Lord Cullen who is the
Charman of the Ladbroke Grove Ral Inquiry. Although his inquiry is continuing, there
does not appear to be any dispute that in the Paddington accident the sgnd that was
showing a stop indication and was passed in such a way as to enable the train to proceed
into a heed on collison with a train travelling in the opposte direction was dso a gantry
sggnd. The Waverton accident and the Paddington accident would require specid
condderation to be given to the location of overhead gantry signds because of the
additiond problems of sgnd recognition that they may present compared with signds
which are on averticd pole located a the same height asthe driver of atrain.

| have idetified the training, certification and infrastructure issues which this accident
rases. However, as with other Department of Transport reports, the report in relation to
this accident dso rases issues in relaion to invedtigations into and reports on ral
accidents. In the Department of Transport’s report the author of the report said:

There was a passvity in the levd of co-operation by the organisations
involved. It was dow obtaining documents (sSc) and some documents reman
outstanding. Some people interviewed would not answer questions asked.
This occurred despite the seemingly clear (but legdly untested) requirements
of the Ral Safety Act 1993 in reation to obtaining documents and requiring
persons to answer questions.

It is unsatisfactory to say the least, when a rall accident occurs which could have resulted
in a collison between an empty train and a passenger train conveying commuters a 8:20
an on a Monday morning, that the invedigation of the accident is frudtrated by
inadequate powers of investigation. The report into this accident further demondtrates the
necessity for adequate investigatory powers to be given to persons conducting interviews,
with gppropriate sanctions for nonco-operation.

The report also recorded that the driver wes travelling at about 25 kilometres per hour and
that this was contrary to a loca rule contained in a loca appendix which sad that when

101



engaged in a manoeuvre of this kind that the speed of the train should not exceed 10
kilometres per hour. This was in a locd appendix in a section headed “Stabling of trans
in number 2 and 3 tunnels’. It trangpired that although a speed in excess of 10 kilometres
per hour did not comply with the locad gppendix there was no way in which the content of
that locad appendix was routindy brought to drivers attention and it seems quite clear
that this driver of four weeks experience did not know about it. According to Mr Oliver,
there was no requirement on anybody to have copies of the local appendices or to read
them. Hesad:

They ae just out there and somehow it is expected that operators will
inculcate thelr contents to the daff without the dtaff necessarily having direct
access to them. At least the staff would have to go and get access to them by
some conscious effort on their part. Then when they do go and get access to
them they find they ae full of midakes anyway, 0 tha irrespective of
whether a local appendix sysem should work, | certainly believe that the
current system doesn't.

There is little point in having loca rules in relaion to the movement of trains unless the
contents of those rules are communicated to drivers and steps are taken to ensure that
they know what those requirements are and that they manage their trains in accordance
with them Again, the overal supervison of safety by a Ral Safety Inspectorate which
could follow up on these issues would significantly improverail safety.

The fina observation that | wish to make about this accident is that it reveded matters
requiring atention relating to training, assessment and cetification of drivers and in
reaion to infrastructure issues such as the sghting of sgnds. | was assured during the
course of the hearing that steps had been taken to remedy the deficiencies in relaion to
the traning of drivers, but | have no way of independently satisfying mysdf that this has
occurred. This was a potentialy serious accident and it is essentid that there be a Rall
Safety Ingpectorate responsble for following up any deficiencies which are revedled to
ensure that in fact they have been corrected and that the same deficiencies cannot lead to
another accident with the potentid that it has for multiple loss of life in future. Since the
incident involved not only maiters of traning but dso infradructure, it is necessary tha
when an incident like this occurs there is a proper examination of the infrastructure
isues. This involves co-operation between the infrastructure owner and maintainer and
the organisation responsible for the training, indruction and supervison of train drivers
It is in these overlgp aress that there is a present a sgnificant gap in the management of
ral safety in New South Wales. It isthis gap which the Rail Safety Inspectorate will fill.

Derailment at Hornsby on 11 January 2000

At gpproximatdy 6:04 pm on 11 January 2000 the leading bogie of an eight car passenger
sarvice to Berowra went through sgnd HY 57 in the sop postion, activated the train
sop on that signa and then was derailed by points number 522. Signadl HY 57 is located
a the northern end of platform 2 a Hornsby rallway Saion. The tran had travelled,
according to its timetable, until it reached the Hornsby area  Between Waitara and
Hornsby the tran arived a& dgnd HY 31, which was in the sop podtion at
goproximady 6:01 pm. Signd HY 31 is the admitting 9gnd into the Hornsby controlled
interlocking. The train was held there until 6:02 pm and was then given a caution sgnd,
green over red, to proceed to signad HY 35 which was displaying a low speed indication.
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The low speed indication required a train to travel a 25 kilometres per hour or less. The
train then proceeded around the corner and onto platform 2 and having faled to stop at
the stop sgnd the catch points operated to derall the train. Fortunately, only the leading
bogie of the leading car came off the rails and no person sustained injury.

The driver of the tran clamed that the accident was caused by defective brakes.
However, this seems inconsstent with other evidence that the train acceeraied while it
was travelling through the platform and after it passed an intermediate train stop and the
subsequent testing of the brakes which found them to be operating satisfactorily. | am
not able to resolve thet issue of fact and neither could the Department of Trangport
investigator. The intermediate train stop has as its function the regulation of the speed of
trains entering the number 2 platform. If a train is recorded as traveling in excess of a
particdar speed then the intermediate train stop will operate to activate the trip vave on
the train causing the air to be released from the brakes and the train to be stopped. The
speed a which the intermediate train stop is set is determined by SWU 100(b) and SWU
127(b). This speed is 25 kilometres per hour. For reasons which are not explained in the
Department of Transport report into this accident the intermediate train stop was set a 35
kilometres per hour, some 10 kilometres above the speed a which it is supposed to
automatically activete to stop a gpeeding train.

The exigence of an intermediate tran sop is obvioudy a safety measure and the
inference that can be drawn from the increase in the speed limit above that contained in
the operationa rue is that it was thought desirable tha trains should be proceeding into
the platform at a higher speed than the operationa rule required. An apparent desire to
increase the speed a which trains pass intermediate tran stops seems consstent to me
with only one view, namely that safety is compromised for the purposes of increesing the
geed a which trans move, an imperalive of on time running. Otherwise, the
safeworking unit could have been changed if 35 kilometres per hour were a safe speed.

From te accident it is obvious that it was not, yet the intermediate train sop had been set
to accommodate the higher speed.

This accident has a number of disquieting features. Firet, there was the unexplained
increase in the dlowable speed for the passng of the intermediate train stop. A proper
investigation of this accident would have required the identification of the persons who
made the decison, when the decison was made, why it was made and why it was
permitted to remain as an operating procedure n contravention of the exiging operationd
rule. The report does not deal with any of these matters.  This defect may be due to the
lack of powers of the investigator.

Second, the report identified that the positioning of the signa and train stop at te end of
the Hornsby platform leaves little margin for error on the pat of drivers. The report
notes that the train derailed 14 metres past the signd a stop. It does not take much
intelligence to redise that even a train which passes this sgnd a a relaively low speed
will 4ill be unable to sop before deraling. Given that the intermediate train stop is 92
metres from the signd a the end of the platform, and was set to 35 kilometres per hour, it
is clear that the design leaves little room for human error. There was no materid in the
report which indicated that there had been any invedigation into the reasons why the
dgnds and the tran dops were podtioned where they were and whether any
condderation had been given in the desgn to issues rdding to drivers navigating the
area
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The third feature of this accident that is of concern is that the truth as to how it occurred
could not be ascertained because technology was not available to be used to identify the
precise way in which the train operated. Had a data logger been fitted to the train then it
would have been possble to determine the precise movements of the tran and these
would have become objective facts which could not be disputed. A data logger would
have provided objective information regarding when the brakes were applied and what
effect they had on retarding the progress of the train. | am told tha there is a program in
place for the fitting of data loggers to dl trains before December 2001. | commend that
project in the earnest hope that it will in fact be completed on, or before, time.

A further feasture of this accident which is dgnificant is that the tran did not have a
Speedometer. Apparently the driver needed to operate his train making an estimate of the
speed a which the train was traveling. This is dearly an unsatidactory date of affars.

There are speed indicators dong the railway track which date the maximum speed for
trans to minimise the risk of accident. The whole purpose of having such speed $gnsis
defeated if the trains are not fitted with speedometers which enable the drivers to check
whether they are travelling a a safe or unsafe speed in those particular locations.  In my
view, trains should not be permitted to go into service unless they are fitted with a
working speedometer. | heard evidence that drivers are often subject to pressure to take
trans into service where the train radio is not working and it is apparent that the same
gpplies to faulty speedometers. This demondrates an atitude towards safety which fals
far below what the public is entitled to expect in the operation of the rail network.

Derailment at Redfern on 6 April 2000

On 6 April 2000 a gpproximatey 9:58 pm an empty eght cariage CityRail passenger
train was crossng from the up main line to the Eveleigh dive ner Redfern Station. The
area it was crossing is so caled because the gradient there changes from the 1 in 100
gradient on the up main line to a gradient of 1 in 30. This is to provide access to the
Eveleigh presentation centre and requires the trains to pass under the Lawson Street
overbridge.

The points number 266A are located 1.10 kilometres on the up man line from Sydney
centrd terminus and congg of a right hand turnout with a sandard configuration
conggting of two 53 kilogram switches secured to timber deepers on bdlast with an off
&t in the turnout stock rail only. The left hand stock rall is part of the down ral to the up
man line and does not have an offsst for the switch. The points are eectro-
pneumaticaly driven.

Following meetings that were hdd in 1997 a decison was made that the then
infrastructure owner, RAC, would underteke a remodelling project of the Sydney yard to
increase tran paths and operationd flexibility in preparation for the 2000 Olympic
Games. Prior to the project being undertaken a risk analysis was carried out. The risk
andyss essentidly focused on train operations, commercia aspects, generad equipment
supply and drainage issues.

Prior to 13 March 2000 points number 266A were traling points. After the project
commenced a decison was made to change these points from beng tralling points to
being bi-directiond points. No separate risk andyss was done in reaion to tha
decison. Indeed, the only risk andyss that gppears to have been done in reldion to the
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whole of the project did not concentrate on the safety implications of any of the features
of the work that were to be undertaken. This demongrates again that the public is not
protected by leaving these matters to the organisations involved and that there is a need
for an independent safety body to oversee what is happening to ensure that safety issues
ae gven aufficent atention and not trested in a pefunctory manner or, worse ill,
ignored.

At the time of this derallment the driver of the train was driving over those points in that
direction for the first time. It would appear that the train was travelling & a speed in
excess of 20 kilometres per hour, 5 kilometres per hour above the maximum safe speed.
There were no speed Sgns or speed boards facing towards trains travelling in that
direction indicating the speed a& which the tran should be travdling. No definitive
answer in relation to the speed of the train can be given because there was no data logger
fitted to the train which monitored the speed of the train and could be down loaded o as
to determine that fact objectively.

The tip of the switch blade at the points was cracked and when the train passed over it, it
fractured. In addition, there were imbaances in the whed sats on the tran. The
dlowable limit for imbaances between whed sets is 0.8 tonnes The average load
imbalances across the whed sets of cars C3603 and C3589 were 1.1 tonnes and 1.4
tonnes respectively, dthough these results could result from the fact that both cars were
weighed with deflated air bags and car C3589 had damage to its spreader beams, traction
rod assemblies and levelling vave arangements.  Additiondly, the whed diameters on a
whed sat of the trailing bogie of car C3589 were outsde the alowable tolerance of 0.8
millimetres.  Of more concern is the fact that car T4269 had three whed sets showing
imbalances exceeding the dlowable limit of 0.65 tonnes, with one whed st imbaance
being 1.2 tonnes. This is despite the fact that the car had only recently been returned to
sarvice after mgor maintenance work, including the replacement of both bogies.

The most likely scenario was that as the train passed over the cracked switch blade the
leading bogie of the fifth car mounted the damaged tip of the left hand switch blade and
then followed a pah between the up man line and the Evdegh dive pulling off the
tralling bogie of the fourth car as well as the lagt three cars in the consist. There were
heavy impact marks and evidence of aorasion on the shank of the leading auto coupler of
ca C3589 (the fifth car) leading to the concluson tha this car was indrumenta in
derailing the rear of car C3603 (the fourth car).

The firg three cars, dthough not deraled, were inaccessble in the tunnd under the
Lawson Street overbridge.  The fourth car had al wheds on its trailling bogie derailed. In
addition, dl whedls under the fifth (C3589), sixth (T4260) and seventh (T4250) cars were
deralled. The lagt car (C3600) in the consst had dl wheds derailed with the exception of
its traling whed st.  Although the fifth car was tilted nomindly to 45 degrees due to the
coupler locks, dl cars remained upright and coupled as a consst. The derailment resulted
in some of the deraled bogies laerdly digplacing the up main line towards the Eveeigh
dive, thereby fracturing both rals of the up man line. In addition, the deralment dso
caused extensve damage to adjacent track and abutment wals as well as associated
sggndling and dectrical services. By the time the train had come to redt, the train consst
had travelled a distance of gpproximately 170 metres past number 266A points. When
ca T4250 was removed to the Flemington maintenance centre it was noticed that its
number five and sx wheds had cdass 5 scding probably due to the gpplication of a hand
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brake during the journey. It is sad this scde build up to a dass 5 magnitude has
ggnificant potentid to deral atran.

Although there were no passengers on the train, and nether the driver nor the guard
sudaned any injury, the disuption to ral savices from this incident was very
sgnificant.  The derailment effectively blocked both up and down main lines dong which
mogt inter urban services in that area operated. Recovery work commenced about
midnight but was hampered by the limited access permitted in the dive and the jamming
of the fifth carriage between the track and the walls. The lines were only restored to full
operation after 58 hours of continuous work. CityRail restored the down main line to
limited operations a 5:00 pm on the day after the accident, just prior to the start of the
evening pesk. Consequently, there was serious disruption to morning peak services with
79 trains being delayed for between 4 and 33 minutes, dong with some minor disruption
to the evening peak services.

As the above short précis demonstrates there were many causes of this accident. RAC,
which was the infrastructure owner, made a decison to change these points to bi-
directiona movement but there was no proper analysis done of the steps that needed to be
undertaken to ensure that no safety risk was involved. RSA undertook the work but,
obvioudy enough, did not replace a switch blade which had a cracked tip which
eventudly could, and in this case did, contribute to a train deralment. This was the first
time that the driver had driven over that set of points. The maximum speed in the up
direction is gpecified in the working timetable as 15 kilometres per hour. A weekly
notice was issued on 10 March 2000 sating that bi-directiond movement would be
permitted in that area.  However the weekly notice did not state the speed at which trains
should travel. In the result, the driver probably travelled at a speed which exceeded 15
kilometres per hour and the speed contributed to the cause of the derallment. The State
Rall Authority was respongble for the training and knowledge of the driver. In addition,
the SRA owned the train. For reasons that remain unexplained the train appears to have
been driven around with the hand brake on one of the wheds on thereby causing the
scading later identified.

Added to dl of this is the fact that there does not appear to have been any attempt to bring
the three ral entities concerned together to identify the combination of design,
congtruction, inspection and train operation which needed to be done to ensure that when
this new work was commissioned the trains could be safely operated over it.

Again, this incident demondtrates that in these areas of overlgp between organisations it is
essentiad to have an impartid, independent and active body engaged in the safety
management of new work 0 as to prevent incidents like this from occurring. A Rall
Safety Inspectorate will ensure that proper procedures are in place in relation to the safety
of the ralling stock, systems of ingpection, systems of traning and communication of
safety critical information to employees. The fact tha each of these was lacking in this
case caused this derallment with the very subgtantid disruption and inconvenience to the
travelling public that resulted.

Conclusions

The Glenbrook accident and the eight other accidents have identified areas where
improvements to the safety of raill operations must be made. It is posshle to represent
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diagrammaticdly the relaive dgnificance of the 63 factors identified in the andyds of
the Glenbrook accident and the other eight accidents in a table. Figure 3 demondrates
this.
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Risk Analysis{¢
Saf ety Management
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Figure 3 Categories of Contributing Factors

The firda and most obvious is in the area of communications The deficiencies in
communications that were evident and that caused the Glenbrook rall accident have
dready been discussed. The pardles between the non-communication of the relevant
information to train drivers and the tragic deaths a Kerrabee and Bell demondrate the
importance of adequate systems and procedures for communications. In the Glenbrook
ral accident the driver of the inter city tran was not told by the Sgnaler a Penrith that
he did not know the location of the Indian Pacific and assumed that the track was clear.
The driver of the freight train which struck the two employees using the track at Kerrabee
as a means of access did not know that there was a work group on or near the track at that
location. The driver of the train that struck and killed the track sde worker in the Bel
accident was not told that workers were a the track in that location. The driver of the
train which derailed a Hornsby on 9 July 1999 was not told that he was being diverted
onto a loop line. The provison of such information to train drivers is essentia in order
for them to know about hazards that exig in the environment in which they are working
and in turn are essentid to ensure that train operations are safe.

To endble safety critical information to be provided the equipment needs to be avalable
to do so. This means that track sde workers must have the equipment necessary for them
to communicate directly with train controllers. If that equipment had been provided to
the ganger a Kerrabee and he had been able to communicate directly with the train
controller a Broadmeadow about the trains that may have been in a location which could
hit him if he went onto the track, that accident would have been avoided. The same
goplies in relation to the Bell accident. In the Hornsby accident the train was not logged
in to the Metronet train radio and for that reason the signaler was not able to tell the
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driver, via the Metronet train radio, that he was about to be shunted off onto a loop line
notwithstanding his obvious expectation that he would be proceeding in the ordinary way
on the down main line. Tha train should not have been in sarvice if the Metronet train
radio was not logged in and working. Nor did the signdler use the dternative means of a
genera broadcast notwithstanding that he had been directed to inform the driver of the
change in the route of thetrain.

The third area in rdation to communications which these accidents demondrate is the
need for a communications protocol. | have dready discussed the deficiencies in the
communications protocol which contributed to the Glenbrook rail accident. Lack of an
appropriate communications protocol contributed to the Kerrabee accident. If there is no
protocol for clearly dating information, recording and accurady repedting it, then the
rsk of essentid information being omitted is obvious. It seems quite probable that in the
Kerrabee accident the ganger was not told about the only train that posed a threat to his
and his crew’s life.  This in very large measure, was due to the absence of any clear
protocol for writing down and reading back accurately the information about the location
of tha train. | have made the obsarvation that communication should have been direct
between the ganger at the track sde and the Broadmeadow train controller. However,
even if a three way system of communication was being used and each participant was
required to write down and read back the precise information in relaion to train
movements, the risk of the criticd information not being communicated would be
minimised. The defidendes in the communications protocol which contributed to the
desths at Kerrabee and Bdl in 1998 and a Glenbrook in 1999 were matters about which
the SRA was on notice. In 1997 Mr Hussey, who was then the Crew Operations Manager
of the Nationa Rail Corporation, had complained to the SRA about the falure to enforce
the communications protocol and received an acknowledgment from Mr MacFarlane, the
Manager of Safeworking which included the satement:

Our basic Safeworking Manuad SWU 135 and SWU 136 outlines the @rrect
protocols to be used, however, management and staff still neglect to comply.

The accidents resulting in deaths a Kerrabee in 1998 and a Glenbrook in 1999 were
contributed to by the continuing neglect of saff to comply with the protocols required
and the unconscionable failure of the government rail organisations to do anything about
it to ensure compliance with the relevant protocol.

The need for improvement to the safety of ral operations in the areas of communications
technology, communications procedure and, in particular, a communications protocol is
gpparent from the Glenbrook rail accident and the eight other rall accidents. Matters of
procedure and protocol involve issues of training.

The find area of poor communications which is goparent from dl these accidents relates
to dissemination of information about modifications to the system, procedures or
otherwise to safety critical staff and others who need to be aware of the changes. In the
Kerrabee incident, no notification or explanation had been given to the work group
regarding the change to the sgnd telephone operation, just as the Indian Pacific crew at
Glenbrook was unaware of these modifications which had been made to the sgnd
telephone.  In the Hornsby derallment, no informetion had been conveyed to train drivers
regarding the changes to the infrastructure and, in particular, how the gppearance of the
track had changed from a driver's perspective.  The Olympic Park derailment on 2
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September 1999 reveded that specified lubricators were removed from the project
without reference to the dedgners of the infrastructure. The Redfern incident involved
the dteration of a set of points to bi-directiond usage without anyone being advised of
speed limits for travel across the points. Clearly, had accurate information regarding such
safety critical dterations been properly conveyed to the people who needed to be aware
of the changes, then there is every likelihood these accidents would not have occurred.

In dl of the additiond eight ral accidents there were deficiencies in the traning of the
daff which contributed to each accident. The most obvious was in reéation to the
Waverton accident. That driver had inadequate route knowledge and did not know which
sgnds governed the movement of the train which he was driving. He had never driven a
tran over that particular route before. He had only waked over it in a direction different
to tha in which he drove the tran. One can only conclude from this that it was thought
that that was sufficient route knowledge and nothing more needed to be done.

In relation to training it is not enough to assume that employees will appreciae the
deficiencies that exig in their knowledge of how they should go about their duties. It is
necessary for them to be assessed and for proper information to be recorded and passed
oninrelation to their assessment so that any deficiencies can be identified and corrected.

The Olympic Park accident on 14 November 1999 was not satisfactorily investigated, but
one of the issues that it did reved in rdation to the inexperienced driver is that there was
no record of his earlier assessments, and the competency assessment that did exist
showed that it had taken place over a period of 53 minutes. This was to determine
whether or not he was competent to drive a train by himsdf on that route. If employees
are not properly assessed then their competence to perform their tasks cannot be
determined. Nor is it possble to identify the areas where their knowledge and experience
is lacking. Without that it is not possble to bring them to a level of competence where
they are able to operate safely on a complex and complicated rall network. This
competency assessment suggesdts a pefunctory re-certification rather than a red
assessment of adriver’s abilities.

These eight accidents, as with the Glenbrook rail accident, demondrate deficiencies both
in relation to the content of safeworking units and the emphads placed upon them. The
existence of debate as to which safeworking unit may or may not goply demondrates the
ineffectiveness of safeworking units as a primary means of ensuring safety in ral
operations. The risk of track sde workers being hit by a train is the obvious risk that
needs to be guarded againgt. It should not be necessary for employees to consder and
choose from severd different possble safeworking units when it is the outcome that
needs to be concentrated upon. The outcome to be achieved is smple, it is to separate
trains from track sde workers so both are not on the same section of track or in close
proximity to each other a the same time. The action taken by the ganger at Kerrabee did
involve an assessment of the relevant risk, namdy being struck by a train a the time he
would be going through the cutting. He believed that on the information he had received
he had the ability to control the hazard by determining to enter the cutting when there
were no trains in the area. The system of work failed him because of a lack of avalable
technology to endble him to communicate directly with the tran controller at
Broadmeadow and because of the fallure of the protocol involving the reading back and
confirmation of the information being conveyed.
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A safeworking unit which dtated thet separation of trains and track site workers should be
the first safety principle to be agpplied would achieve the result that exclusve possession
could be given, where necessary, to the track at certain specified times. This should be
done by prior arrangement wel in advance. However, where work is urgent or workers
only need to be on dte for a short period of time, then there should be a smple procedure
which provides them with a track possesson. For example, a Kerrabee, by prior
arangement the work gang could have been given exclusve possesson of the area of
track in the cutting between certain times and tran movements controlled accordingly.
Alternatively, with proper communications equipment and procedures the same results
could have been achieved. The senior person in charge of the work group would
communicate directly with the train controller a Broadmeadow. The train controller
would then give the senior person exclusve possesson of the track and for a specified
period of time the appropriate written authorities having been completed by each party
and read back. This is but an illustration of smple straight forward procedures which can
readily be used to avoid tragedies of the kind which occurred at Kerrabee and Bell.

The concerns with safeworking units that one finds in the reports in relation to these
accidents is itsdf related to a wider issue, namdy the generd lack of safety awareness.
Such generd lack of safety awareness was agpparent in the Glenbrook rall accident. It
permestes, in different ways, these eight rall accidents. That trains should be in service
without a working train radio demondrates a lack of awareness of essentid safety
metters. The train involved in the deralment a Hornsby on 11 January 2000 did not
have a working speedometer. In the Hornsby derailment on 9 July 1999 employees were
told to communicate safety critica information to the driver that he was to be put on the
down loop and would not be proceeding on the down man line as anyone would have
known he expected to do. That direction to communicate that information appears to
have been ignored. When bi-directiond running was to be underteken a the Evelegh
dive a Redfern no dtention was given to putting up dgns about peed limits while
manoeuvres were to take place. Lubrication of the track to obviate the risk of whed wear
causng a dealment a Olympic Park was digpensed with, dthough the danger of a
derallment became obvious a Easter 1998 when the risk was identified. Yet nothing was
done. One could go on and on and identify and highlight other illugtrations of a lack of
awareness of the need for safety in rall operations. In a railway where an adequate safety
culture existed, employees would be co-operating with each other and providing full
information to others rather than confining their activity to what they beieved were the
obligations imposed upon them under some safeworking unit.

These accidents did not occur because the employees were reckless or cardless but
resulted, in my opinion, from neglect of safety management. The emphass appears to
have been so heavily placed on on time running that safety consderations were not a the
forefront of the minds of the employees carying out ther duties. While tha postion
remans there is an ongoing threat to the safety of the travdling public of sufficient
magnitude to produce another catastrophe.

The lack of safety awareness needs to be addressed within each of the rall organisaions.
It also needs to be addressed in areas where the rail entities need to work together. Many
of these accidents demondtrate areas where there is an overlap of responshbilities between
the rall organisations. The derallment a Hornsoy on 9 July 1999 is a good example.
RAC owned the infrastructure that was remoddlled. RSA did the work. Whether ether
of them communicated to SRA what had been done and what effect it would have on the
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way in which ther drivers operated their trains is not known. What is known is that the
driver of the particular train did not recognise that he was on a loop line because of the
upgrading that had been done. Nor had he been trained in the sgnds that controlled the
movement of his train. The dgnadlers who were employed by SRA but subcontracted out
to RAC to provide network control functions did not tell the driver about the change of
route. Nor did the sgndler follow the direction given by his superior that he should
ensure that the driver received that information. RAC and SRA were responsible for he
locetion of the sgnds which were cgpable of giving rise to confuson. The potentid for
confuson could have been removed by adequate route training by the SRA of its driver.

Other illugrations can be given. However, these obsarvations sufficiently illudrate the
need for ensuring that the entities involved in rail operations work together.

When Mr Oliver was asked about these matters by Senior Counsel Assisting his view was
that there gppeared to be no overdl drategic planning of rall safety and management of
ral safety. He dated that whilst he believed that there was an atempt by the Trangport
Safety Bureau within the Department of Transport to provide that process, its powers to
implement it were limited. He believed there has however been a conscious and
ddiberate effort to try to improve the drategic planning between the ral organisations.
The problem, he said however, was that it was very difficult to avoid people going their
own way however much they are supposedly being co-ordinated. He went on to say that
it was very difficult to avoid territorid digputes and demarcation issues. This of course
has been exemplified in the management of network control. He dated that ral
authorities tend to believe that they have ther own safety management sysems and
conduct themselves within their own systems rather than taking the broader view. It is
one thing to get people to tak to each other and to try to understand a need for
collaboration, but it is a different thing again to actudly achieve a degree of collaboration
that is necessary to obtain the optima leve of rail safety.

Under the present system there is no organisation a an operationa level which deds with
these issues. It is not difficult to find other areas where an integrated and co-ordinated
gpproach to safety is necessary. The location of the catch points a Olympic Park which
could have caused serious loss of life or injury is another example. The catch points
involved in that accident were located 10 metres from the sgnd a stop and had the effect
of directing the train towards an over head dectrica stanchion or down an embankment.

Such a desgn was inherently defective. If consultation had taken place between tran
drivers and the infrastructure designers and builders that danger would have become
obvious. The sgnd and the catch points could have been located at different postions so
that the danger could have been avoided.

Mr Cowling, the Chief Executive Officer of RAC, made the observetion that:

Co-operation needs to take place between the infrastructure designer and the
operator. If you have an infragtructure designer building an infragructure in
isolation of the operator, you can get stuations like this that operators or
somebody who drives a train for a living says. this is the wrong place to put a
caich point. We need to have co-operaion between the entities. That is
happening now and there is a program now to work with the SRA to identify
these types of Stuations.
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One only has the evidence of this witness that such co-operation is now occurring. The
levd of the co-opeaion and its effectiveness is not something that one is ale to
measure. It is, however, something that can be monitored by an independent Rall Safety
Inspectorate.

These matters make it plain that it is essentid that there be an independent Rail Sefety
Inspectorate responsible for safety matters. RAC is limited in what it can spend money
on. Its priorities, | believe, do not put safety as the first priority in the conduct of its
affars.

The observations that | have made about the Glenbrook rail accident and the other eight
accidents show that the SRA has demondrated that it is incapable of managing its own
sdfety regime by itsdf. Severa innovations have been undertaken by it to improve the
sdfety of its operations but | have no way of determining whether they have been
effective other than by the evidence that | have heard. Regrettably, the unchdlenged
evidence that | heard from a number of witnesses demonstrated that athough SRA clams
to have put in place safety management sysems which should ensure the safe operation
of the rallway from their perspective, the result had not been achieved by January 2000.

Agan, this demondrates the need for an independent Rail Safety Inspectorate to oversee
and supervise, in the public interest, the way in which SRA is managing the safety of its
operations. The need for such an organisaion is however obvious from the
circumgtances of the Glenbrook rail accident, and these other eight ral accidents, the
reports of which | have been asked to consider.

The find matter that | wish to reterate in relation to the eight accidents is tha the reports
in relaion to them have clearly demondrated the need for an independent Rail Accident
Investigation Board. When one looks a the investigations that form part of the reports |
have been asked to congder, a number of deficiencies is gpparent. | have dready referred
to the concentration upon which safeworking units gpplied. The focus of the reports
should have been an examindion of the matters which caused or contributed to the
accident, not whether a safety rule applied and whether it had been breached. In many
cases, and the Glenbrook rall accident is an example, the employees smply did not know
the safety rule. The question then becomes why they did not know it, what should be
done to ensure that there are adequate safety rules and procedures, and that the employees
know how to carry them out. It seems to me, that in many cases the safeworking units
may operate as a didraction and an impediment to safety management rather than
ensuring the safe operation of the railways.

The reports which | have been asked to consder demonstrate a lack of proper analyss of
dl the rdevant issues in relation to the safety matters that arose in the Olympic Park
accident on 2 September 1999. There is no examination of how it came about that the
catch points could be podtioned in such a way as to create a hazard. The report does not
discuss the process by which the specification for the use of lubricators on the track to
avoid the risk of derailment of the kind that occurred was dispensed with, by whom or
why. There is smply a broad reference to environmentd issues. The report later
obsarves that when attention was directed to that issue an dternative method of
lubrication was identified and that this was subsequently used after the derallment. No
examination took place in the report asto why this could not have been done earlier.
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In the examination of the circumstances of the deraillment on 11 January 2000 a Hornsby
extensve reference was made to the fact that the intermediate train stop was designed to
operate when trains travelled in excess of 25 kilometres per hour but thet the speed limit
had been redtricted to 35 kilometres per hour. There was no examination as to why this
was done, when it was done or who was responsble for it. Nor was there any
examination of the circumstances under which the intermediate train stop was positioned
a a location such that trains could pass then accelerate before they reached the stop signd
which was designed to be protected by the intermediate train stop.

It is posshle to give many more illudrations of the deficiencies in the quality of the
reports in relaion to the eight other rall accidents. One of the functions of the Rall
Accident Investigation Board should be to investigate such accidents itsdf, or to require
reports in relaion to such accidents and if these questions which are criticd to safety
management remain unanswered the report should be returned to its authors with a
direction that further investigation be undertaken until dl rdevant safety issues have been
explored and proposa s formulated as to how the hazards identified can be removed.

Lest it gppear that | am being overly critical of the authors of the reports that have been
referred to me | should acknowledge that the resources provided to the Department of
Transport may not have been adequate to ded with these matters. The evidence of Mr
Hal demondrates that his staff were spreed very thinly and that there were dgnificant
limitations on the extet to which they could cary out thar safety investigation
functions. From his evidence it would appear that a greet ded of their time was spent
going through the formdities of cetification and re-certification and that there was little
time for active safety supervison. This means that the independent Ral Safety
I nspectorate needs to be properly resourced if it isto carry out its functions.

Another reason for the deficiencies in the reports which | have identified may relae to the
inadequate powers of invedtigation that have been given to the investigators under the
Rall Safety Act.

Although | am not able to determine the truth or fadty of what witnesses have sad other
objective evidence might suggest that when the driver of the train that derailed at
Olympic Park on 14 November 1999 dated that he had a proceed indication, that that
answver may have been fdse or mideading. Similaly, when the driver dated in relation
to the Hornsby derallment which occurred on 11 January 2000 that the cause of that
derallment was that the brakes of his tran were not working effectively, this may have
been less than an entirdy truthful and candid datement of fact. Under the legidation
there is no sanction that may be applied to persons who provide fdse or mideading
datements to someone investigating an accident. That deficiency needs to be remedied in
the legidation by the establishment of a Ral Accident Investigation Board. The need to
compd answers to questions asked in asafety criticd investigation is an obvious one.

The fact that the present legidative powers do not work is clear from the report in relation
to the Waverton accident on 20 December 1999 where the author of that report referred to
the “passvity in the level of co-operation”. It is unacceptable, to say the leadt, for rall
entities to demondrate any lack of co-operation with a safety critica invedigation. The
public interest in the safety of rall operations must be paramount. It is obvious that
individua employees will wish to protect themsdves from blame or prosecution but there
need to be gppropriate mechanisms put in place to ensure that the truth of what occurred
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can be etablished so that safety improvements can be made without prgudicing the
common law privilege againg sdf-incrimination.

The eght rall accidents, and the Glenbrook rail accident, demondrate there is a number
of areas where it is necessyry for me to make recommendations in relaion to the
improvement of the safety of rall operations. During the course of the evidence, many of
the matters to which | have referred in this chapter were the subject of evidence. Many of
them were raised in circumstances where it was suggested that improvements were being
made and | was invited to consider various dternative ways in which these matters could
be addressed. Accordingly, before | turn to the methods by which ral safety should be
managed, | shdl ded with a number of specific safety issues which arose during the
course of the evidence.
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7.  Specific Rail Safety | ssues
Training

Deficiencies in the training and recetification of drivers, dgndlers and train controllers
have previoudy been identified as contributing factors to the Glenbrook rail accident and
to many of the other accidents which | have been asked to consder. The lack of training
was not confined to the operationa employees. In the firs and second stages of the
hearings | had assumed that the Network Operations Superintendents knew the operations
on the rail network that they were employed to supervise.

In the third stage of the hearings Mr Graham Fozzard, the elected Secretary of the Signds
Branch of the RBTU was asked his view of the level of supervison of sgndlers and
stated:

Wil there is a problem with the word “supervison”. In that regard the NOS,
the Network Operations Superintendents do not know the actual operations of
the sgna boxes.

This date of affairs developed because the relevant trade union prohibited the training of
persons other than the sgndlers in the way in which sgnd boxes operated. The result
was that the Network Operations Superintendents either sat in a corner of the sgnd
boxes and did nothing unless there was some digruption of the timetable or limited their
activities to the carrying out of a discrete direction of a supervisor, such as the direction
that was given to a Network Operations Superintendent to breathayse Mr Mulholland,
the dgndler a Penrith a the time of the Glenbrook raill accident. That officer sad in
evidence that he was sent to the sgnd box to breathdyse Mr Mulholland immediately
after the accident but did not ask him anything about the accident because the request
made of him was to atend the dgnd box and bresthayse the dgndler. Network
Operations Superintendents should be trained in the operations of sgna boxes if those
positions are to continue rather than just St in the corner of the Sgna box and do nothing
unlessthereisadisruption to the timetable.

Evidence indicated that several decades ago technica knowledge about how to drive a
tran or control a Sgnd box was acquired dowly over a long period of time, usudly from
persons who were experienced in the particular area. A number of drivers gave evidence
about having worked with very experienced drivers who taught them not only the way in
which trains should be operated, but dso taught them about particular risks that might
appear and particular precautions that should be followed. | was told by experienced
drivers that when they had learned from experienced drivers they were told that if the
sgna was other than green over green then the appropriate procedure was to take hold of
the tran and drive it gently dong. If anything other than that sSgnd indication was
displayed then timetables went out the window and the safe operdtion of the train was the
fird priority.

Mr Kevin Band, the Executive Generd Manager, Safety of Queendand Ral sated that
after the operationa rules in Queendand were smplified a number of employees told him
that this was the firg time that they had understood what the rules were about. Some of
them had been working in the rallways for between 20 and 40 years. Ral employees
were required to attend courses but these were described as “chalk and tak” by one
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witness.  Severd experienced ral employees who gave evidence dated that they
understood what they were supposed to say about a particular safeworking rule but that
they did not understand the intent behind it and it did not trandate into what they did in
prectice.  What they did in practice depended upon what they learned from other more
experienced employees as part of their on the job training.

It is clear that the discipline within the operaions of the New South Waes government
ralways and the system of on the job training produced safe rail operations. | observed
in the second interim report that according to The Railways of New South Wales 1855 to
1955 there was not a single instance of desth to a passenger due to a train accident on the
New South Wades ralways between 1926 and 1948. This is notwithstanding that
between 1905 and 1954 the New South Waes railways grew in the same period from
transporting 35,158,150 passengers per year to 278,904,236 passengers per year. This
may have been because there was not the coincidence of multiple causes that combine to
cause a catastrophic accident or it may be because the attitude towards safety was much
sronger and entrenched. That safety culture may have been perpetuated and maintained
by the existence of persons who were vishbly engaged in safety. Mr Oliver explained:

Back in previous times there was much more emphads on having dedicated
traffic officers, they used to cdl them, and they used to be out there to
manage the rail safety aspects of the ste. Not occupational hedth and safety,
but the protection from other trains and so on, and there was a lot more
security then because these people were dedicated to the task, rather than
trying to fit it in anongst their other activities on the Site.

If it were necessry to recruit additional drivers to the metropolitan network they were
usudly recruited from the ranks of freight drivers and therefore had acquired some
condderable experience in reation to the operation of trains and safety reated matters as
a result of that experience. It was redised that it would be necessary to recruit 200 new
driversfor the 2000 Olympic Games.

Many of these drivers were recruited from the ranks of guards and other operationd
areas.  Unlike the previous decades most of them did not have driving experience before
they undertook their training. It was necessary for them to be trained quickly. Unlike
some European countries the training facilities did not incdlude modern smulators which
could smulate fog, rain or emergencies.  The drivers were trained in three basc aress to
do with train operation, safeworking and route knowledge.

There has been no adequate substitute for the many years of on the job training that train
drivers previoudy received and the methods by which they were recruited and trained to
fulfil these roles has been inadequete, at least until recent times, in anumber of respects.

Mr Christopher Dandridge, Employee Relations Manager, Operations Divison of the
SRA gave evidence about a number of changes in the process of recruitment which were
intended to improve the quaity of operationd staff employed by the SRA.

In January 1999 a new procedure for the sdlection of guards came into operation. The
professond recruitment agency Lewis Cadman Consulting assisted with the recruitment
process. Applicants were fully briefed on the functions of the postion for which they
were gpplying and then given the opportunity to apply. Lewis Cadman undertook the
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origina screening and then recommended candidates to proceed to psychometric testing.
Psychometric testing was desgned to assess such matters as cognitive factors and
persond atributes such as atention spans, decison making ability, sdf confidence and
the ability to sdf monitor. Those who did wel went before a sdection pand, which
included a representative of Lewis Cadman, to be interviewed. The best candidates were
chosen after satisfying medicd standards. If selected, they then began atraining regime.

Mr Dandridge sad that the SRA is Hill to do a vdidation of that process as to whether it
is achieving the ends for which it was desgned. Whilst there is no vdidation process he
had received positive feedback as to the performance on New Y ear’ s Eve 2000.

In relaion to drivers the process of sdection was changed in August 1999. At tha point
consultants were brought in to assist to undertake a job analyss into the competency or
behaviour traits that were required to make a good driver. Qudities identified included
dtention span, sdf monitoring, safeworking, sdf confidence and the ability to make
decisons done.  There was an interviewing pand which had representatives from Crew
Management, a representative from Lewis Cadman and a representative from Mr
Dandridge's unit.  Psychometric testing was caried out and examined the speed of
decison making and sdf confidence. It was emphasised that if you combined those
matters and found that there was a low level of sdf monitoring, a person could be at risk
of making a wrong decison. The psychometric testing, it was said, was designed to pick
up personnd who were likely to panic in an emergency Stuation. This screening process
is dl dedgned to minimise the risk of sdecting unsuiteble persons for the postion of
driver.

In March 2000 a smilar process of recruitment was edtablished in relation to sgndlers.
The recruitment consultants used in that process consdered vigilance and concentration
as representationd task type functions.  Conversation skills are of the utmost importance.
It is necessary to ensure that gpplicants have the right attitude to safety. Mr Dandridge
thought that the psychometric testing was foolproof because it has a number of reverse
questions which meant that the same matter is asked in three different ways. He
emphasised that what they were looking for were dedrable characteristics rather than
academic qudifications. The mgority of persons employed in these postions had the
School Certificate dthough there was a not indgnificant number with the Higher School
Cetificte. He agreed that the Higher School Certificate recruits were better in
communication techniques. The number of applicants exceeds the demand so that the
SRA can be sHective.

Mr Dandridge said there had been a policy of encouraging women applicants over the last
18 months. He said that the SRA had an exemption fom the Anti-Discriminaion Board
to try to endeavour to increase the representation of women. At the present time there are
17 women out of 1,290 drivers, 203 women out of 1,050 guards and 30 women out of
350 sgndlers.

The femde recruits have been provided with mentors to give them persond advice and
assigtance and as a result the retention of women recruits has improved. In 1998 the
atrition rate of women was 7.3 per cent. In 1999 it was reduced to 1.5 per cent. Thus
previoudy, approximately seven in every 100 did not last longer than a period of about
three to six months and that this was reduced to 1.5 per cent.
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The systems for the sdection of guards, drivers and sgndlers are an improvement on the
sydems that previoudy exiged. The period of time for which the new sdection
processes have been operaing has been too short for any assessment to be made of
whether better qudity daff are being employed. It was not possble for me during the
course of the inquiry to conduct any study to see if this were the case. Neverthdess, |
accept that the activity undertaken by the SRA is a genuine endeavour to improve the
quaity of the dtaff being recruited into the raillway service. This more rigorous process of
selection should be encouraged.

Sdection of suitable daff is an extremey important firs step in improving the safety of
rail operations. It isthen necessary to ensure that they are properly trained.

Ms Fiona Love, the Manager, Audrdian Ral Training stated that when she took up fer
position in 1998 the level of training that SRA daff had received was uneven. She dated
that there was:

...A mastering modd where people spent time on the job, and often had
access informaly to workplace coaches, s0 there were some aspects of
traning that were very podtive and there were other aspects of training that
were very poor.

Counsd Assgting asked her what was unsatisfactory about the mastering modd and she
stated:

...What is paticulaly unsatisfactory in an indudry tha operates under
legidation such as the Ral Safety Act is that we were unable to be able to
define the competence of any daff a any point in time, because it may be that
they were very competent, it may be that they were druggling to have
competence, but we did not have systems in place to help us to be able to
articulate the competence of staff in safety critica aress.

Audrdian Rail Training is owned by the SRA. It trains not only SRA employees, but
employees from other businesses such as the condruction industry, whose employees are
employed in ral operations such as Feur Danid, Philips CCTV Inddlaions and Barclay
Mowlem. Audrdian Ral Traning is a regigered traning inditution and as such has to
comply with nationd principles in relaion to the revison of vocetiond education and
traning including competency based training. It teaches dl types of daff — drivers,
guards, sgndlers, controllers, dation daff, daion managers, duty managers, fleet
maintenance and so on. It dedls with 12,000 b 15,000 trainess each year. During the
period prior to the 2000 Olympic Games the numbers went up to 20,000. She said the
shortest course was eight hours, the longest course was three years for drivers.

She dated that in recent times there has been a shift from the mastering modd to a system
of competency based training. Under the mastering mode employees would learn
informaly on the job but thar traning would dso incdude formd traning in the
safeworking units.

Under the magtering model the safeworking units were taught in a classoom without

practica training involving the practical application of the safeworking rules in variable
Stuations. Trainee drivers spent ten weeks with a driver trainer. No records were kept of
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the activities carried out, no forma assessment was conducted and there was no syllabus.

It appears the only assessment carried out was by train crew ingpectors who asked verba

questions. There was no confirmation in a practicad sense of the effectiveness of the on
the job training. Ms Love beieved, however, that the inspectors made sure that the
drivers understood the core safeworking issues.

After ten weeks with a trainer driver the trainees then underwent road knowledge training
and were given an ord examination. However, no documentation was kept in relation to
the ord examination.

Ms Love was disstisfied with a number of feetures of the training systems that existed.

She was paticulaly disstisfied with the way in which the safeworking rules were
taught. She dated that in the sessons deding with the safeworking units where staff with
operationa experience were included, there were hours and hours of debate about the
meaning of the rules and often, because of this debate the trainer had to leave the room
and telephone the safeworking section for an interpretation.

Ms Loves view was tha where operationd rules are taught, the intention behind the
rules should dso be taught. The firgt time that the intention behind the rules was taught
was in 1999. Ironicdly, this was related to the amendments to safeworking rules which
had not been authorised by the Department of Transport. Ms Love was of the view that
the safeworking rules should be reduced to basic principles and that they should be taught
as such. Thus the rules should identify safety principles involved in the rules rather than
focusng on whether or not a safeworking unit gpplied to a paticular circumstance. She
sad that the sysem of training used now is that recruits are not trained on the specific
words, they are trained on the safety principles involved in the rules. In her view, the
safeworking units should not be seen as a set of isolated rules but as a set of safety
principles that contribute to the safe running of the raillway.

In her view, the training should emphasse looking a the key safety points in the job.
Recruits should have inculcated in them the reaionship between the work they perform
and how it relates to the work that other people perform in the operation of the ral
network. There aso needed to be training in the effective adoption of communications
protocols, discipline in their application and an understanding of why it is important that
they be followed. The area of communications protocols is an area in which there has
been inexcusable neglect.

She dated that in the rewriting of the safeworking units there should be a separation of
the narrative materia from the procedures and that diagrams should be used as an ad to
the understanding of the rules.

When it came to the training of daff in rewritten safeworking units, she dated she did not
believe in the “big bang” approach of having one sat of rules one day and a new st the
next day. She believed a staged introduction would adlow a more systematic approach to
training and that pilot courses should first be introduced and a curriculum developed. She
aso thought that there should be an agreed time for the changeover to occur so there can
be some assessment of the effectiveness of the new rules and additiond training on the
job to ensure that the employees understood the changes and that some months after the
changes have been introduced a vdidation process should occur to ensure that the
training in the new set of rules had been effective.
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She had indituted a sysem which endbles the trainees to participate in the training
process through group work, discusson, problem solving and so on. In that style of
teaching she sad the traner is more a fadlitator than an indructor.  Formerly,
safeworking procedures had been taught by the trainer doing dl the taking while the
dudents sat in dlence. When that is done it is difficult to know whether the trainee is
undersanding what is being sad and absorbing it.  Under the sysem in which the
trainees paticipate, the trainers are able to determine whether or not the trainees are

acquiring the necessary knowledge.

The introduction of the new system of training enabled Ms Love to determine whether
the drivers employed by the SRA were competent or not in their ability to andyse
dtuations, to solve problems and to determine the course of conduct that they should
undertake in particular circumstances.

This gpproach should improve the qudity of training that employees are receiving. In
addition, however, steps need to be taken to ensure that the existing drivers who were
taught under the previous sysem have the requiste levd of competence and
understanding of safety procedures. An attempt to achieve that objective was made by
the use of a recertification program. Ms Love thought that many drivers saw the previous
system of recertification as a routine requirement and more a nuisance than a benefit and
consequently it was something which did not affect their behaviour. Evidence about the
recertification process demondgtrated that, in some cases, it was perfunctory.

There are now refresher courses every 16 weeks involving one day of classsoom training
and one day of practicd traning, usng paticipaory sysems of traning. It will be
necessary to monitor if these systems have been effective.

Ms Love dso gave evidence about improvements to the training of guards. It was her
view that the systems of training for guards prior to 1996 were not well targeted for ther
repongbilities.  Much of the materid taught to them as pat of ther safeworking
qudification was never going to be used by them. A new course was commenced in
March 2000 with a dgnificant portion of it beng practicd indruction rather than in the
classsoom. Thishasresulted in increased levels of trainee satisfaction from this change.

She sad there had been a higory of poor traning of sgndlers in the SRA. They had
aways been denied appropriate access to well dructured initid and refresher training.
Her view accorded wth the evidence of Mr Fozzard, the Secretary of the Signas Branch
of the RBTU.

Mr Fozzard dated in evidence that the signals branch of that trade union has 500 to 600
members. His evidence about the way in which dgndlers acquired their knowledge, il
and qudifications may explan why Mr Mulhadlland, the sgndler & Penrith a the time of
the Glenbrook ral accident, did not have the experience or kill to manage the safe
passage of trains through an automatic area of dgndling during a dgnd falure.  Mr
Fozzard gave the following evidence:

...[H]ave there been deficiencies in the training of sgnallers?

Certanly.
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In what respects?

There was — the whole context of traning sgndlers revolved around the
safeworking units or the safeworking manuds, as such. Up until just recently
that wasit.

Whét does that mean?

All it meant was that you atended ether a class a Petersham, or you did the
safeworking in your own time. You s an examination for safeworking and
you ether passed or you were found competent or you had sufficient
knowledge and you then became asgndler.

That was an examination based upon, in effect, a textbook approach to
sgndling?

Correct.

Whether or not you passed the exam on the safeworking unit?
Y ou certainly had to pass the safeworking to be qudified, yes.
That isdl you had to do?

Yes.

There was no assessment of people within the sgna boxes or in any practica
environment?

Not until just recently, no.

From your experience, was that an adequate level of training for people to
perform sgndling functions?

No.

Why Not? What happened when they actualy got out on the job?

They had no practical experiencee There was no assessment in their
competencies or an gptitude to perform their tasks particularly at a time of
incidents, how to gpply the regulation.

How did they get by at dl?

A suck it and see episode.

What does that mean?

Trid and eror, if they got it right they just happened to get it right. If they
happened to get it wrong they got a paper.
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Or an accident happens?
Yes.

And you didn't regard it as being a paticularly satisfactory way of traning or
upervisng sgndlers?

No.

COMMISSIONER:

| don't understand how they could possibly operate a sgnd box if they had
just read the safeworking units and then they go to the Sgnda box?

Wedl, what actudly heppened, they actudly qudified in the safeworking and
then go to a 9gnd box. The sgnd boxes are graded. You go to a signd box
and learn the operations of that box, the loca working that gpplies to it and
then take it up.

COUNSEL ASSISTING:

For practical purposes, isn't what would happen would be they would pass
the exam, go to the sgnd box, somebody would teach them in the sgna box
what they should do to operate the particular Sgnd box, and they may learn
good habits or bad habits and that is dl they have in terms of their repostory
of knowledge in order to conduct their affairs?

That's correct.

If the Sgndler happened to have a good teacher in that sgnd box he might be
a competent and safe ggnaler, but if he had a bad teacher who had bad
habits, he would have no way of identifying those bad habits?

That's correct.

That is, that happensin your observation? People have learned bad habits?
Correct.

And not been aware that they were?

Yes.

What is abad habit?

Jus a smple one is you need to communicate information as soon as it
becomes readily available, some people don’'t even practise that.

What do they do when it comes to communicating information?

They just don’'t communicate.



It can be seen from this evidence why the weeknesses in the training of signdlers
contributed to accidents. The accident at Hornsby on 6 July 1999 and at Glenbrook on 2
December 1999 are good illugtrations of what happens when the deficiencies identified
by Mr Fozzard are permitted to continue.

In August 1999 a competency based training package for sgndlers was developed. This
requires a minimum of three months experience as a train recorder or operator on the
passenger information sysem.  The traning in dgndling activities lagts four months.
Then there is a further two month period engaged in related activities of network control
operations. They then commence to work as a sgnaler and undergo assessment. It is
sad that assessors are now going through every signd box deveoping training and
assessments for persons working on each board.

It is obvious that public safety requires a proper sysem for the training of sgndlers,
including the system for the assessment of ther competence. Such a sysem would
require that adequate time be dlocated for the training and recertification of sgndlers.
According to Ms Love shortages of staff have prevented this from occurring.

The history of what has happened in relation to sgndler traning is a demondration of
the problems that arise when areas of safety management fal somewhere between two
organisations. Signdlers are part of Network Control for which RAC, now RIC, are
responsible. However, the Network Control was, of necessity, contracted to the SRA.

In the previous chapter | identified deficiencies in the training of drivers. One of the
greatest deficiencies in the training of drivers was their route knowledge. This is labour
intensve and there cannot be any subgtitute for them being out on the track with an
experienced driver learning where the sgnds are located, what sections of track can be
travelled a what speeds, where the points are located for particular movements and the
direction thar train will travel when the route is s&t in a paticular way. It was the
absence of route knowledge which gignificantly contributed to the accidents & Hornsby
on 9 July 1999 and Waverton on 20 December 1999.

An attempt was made to use smulators to provide a subgtitute for on the job training but
one witness sad using them “was like gtting waching tdevison”. This is because the
amulators currently used at Audrdian Rall Training are old technology and rudimentary.

From my own investigations overseas | am aware tha smulators exist which can be used
not only for the purposes of traning and measuring the competency of employees, but
adso for identifying deficiencies in the kills of exiding employees These gmulators are
expensve. | was told that they cost gpproximately $2.5 million each. However, | was
dso informed that a recent derailment a Cronulla cost about $1 million and, according to
Mr Band, a derailment of a freight train in Queendand could cost anywhere between $5
million and $10 million.

For reasons of public sofety and for reasons of sound economic management |
recommend that modern smulators be purchased and used for the training of drivers,
ggndlers, guards and other operationad daff. One of the problems with the New South
Wades ralway sysem, | beieve, is that it has been dow to embrace new technology.
Modern smulators are an indispenssble tool in the arline industry.  With these
indruments a pilot can be confronted redidicadly with emergencies and taught how to
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ded with them. Without such smulators there can only be book learning and the
experience of other pilots, neither of which is as effective asred life amulation.

What has been regarded as essentid for the arline industry should be regarded as
esentid for the ral industry. The use of modern smulators would endole trainee drivers,
and drivers whose competency is being assessed, to be exposed to driving a night,
driving in ran, driving when there are dgnd falures driving when points ae st the
wrong way or any of the other many potentidly hazardous circumgtances to which a
driver will be exposed on the track.

These smulators can be programmed with the different routes which drivers will trave,
s0 that they can be trained on the smulators and then be given practicd experience on the
routes. New recruits require more time than the recently introduced practice of having
new drivers travel with an experienced driver for the first week of their duties.

Smulators should dso be used for group training of drivers, guards, sgndlers and train
controllers.  Co-operation between inter-dependent operationd daff is essentid for the
safe management of trains as demondtrated by the accident at Hornsby on 7 July 1999.
Traning them together and having them sweap roles so that each understands the
circumgtances in which the other person operates will encourage that degree of co-
operation which is essentid and build an undersanding that safe and efficient train
operations depend on teamwork, rather than individua performance. It will dso have a
desirable effect upon the crestion of a safety culture, SO necessary in saferail operations.

There may be reluctance among some employees to do this because of entrenched views
held in reation to the separate nature of their various roles. However, it is part of the role
of leadership within any organisation to ensure that those barriers are broken down in the
interests of public safety. One obvious way of doing that is by the use of audio visud
productions in relation to accidents which have occurred in Audrdia and oversess for the
purpose of demongrating to operational employees the importance of team work to the
safe operation of trains.

Evidence was given by two train drivers that when new drivers were employed to dedl
with the anticipated increase in the demand for rall services created by the 2000 Olympic
Games, many of the new drivers were on stand by after the Olympic Games and on many
occasons were not required to drive trains. Instead of the new drivers remaining ide &
crewing dations they should travel with experienced drivers, particularly driver trainers,
and thus learn from their experience.

Even with experienced drivers there may be deficiencies in their training and knowledge.
| support the sysem which exigs in Victoria of having principa drivers accompany
drivers to ensure their competency and to advise them in relaion to the safe operation of
their trains and improve route knowledge. The role of principal driver should not be that
presently exercised by ingpectors, but designed to fill the role of mentor to assst drivers
to peform their duties with a high leve of competence. If any deficiencies are
discovered remedid training should follow.

Principd drivers should report to the train crew manager what they are doing to correct
any deficienciesin the drivers within their charge.
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Principad drivers should be drawn from experienced drivers and chosen on the bass of
their motivation, attitude, performance and knowledge.

The sysem of principa drivers has been used successfully in other countries  In
Germany, for example, there is a podtion which is known as “team leader — enging’. The
team leaders are authorised to issue directives to the driving crew or members of the am
assgned to them in groups of gpproximatey 30 drivers. They participate in the same
regular and specid training courses that the members of thelr team are involved in.  They
are required to conduct training activities and ongoing monitoring of drivers in ther
team.

Ongoing communication between the team leader and team members is an important part
of ther function. They trave with the drivers in ther tesm and observe the gpplication
by those drivers of the operationa rules and the way they perform their tasks. If the team
leader foresees any wesknesses in the driver’s skill or knowledge then the team leader
liases with the relevant teaching staff and theredfter travels with the driver to ensure that
the deficiency has been adequately addressed.

It is the team leader's responsbility to ensure that the drivers know and understand any
changes to the operationd rules and if drivers have any questions about their duties, then
they direct them to him and he provides the information. Their role s to lead by example
and they tend to be the confidant of the driversin the team.

There are forma procedures in place which require the team leader to accompany each
tran driver a least Sx times per year and these journeys are spread evenly over the year.
These escorted drives are unannounced and must occupy at least 30 minutes of driving.
The results of the driving are documented by the team leader.

In addition to these supervisory tasks the team leaders are themsalves required to work at
least 12 shifts per year asatrain driver.

In France, a Imilar pogtion exigs and the respongbilities ae amilar. The disciplinary
dructure involves the interpostion of the team leader between the driver and
management in such a way that if a driver commits a breach of what would be referred to
in New South Wdes as a safeworking unit, then management gpproaches the driver's
team leader to find out how it could be that the driver for whom he is responsble
committed this breach. If it relates to some change in operationd rules which was not
properly explained to the driver then the team leader is held responsble and may suffer
an adverse sanction.

Mr Worrdl, the Generd Manager and a Director of Thames Trains Limited of the United
Kingdom, sad that within his company there are sandards managers, each of whom is
responsible for a particular group of drivers. Part of their duties require drivers be briefed
in any change to the rules and if the change arises as a result of an incident, they explain
the incident to the drivers so they can understand the policy behind the particular rule. |
regard such ingruction as the best means by which new safeworking rules should be
explaned to operationa daff, whether they are drivers, guards or sgndlers.  In other
words, a designated person responsible for that group of employees should have the
persond responsbility for ensuring that every member of the group has been ingtructed,
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gther in a group session or by him persondly, in reation to any changes and ensure he
understands the changes and the reasons for them.

The European and Victorian systems of team leaders and principa drivers have features
which could improve the sdfety of ral operations. | support the continuation of the
postion of driver trainer. In my opinion there should aso be a podtion of principa
driver with the functions which | have identified from the Victorian practice  When a
driver makes a midake a response has sometimes been to punish the driver for falure to
comply with the safeworking unit without being certan that the driver knew or
understood the operational procedure.  Public safety requires a better system of
management and the use of team leaders respongble for the ongoing knowledge and
competence of driversin groups of about 30 drivers.

In addition, there adso needs to be someone performing a “policeman” role. Tha role
should be caried out through random auditing by authorised officers of the Ral Safety
Inspectorate travelling on trains. Ther role would be to observe the way in which the
drivers, guads and dgndles cary out ther duties incuding following the
communications protocols. Where deficiencies are reveded they should ensure remedid
steps are taken.

Usng actud accidents to illugtrate the circumstances that an operaiond rule is designed
to avoid would seem to be the best way of communicating the reason for the rule and the
best way of increesng safety awareness and edtablishing a safety culture.  Ligtening to
the sequence of conversations that was recorded prior to the Glenbrook accident
demondtrated that none of the participants had any expectation of the catastrophe that was
about to occur. This is confirmed by the response of the train controller and the disbelief
expressed by him when he was informed by the driver of the Indian Pecific that the latter
tran had been struck in the rear. Playing those audio recordings to drivers and sgndlers
atending a traning school must help to demondrate the importance of communication
protocols.

Mr Oliver expressed the concern that there was a “totd unwillingness to learn from
history in the sense that people don't understand that the reason for a rule is to avoid
something which has happened in quite a tragic way in the pas”. In his view there
should be a full segment in each traning program in the ral industry which reaes to the
hisory of ral accidents, and the sorts of problems both specificdly and genericaly which
have occurred in the past, so that people have an historic base with which to work and
better understand the reason for therule.

Examples of accidents need not be confined to Audrdian examples.  Ralways
fundamentaly operate on smilar lines throughout the world. There is a wedth of
overseas experience that traning personnd can draw on to illusrate safety principles
being taught.

| have previoudy mentioned the exisence of the UIC. It is one of the internationd
organisations that can provide materid on rall safety which can be used to illudrate
safety matters during the course of traning or as a source of informaion for the
improvement of safety. On 22 October 1993 the safety boards of Canada, the United
States of Ameica, Sweden and the Netherlands edtablished the Internationd
Transportation Safety Associdion (heregfter ITSA). Its ams include the formation of
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independent  invedtigations into the causes of trangport accidents, the exchange of
information on trangport safety; the promotion of research; training in various transport
sectors; the provison of support to ITSA members to help each other in the event of
srious or large scde transport accidents, the promotion of exchange programs for
researchers from ITSA member dates, the provison of information to each other on
safety recommendations and their follow up; and the identification of mutua problems so
that they can be publicised and solutions sought to rall safety issues a internationa
meetings and conferences. The following organisations are members of ITSA:

The Nationa Transportation Safety Board, USA

The Transportation Safety Board of Canada

The Board of Accident Investigation, Sweden

The Accident Investigation Board, Finland

The Trangport Accident Investigation Commission, New Zedland

The Air Trangport Accident Investigation Commission, CIS (Russa)

The Commisson of Rallway Sefety, India

The Transport Safety Board, The Netherlands (formerly the Ralways
Accident Board and Road Safety Board)

The Marine Accident Investigation Branch, UK

This Specid Commisson of Inquiry has been die to identify internationdly the
organisations with which a usgful and vauable exchange of safety information can be
caried out. The officers of these various organisations have shown a willingness to
communicate fredy when gpproached. They have universdly expressed the view in the
course of the oversess investigations that, when it comes to safety, there is nothing thet
they regard as confidentid and their organisations are willing to asss by shaing ther
experience and knowledge.

Traning in safeworking needs to be improved in other respects. It is necessary, when
teaching the safeworking units, for teachers to be sdective about which safeworking units
aoply to particular employees in practice and to base training on those safeworking units
which are relevant to the employees particular duties. It is dso necessary to ensure their
knowledge is kept up to date. Where changes or amendments to safeworking units have
been made, tha information should be conveyed by face to face indruction. The
evidence discloses that only providing a written document or documents does not ensure
that the information is understood or even read. The example was given of a driver who
retired and on his retirement returned seven years of safeworking amendments in ther
unopened cdlophane packaging.

Mr Band said that a key principle in this respect was to understand the literacy levels and
the competency of operationd staff who have to apply rules. He believed most people
engaged in track side work on the Queendand railways had a reading age of eight years,
which is not necessarily maintained throughout their working life.  For these people it is
necessary that somebody explain what the safety rules are to them and that diagrams be
used to ensure that before work is undertaken they know the procedures. He dated
Queendand Rail had amgor program in place to ensure these problems are overcome.

That prectice is a long way removed from the New South Waes practice of informing

operational staff by weekly notices of changes in safety rules. Mr Oliver expressed the
view that many of those changes are expressed in terms which would be difficult for
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anyone to undergand. He gave an example of a new crossover indaled at Pippita on the
Olympic loop. A diagram was didributed showing the dtered arangements in the
weekly notice together with dl the sgndling and adjusments that went with it totaling
some 15 pages of tabulations and diagrams.  Mr Oliver, who had some understanding of
ggndling, took a greet ded of time to understand the changes. He said a driver who had
not been traned in sgndling but only trained operationdly would not have had any
prospect of understanding what those changes to the movement of trains meant. His view
was that when information is being communicated it needs to be done on the bass of
materia the employees need to know to perform ther jobs and how any changes will
affect them. Mr Oliver thought that distributing 15 pages of data was not only a waste of
time, but dangerous because the possibilities of misinterpretation are high.

It can no longer be assumed that dl supervisors will have the necessary common sense
and ability to go through basic risk management procedures. For this reason specific
dtention should be given to ther traning in supervison and planning of workgte
protection. The emphass must be upon avoiding the risk of injury or death, not
atempting to determine which safeworking unit should apply in the circumdances. The
safeworking unit should provide a guide but if the safeworking unit does not adequately
protect the employee againgt the risk of injury, then further precautions should be taken.

A safeworking unit which has as its primary function the protection of employees and
which casts the obligation on them to be respongble for their own trackside protection is
s0 obvioudy deficient that it should never have existed.

The safety traning of daff occupying supervisory podtions in relation to trackside
workers has been inadequate. | have been presented with a large volume of materid to
suggest that as a result of the tragic accidents at Bel and Kerrabee, RSA has
implemented improved systems for managing the safety of tracksde workers. | am not in
a podtion, however, to determine whether those procedures adequatdly dedt with the
problem. The Ral Safety Inspectorate should routindy monitor supervisors activities to
ensure that if an organisation clams to have cured the deficiency, that it has in fact done
s0. The second concern that | have about improving the safety of tracksde workers is
that with the amdgamation of the former RSA and RAC into RIC, the good work which
appears to have been undertaken by RSA may be lost or the momentum may be dowed.
It should be the function of the Rall Safety Inspectorate to ensure that that does not
happen and that the process for the improvement of safety management for tracksde
workers continues.

There was evidence about whether or not Audrdian Ral Training should be associated
with another tertiary inditution. Dr Levedey thought that this would make it more
educationaly professond believing the demands of production would not have the
influence that they do a present and thus enhancing a safety culture. | can see the
advantage that may arise from such an agpproach. However, access to the ongoing
practical experience of employees within raillway operations, and the need to have a close
liason between the training establishment and persons in managerid pogtions to identify
aess of traning which require paticular care and dtention, mitigates againg the
management separation that Dr Leivedey advocates.

| have st out the attempts a improvement in the sdection and training of employees that

have been undertaken since 1999. It should be acknowledged that the rail organisations
have made subgtantid progress in improving the training of employees Those gans
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need to be maintained and the process needs to be continued. This together with the
establishment of a safety culture will ensure that the safety of rall operations will thereby
be improved. Whether a change in methods of training needs to occur can only be
determined by an assessment of the effectiveness of the training being underteken at
present. This is a natter which should be monitored by the Rail Safety Inspectorate on an
ongoing basis.

The find observetion that | wish to make about training is that a the end of a course of
traning, employees should have an undepinning knowledge of the safeworking units
which are rdevant to the particular work tha they do; an understanding of how they
operate in practice; and the competence, skill and experience needed to implement the
procedures involved. Methods, however, should exist by which their knowledge can be
refreshed. It is difficult for people to keep in mind a large volume of materid while on
the job. Certan tasks, such as those involved in the carying out of emergency
procedures, must be able to be performed without reference to any written document.
The safety and the performance of other tasks would be enhanced, however, if each group
of employees in a different occupation had a smal handbook identifying in short, clear
and concise terms the procedures that they need to undertake in carrying out their duties.
They should be required to have it with them at dl times when on duty as a means of
ensuring their undergtanding of the rules are not diminished. On the evidence before me,
which | have been unable to vadidate, atempts seem to have been made by each of the
ral entities to improve the traning of ther employees. It is my expectaion that this
continuing process will take gpproximately three to five years to complete and will
require continud monitoring by the organisations themsdves and by the Ral Safety
Ingpectorate to ensure that the level of competence of the dtaff is raised to such an extent
that rall accidents such as the Glenbrook accident and the other eight accidents are
unlikely to recur.

Safeworking Units

The operationa rules for the carrying out of tasks by employees of the SRA are known as
safeworking units.  The safeworking units or their equivalent which have developed have
been the main method by which rail safety has been managed for the last one and a hdf
centuries.  They were origindly borrowed from a United Kingdom set of safeworking
units as obsarved in the second interim report by reference to a quotation from The
Railways of New South Wales 1855 to 1955 where the circumstances of the crestion of
rules the evening before the firg train was due to run in New South Waes from Sydney
to Parramatta on 26 September 1855 is described. The circumstances under which the
first safeworking units became accepted was described as follows:

The whole party subsequently adjourned to a hotel, and there in the bar was
held the fira railway conference in this State. A policeman took the chair and
gave ingructions for the rules and regulations to be read doud. These
regulations were drawn up from those of the Eastern Counties Ralway of
England, a copy of which was supplied by Mr Herdd. He had previoudy
been in the goods depatment of the Eastern Counties Rallway and was the
only one of the sx dation masters gppointed at that time who had any
practical knowledge of railway traffic operation.
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It is not necessxry to discuss the way in which the rules have been modified snce that
time other than by observing that each time an incident or accident has occurred and there
was no corresponding safeworking unit to cover the sSituation, amendments were made to
the safeworking units with the result that the safeworking units currently occupy eght
volumes of rules and regulations.

Mr Alexander Claassens represents drivers on a number of committees of the SRA. He
garted with the railways in 1977 as a cleaner, then became a trainee engineman and then a
quaified driver in 1982. At the time he gave evidence he was serving on the SPAD
Investigation Committee of the SRA, the Safely Management Training Review
Committee, the Safeworking Review Committee, an Occupationd Hedth and Safety
Committee, the Joint Consultative Safety Committee, the Joint Consultative Safety
Committee and the Millennium Train Design and Implementation Committee.

He was a full time driver from 1982 until 1994 and now spends gpproximately haf his
time driving and the rest of his time sarving on the committees on which he represents
drivers. He was in a very good postion to provide evidence about the usefulness of the
exiding safeworking unitsto drivers. He said of them:

My view is that they have become largely irrdevant to the guy that is doing...
the job because they are more of a library addition, rather than an actud
workbook | can take with me. It is pretty hard to carry dl those manuas on
the job with you.

He bedieved from a driver's point of view they were unworkable and impractica. Mr Hall
and Mr Edwards expressed gmilar views. Other witnesses described the safeworking
units as confusing, complex and overlgpping. Mr Oliver described the safeworking units
as “incredible waffle’. Mr Jarvis sad of the safeworking units “There is s much of it. A
mound of paper you can't jump over. Much of it is ambiguous and it is condantly
changing’. Mr Clemens dated “As a training ad for drivers, as a means of helping
driversto retain safeworking knowledge, | think they fall miserably...”.

Ancther disurbing feature of the safeworking units, gpart from their volume and content,
is that they were embraced without modification when the rall network was disaggregated
in 1996. This was extraordinary given that they had been developed for an integrated rall
network and were then gpplied virtudly without dteration to a disaggregated structure.
The atempt to make rules dedgned for an integrated railway fit into a new dructure
contributed in part to the duplication and overlgpping which has developed. Mr Ogg, the
Chief Executive Officer of the former RSA sad that when an organisation is broken up,
forma systems are destroyed and it takes a long time to re-establish the formd systems of
safety management. Even less dtention is pad to the informa systems tha have
previoudy exiged. It is clear from the evidence given by Mr Claassens and Mr Jarvis tha
the replacement of the informad systems of disseminating knowledge about safeworking
procedures was not a matter that was given any consideration.

Severd witnesses expressed the view that the safeworking units did not have as ther
primary purpose the safety of ral operations, but the punishment of individud offenders
who could be proven to have faled to comply with a paticular rule resulting in an
incident or an accident. Mr Alex Mitchell said:
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| think a lot of the time they were added on to ensure punishment for the
offender, not to make it any more safer.

Mr Band thought that their main function was “butt protection’. Accordingly, | was not
surprised to hear that many rall employees have lost confidence in them and some
gppeared to completely ignore them.

Ms Love from Audrdian Ral Traning, as mentioned earlier, stated that during the course
of indruction persons who had operationd experience would provide different
interpretations of the rules. Ms Love sad that saff had lost confidence in the safeworking
rules and that they do not robustly reflect the contemporary operating environment in the
New South Wales railways since disaggregation in1996. She later Sated:

That comment is made after a lot of discusson with people who are experts in
the safeworking area and who had aso become increasngly concerned with
the gppropriateness and quality of the rulesin the mid nineties. ..

This lack of confidence does not gppear to be confined to operationd saff. Management
gopears to have turned a blind eye to safeworking rules relating to communications
protocols and having private audio visud equipment in Sgnal boxes.

| have previoudy referred to Ms Love' s evidence on this matter where she Stated:

It was very difficult to train the rules because every one in the room would
have dfferent examples of dtempts to aoply the rules in vaiddle
circumgtances where the gpplication of the rules would result in different
outcomes, and safeworking training became hours and hours of debate about
the quality and appropriateness of the rules, and | believe tha got to a point,
catanly it was true in my firsd round of safeworking recertification, if you
like, in 1999, and the tremendous time and consultation involved in
developing a one day program indicated that the core content of the program
was extremey difficult to ded with because of people's experience on the
job.

She further sated that:

The trainer would have to leave the room and ring the safeworking section for
a ruling on [the safeworking unit] and the intent. The traner would then
return to the class room and deliver the ruling on the intent.

The firgt interim report referred to the debate between experienced counsd as to the
meaning of safeworking unit 245 and the concesson by Mr Garling, who appeared for the
SRA, that the safeworking unit was confusng and needed amendment and that it made no
provison for a second train passng the sgnd a stop. Safeworking unit 245 is annexure
G to this find report. The safeworking unit uses the expressions “line ahead”, “the line
between where the train is sanding and the next sgnd”, “section” and “section in
advance’. It was necessary to determine what each meant to make any sense of therule.
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Another illugration of the way in which this safeworking unit was cgpable of different
interpretations arose from the meanings given to the words “caution” and “extreme
caution”. Drivers had different views about what is meant by driving a& caution or
extreme caution. The two expressons were used interchangegbly. Mr Thomas Lamont,
the Safety Audit and Standards Manager for Train Crewing of SRA said extreme caution
would be the walking pace, that is a speed of between three and five kilometres per hour.
If that were the case it would take a train approximatdy haf an hour to traverse the 1,730
metre distance from the failed sgnal 41.6 to the end of the overlap circuit.

Mr Hogan, an SRA Operations Inspector for Train Crewing who conducted safeworking
schools, sad extreme caution was ten kilometres per hour. Mr Marshdl, an experienced
driver who was one of the co-drivers of the Indian Pacific and who | accept was a careful
driver actudly drove through this downhill winding section of track with blind cuttings at
18 kilometres per hour.

If employess involved in the management of trans do not understand the safeworking
rule, or if interpretetions differ, the gStuation is dangerous. The risks inherent in such
circumgtances are obvious. Employees for decades have had their own informa set of
operational rules. Some of these were in the form of a “catechism” which appeared to
have been authorised in some way and which was circulated amongst the daff to give
them guidance on the way that they should carry out their duties. This is obvioudy
unsatisfactory as a primay means of the management of the safety of rall operations.
There was evidence that what in fact happens is tha daff rey on a hard core of
knowledge gained over years of experience rather than a knowledge of what is in the
rules. Mr Oliver dso believes that gaff rely on rules, not rules of the sefeworking system,
but those they have acquired by a long process of indoctrination, observation and smple

logic.

It is necessary to determine what the redl purpose of safeworking units is. If ther purpose
is to provide a guide to staff about the way in which they should perform ther tasks safely
then the rules need to be expressed in Smple, clear and unambiguous language talored to
the level of education and experience of the people who have to apply them. Otherwise
they will be ignored. | have previoudy referred to the low levels of education and literacy
of many employees on the ralway. Many of them do not have English as thar firg

language.

As Mr Mitchel explained, he passed dl the rdevant courses in safeworking rules and
having done s0, he said: “I knew a poem but | didn't know the meaning behind the poem.”
Mr Mitchell could see no correlation between what he was taught in the safeworking
school and what he was actudly doing when carrying out hisjob.

The drivers who gave evidence learned safety operation procedures from other drivers
and, to quote Mr Claassens, “not the books’. Mr Claassens dso said:

It was necessary for drivers to carry with them some materid to remind them
of applicable operational rulesin different circumstances.
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Mr Claassens said that he carried with him a book entitled “ Safeworking Catechiam”. It
was produced in evidence. It was a smdl book containing basic safeworking procedures
relevant to drivers.

Mr Jarvis sad that when he became a driver he was given a smal blue book and that
provided you were familiar with the contents of the book and one or two other working
sheets you had a sound knowledge of safeworking procedures in the New South Waes
ralways. He dtated that in recent times the Stuation has become chaotic. He said that
drivers were often “bitching” about it.

The utility of the safeworking units for drivers is perhaps best illustrated by the evidence
Mr Jarvis gave of a traffic ingpector, Mr Barry Hal, preparing a quick ad memoire which
drivers carried with them. More recently, he sad that a Mr Ron Harper had prepared a
response book which enabled knowledge to be retained more easly. The fact that drivers
work under unofficia versons of the safeworking rules means that there is an obvious
need for asmpler set of rules.

| learned that in other countries drivers are provided officidly with what they need by way
of basc operaiond rules in relation to the safe management of ther train. In Norway this
was described as a “drivsbok”, or driver’s book, which seemed very smilar to the 1972
catechiam.

Mr Worrdl sad in the United Kingdom the drivers and sgndlers are issued with a rule
book containing only the rules rdaing to their respongbilities, insgead of recaiving a big
book with everything in it, without a focus on particular regponsbilities.  The rule book
was gplit into functional and specific processes for drivers, sgndlers, shunters, permanent
way daff and cvil enginesring daff. Each had a separaie volume containing the materid
that it was necessary for them to have.

These obsarvations leead me to certain conclusons about the function and content of
safeworking units.  Firet, they should be seen as pat of a sysem of safety management
and not an end in itsdf.  Secondly, there is a need for safeworking units to ded with
infragructure and rolling stock specifications which may not need to be taught to
operationa employees.  Thirdly, implicit in what | have sad, is tha it is necessary for the
safeworking units to be rewritten o they are clearly and concisdy expressed. From the
oversess invedtigations | observed that many rall organisations used pictures and diagrams
to communicate content rather than the written word or the written word done. This is
what happens in Queendand. Fourthly, it is necessry for the rdevant aress of the
safeworking units gpplicable to particular occupations on the railway to be separated and
put in a form which is readily undersood and easly agpplied by operators who need to
know these particular rules, exclusve of verbiage and reduced to Smple operationd
procedures.

Mr Mitchel provided an example of this in rdation to a procedure for propeling a train
which refers to reversng the train. He sad that the safeworking unit covering such a

movement condsted of 12 pages and this was later reduced to seven pages. He said that
he was able to reduce it to Sx Smple procedures:.

I. All signdsfor the route must be cleared;
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ii.  Theline musgt be completely unoccupied;

iii.  Theguard must be at the back of thetrain;
iv.  There must be communication between the guard and the driver;

v.  Thedriver must obey the guard’ sindruction; and
vi.  Thetran mus move dowly.

He said in subgtance there was nothing additiond to that set out in the initid 12 pages to
enable atrain to be propelled safely.

The rules should not contain any more than they need to contain. Unnecessary narative
or explanatory materia should not be included in the rules. This does not mean to say that
explandtion of the rules is not important. In my opinion it is fundamentad to an
underganding of the rules that employees be taught the principles behind the rules and be
given an explandion for the particular rule.  This is a matter for indruction in the content
of the rules but not to be included in the rules.

It is necessary for people drafting the rules to decide whether to provide information
withintherule or not. If theinformation is not safety critica then it should not be there.

An example of an operationa rule which could have replaced safeworking unit 245, was
consdered in reation to the Glenbrook rall accident by Mr Oliver. His view was tha
where a driver was passing an automatic Sgnd a stop the need to communicate with the
ggndler created an inherent risk of confuson or misunderstanding. If the rule gpplicable
to adriver coming upon an automatic Sgnd a stop was.

I. Stop a thesgnd;;
il.  Wait 60 seconds, and
iii.  If thesgna does not clear, then proceed with extreme caution to the next sgnd,

the Glenbrook accident, in my opinion, would not have happened. One could assume an
experienced driver such as Mr Sinnett would have stopped at signal 41.6 at stop and then
waited the 60 seconds without knowing what was on the track ahead. He would have
known, however, by reason of his route knowledge that there was redricted vishility
ahead and driven his train accordingly. As was explained in the firgt interim report, as a
result of the conversation that he had with Mr Mulholland, he was convinced thet the line
ahead was clear and proceeded accordingly with catastrophic results.

| thought it was clear that the reason for the rule requiring a driver to proceed a extreme
caution when passing an automatic 9gnd a stop is the driver does not know what lies
ahead and should assume a worst case scenario and drive accordingly. If that safety
message is clearly taught and understood as part of the course of indruction in relation to
such arule, then rall accidents such as the one at Glenbrook should not occur.
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The policy of having a ample and clear rule followed by teaching the principles behind
the rule, explaining to employees the hazard or risk that it is desgned to avoid, has the
advantage that employees will gsart consdering the risks rather than seeking mindlesdy to
adhere to one particular rule or another.

It is not posshle to formulate rules which will ded with every circumstance that might
present itsdf in raillway operations. According to Mr Oliver:

There ae a lot of dtuations where the rules in fact never contemplate a
dtudtion that may have arisen from the point of view of how humans actudly
behave in the red world.

Safeworking units amply cannot be al encompassing. That is why it is important to train
daff so the principles behind the rules are clearly understood.

The tragic accident a Bell provides a very clear example of the need for this. The risk
that a worker would be killed while engaged in track work arose from the fact that he
might be hit by a tran. He could not be hit by a tran on the up man line on which the
work was being carried out because trains were being controlled by flagmen. He could
only be hit by a train travelling on the down main line. It thus should have been smply a
case of applying certain basic principles which are not difficult to identify.

| was informed by Mr Cowling, the Chief Executive Officer of RAC that a present 50
people are involved in rewriting the safeworking units. The rules should be redesigned so
that risks are assessed in a paticular Stuation and then gppropriate protection againgt the
rsk indituted. A sysem of work such as that which operated a the time of the Bl
accident, in which the employees were themselves left to desgn and inditute their own
system of safeworking, is not to be tolerated.

Worksite protection should be an essentiad part of the planning of a job. It should start at
an ealy stage of the work and a a high levd. RSA camed that this was being done.

That organisation has snce merged with RAC to form RIC. The merged organisation
should continue the planning of workste protection as an essentia part of the planning of
any infrastructure work. The planning and design of the job should be underteken by that
organistion even if contractors are to be used for pat of the work. The Ral
Infrastructure Corporation has the respongbilities which the common law ataches to it as
the owner and occupier of the land as well asthe maintainer of the track.

There should be a basc check ligt for tracksde protection which is comprehensve in its
content and which can then be gpplied by persons who may have limited education or
command of English to the particular circumstance.  Within each group the supervisor
must be trained in andysing risks and trained in worksite protection.

The rewriting of the rules needs to be done with an appreciation of the need to assess the
risks from the desgn stage to the stage of actualy carrying out the work. | have not seen
an example of any of the redrafted safeworking units but what has been said demondrates
that the rules need to be clear in terms of the identification of the respongbility and
accountability for each person involved in the planing and implementation of particular
tasks. Mr Oliver’sview isthat it must be a complete package.
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Mr Oliver gave evidence about some of the rewritten rules which he had seen. He sad:

| don't want to tell tales out of school, so to spesk, but when some of the
drafts have been referred to me for comment | put masses of yellow sickers
over them suggesting that these things were defective.

He sad that what was happening was that there were subject teams, as they caled them,
working in particular areas and these subject teams conssted of people with expertise in
particular areas who were meeting and framing what the broad content of the rules should
be. He then went on to say that this has been subjected to analysis by people with some
drafting expertise “ supposedly, dthough | have my doubts about that”.

He dated that the process has been that the draft rewritten rule has been circulated for
comment from al interested parties. He said those comments are then taken back to those
co-ordinating the project & RAC, now the RIC. They ae then, supposedly at least,
incorporating those suggested amendments which are gppropriate for incluson into the
second draft. | am concerned that the project being undertaken will not produce the
desired outcome.

It is not for me to redraft the safeworking units. As part of the accreditation process the
Ral Safety Inspectorate should ensure that the redrafted rules in content and in function
are clear and unambiguous and will maintain the necessary leve of safe operations. There
should aso be a staged introduction of the new rules as proposed by Ms Love with
gopropriate explanation of the principles behind the rules and why they ae beng
implemented. This process should be monitored by the Rall Safety Inspectorate to ensure
thet this is done safely and effectively.

The Rall Safety Ingpectorate should also ensure when the relevant rules are separated for
particular occupations and provided in the form of handbooks, that procedures are in place
to ensure that the knowledge of essentid rules is in the forefront of the minds of
operational employees to enable them to react appropriately in cases of emergency.

It will be necessary from time to time to amend safeworking units. In such circumstances
caeful congderation should be given to whether it redly is necessry to amend them.
The reection, every time an incident occurs which is not specificaly covered by a
paticular safeworking unit, that another amendment to the safeworking units is made
should cease. Mr Oliver said in relationto this

The current rules...have been the result of incidents which have occurred, and
every time an incident occurred somebody tacks on an extra bit, because it
wasn't quite covered by the previous rule and it gets more and more
complicated. | think it should go back the other way. If you have got a
dtuation where a rule is not covering the Stuation, the logicd thing is to go
right back to the beginning and see whether the rule is dready too
complicated, not make it even more complicated.

What is needed is the establishment of a process for amendments to rules which ensures
that incrementa changes cannot occur and that amendments happen because there is a
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clealy identified weskness in the dructure or the principle of the rule Rule changes
should be subject to the approval of the Rail Safety Inspectorate.

| have referred to the example of the employee who appeared not to have read the
amendments to the safeworking units that had been sent to him for the seven years prior to
his retirement. | was informed during the course of the evidence that as a means of
avoiding this procedures were introduced to require employees to sgn for the receipts of
the amendments to the safeworking units and other safety critica information.  Mr Dawes
who was in charge of that sysem sad however that not only did many daff smply refuse
to sgn for recaipt of the documentation but some adminidrative daff ingsted that it was
not pat of ther function to didribute materia and request receipts. | find this evidence
very disurbing. Fire, it demondrates a complete lack of discipline in the adminidration
of the ral organisations. If aff refuse to comply with a reasonable request rdating to
safety then disciplinary action should follow. Secondly, and perhaps this is even more
disgurbing, such an atitude by the operationd employees and the adminidrative daff
demondtrates the exact oppodte to the priority that safety matters should be given and
once again points to a lack of a safety culture in the organisation. It is a matter for the
senior executive levels of the railway organisations and the officids of the rdevant trade
unions to show leadership and commitment in relation to safety matters.

Accordingly, it seems likey to be ineffective to smply distribute documents and require
daff to 9gn for ther recaipt. This may smply be seen as another means of ensuring the
punishment of “offenders’ if an incident occurs which demondrates a want of compliance
with some convoluted rule.

The better approach is to ensure that, where amendments to safeworking units or other
safety critical information needs to be communicated to gaff, this be done in the form of
ingructiond briefings.  The practice should be adopted that where such amendments
occur then the principd driver, ether in a group or individudly, should ensure that the
changed procedure is communicated to the drivers and that they understand both its
content and the reason why the amendment was made. Person to person communication,
in that way, is likely to be much more effective.

It will obvioudy be necessxy for the principa drivers or team leaders to record
individudly the fact that they have communicated the relevant changes to esch driver and
for the latter to acknowledge in writing that they have received and understood what the
changeis.

It is inherent in what | have said that changes should be kept to a minimum and made only
where necessary.  Otherwise, there will only be a repetition of the exiding practice of
trying to provide too much information with consequent unnecessary wastage of time and
resources.

Communications Technology
In the Glenbrook rail accident and the reports of the eight other rail accidents which | have

been asked to consder, deficiencies in communicetion played a sSgnificant causd role in
most of these accidents.
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In the Glenbrook accident the Indian Pacific had modern communications technology
including a sadlite tedephone sysem and globd postioning sysem fitted to it. The
satellite telephone would have enabled the crew of the Indian Pacific to communicate with
the Penrith 9gnd box. Notwithstanding this the driver, when he came to sgnd 416 a
stop, was required to leave his locomotive and use a sSignd post telephone to communicate
with the Penrith sgnd box. The sgnd podt telephone was antiquated technology. He
was required to use that technology by virtue of SWU 245 even though the train was fitted
with some of the latest communications technology available.

It is ironic that the signdler a the Penrith sgnd box did not know the pogtion of the
Indian Pecific a the time of the accident when the Nationd Ral Corporation customer
sarvice centre in Adelaide would have known its location within a few metres because of
the globa pogtioning sysem fitted to the Nationd Ral locomotive pulling the Indian
Pecific.

A number of witnesses not associated with the New South Waes rallway organisations
were caled to give evidence about communications technology. Mr Franklin Hussey had
been the Crew Operations Manager for the Nationa Rail Corporation and had had an
interes in communications, dgndling and safeworking in ralway operdions during the
34 yearsthat he had been in the indudtry.

He dated that the reason why dgnd post telephones were specified as a means of
communication in the safeworking units was because when the sysem developed in the
United Kingdom, sgnd engineers took the view that signdlers did not redly know where
a tran driver was cdling from unless he was required to use a Sgnd post telephone. By
that means it was fdt the sgndlers would know precissly where the trains were. The
rationale for the use of sgnd pos telephones does not apply in the lower Blue Mountains
area because the sgna box at Penrith was not fitted with a mechanism which enabled the
ggndler to determine from which sgnd post telephone the cdl was made. He would
only know if the call was coming from the up main or down main line,

Since the Glenbrook rail accident, safeworking unit 245 has been amended to endble
authority to pass an automatic Sgnd a stop to be obtained by any means available on the
paticular tran and 0 far there is no evidence of any difficulty associaed with this
amendment. It is difficult to understand why there was an ingstence on the use of sgnd
post telephones at the time of the Glenbrook accident except to say that was the way it had
always been done.

Mr Hussey dleges that the introduction of train radio sysems combined with track
circuting has been dow to develop in Audrdia, contrary to what occurred in the United
States of America after World War 11.  In Audrdia they were not contemplated until an
incident in Victoria a Barnawartha in the 1980s when a freight train collided with the rear
of the Southern Aurora He dated that New South Waes was the least developed of dl
the States until the development of the Metronet and Countrynet systems about five years
ago. This is another example of the reuctance of the rail industry n New South Wales to
adopt new technology.

The Metronet and Countrynet sysems ae not compatible with each other. The
Countrynet radio system enables trains in country New South Waes to communicate with
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other trains on the same radio system, with ggnallers and with train controllers in the area
where they are travelling.

Ral Access Corporation, as it then was, in its risk management report set out how this
Stuation appeared to have developed. Mr Cowling, the Chief Executive Officer of RAC
sad tha there was a perception in 1989 that the WB radio being used in train
communications was outdated and a modern form of radio communication should be
adopted. In order to do this a comprehensive list of user requirements was produced and
expressons of interest were called for, in order to compile alist of possible tenderers.

When these were receved it was redised that the functiond requirements did not
necessaxily reflect the requirements of the network as a whole. The requirements of the
metropolitan area with its high volume of traffic were dgnificantly different to the
requirements of the country network with its lower volume of traffic. It was then said that
to implement a metropolitan sandard system across the whole network would involve a
“grand train radio”, whatever that phrase might mean. Because of the high costs sad to
be involved, another committee was formed and given the title of Train Radio Steering
Committee on which FreightRail, CountryLink, CityRal and the SRA were represented.
This committee, it is sad, produced a much smpler and chegper method that would meet
the requirements of low traffic dengty aress in the network and RAC continued with the
project to implement that system.

A number of serious software faults were not resolved until mid 1997 and the system
became operational in October 1998, some nine years after it was regarded as being a

necessay innovation.

It appears that the Countrynet system is principaly used by freight locomotives and was
desgned by FreightRall and developed by Philips and there are two different interactive
gysems in aess of the network where there is a high volume of traffic such as in the
Hunter Valey, Goulburn, Orange, Parkes and Dubbo areas. In those areas a land based
sysem operates.  In the outlying aress a satdlite communication sysem operates. The
interaction between the two systems is achieved by a globa postioning system receiver
located on the locomotive which identifies the location of the locomotive.  This
information is received by a computer which interprets whether the locomotive is in the
satellite or land based system area and then switches the communications equipment as
required. The globd pogtioning sysem recever adso rdays the podtion of the
locomotive to the tran controller for that area  The Countrynet system is on dl
locomotives operated by FreightCorp and CountryLink and on locomotives operated by
Nationa Rail Corporation Limited in New South Wales.

The Metronet system was developed for the CityRail network. The Metronet sysem and
the Countrynet system are not compatible. In 1995, some Sx years after the decison to
introduce a more sophigticated radio system, enginears a FreightRall began working on a
project to enable the Metronet and Countrynet systems to be able to “tak” to each other.
This required access to the Semens interface document to determine how the Metronet
radio in trains could communicate with a fixed base sysem. The interface document was
updated during 1998 and aproject to undertake the work was proposed in early 1999 and
was formaly approved by Mr Cowling's predecessor in June 1999. The document
concluded tha it was dear tha the radio industry has dgnificant difficulties in
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implementing new technologies on the network. That problem could be solved by the
recruitment of appropriately quaified daff to asss ral experts in introducing a complex
computer based radio technology.

In the result, there are five different technologies available for communication on the New
South Wales rail network. Three of these are two-way radio systems. These are the open
channd WB radio, the Metronet system and the Countrynet sysem. The WB radio is dso
known as a 450.050. The Metronet radio only operates within the operation of the
CityRall network.

The project manager of the manufacturer of the Metronet for the New South Waes train
radio project, was Mr Lawrence Radford. He gave uncontested evidence that the
Metronet radio system could have been used on the Indian Pecific and that there is a
portable Metronet system that could be caried in a tran entering the metropolitan
network or be provided to tracksde workers to enable them to communicate with
ggndlers, tran controllers and trains in the area.  The Metronet system could have been
implemented for the whole of New South Waes, thereby avoiding the incompatibility that
has existed between the Metronet system and the Countrynet system.

For ressons which were not explaned to me, when the Metronet sysem and the
Countrynet system were introduced, the incompatibility was known yet the system was
introduced notwithstanding that obvious limitation and the consequence to safety involved
in having incompatible radio systems which meant trans not equipped with Metronet
radios were forced by the safeworking units to use antiquated technology.

The fourth sysem of communications is by sgna post teephone, an antiquated method
involving turning a handle on a telephone located a the base of a sgnd podt, and then
holding the ear piece while spesking into a microphone located on the post. The fifth
method of communication is telephone communication usng ether the terrestrid based
system or via sadlite.

| fall to understand why it was decided a great cost O develop two incompatible systems.
In my opinion that decison was a disgraceful waste of public monies and haes
compromised public safety. According to Mr Barry Hedley, the Acting Generd Manager,
Technology and Standards of RAC it was contemplated when the two contracts were
awarded for the Metronet and Countrynet systems respectively that the two be able to
“tak” to each other, but somewhere in the implementation of the system in the early
1990s that integration was lost and he did not know why and was undble to enlighten me
as to how that occurred.

There is an urgent need, in my opinion, for the introduction of a sngle integrated system
of communications for dl trans operating on the ral network within New South Waes.
If compatibility between Countrynet and Metronet can be edtablished this may achieve
this outcome. It is clear that other technology is avalable to achieve the desrable safety
outcome of a gngle integrated sysem which can be used by drivers sgndlers,
controllers, tracksde workers and others.  If compatibility between Countrynet and
Metronet cannot be established, the necessary steps should be undertaken to ensure a new
gysdem of communications is introduced. In my opinion, dl means available including
portable Metronet radios should be used pending the introduction of a single integrated
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system of communications for dl trans operaing on the ral network in New South
Wales.

| recelved evidence that some discusson has taken place to achieve this outcome but
resistance has been experienced from severa operators who operate interstate.

In my opinion it is highly dedrable that there be a nationd agpproach to the establishment
of a sngle integrated communications sysem in the ral industry. This will adequatdy
ded with the concerns of train operators who cross dtate borders in the course of their
operations. However, if an intergovernmental approach cannot achieve that outcome in a
reasonably short period of time, then New South Wades should establish its own single
integrated communications system for its railway network. It should be a requirement of
the accreditation of each train operator that any train operating on the network have the
capacity, induding by portable Metronet radio, to communicate with dgndlers, tran
controllers and track side workers.

Communications Procedures

It is dso necessary for procedures to be in place which maximise the safety benefits that
the modern communications equipment will bring. | have previoudy discussed the
defidendes in  communications protocols which in my opinion contributed to the
Glenbrook rail accident and to most of the other eight accidents. | received a great ded of
evidence about safeworking unit 135 which dedt with communication protocols.
Notwithstanding the evidence that | received from witnesses in managerid positions,
evidence from witnesses who had to ded with operational staff indicated that that protocol
was being ignored. The result of loose, informa or casua communication can only lead
to a lack of caity and possble misundergandings which in turn can produce tragic
conseguences, asit did at Glenbrook.

| agree with the view expressed by Mr Oliver that matters such as the use of the phonetic
aphabet should not be routine. If the process becomes one which is seen to be ilted,
then nothing is achieved. However claity and precison of communicetion is essentid.
In safety criticd areas such as authoristion of tran movements it should be mandatory
for protocols to be followed and r the ingtruction to be repeated by the recipient and for
the person giving the ingdruction and the recipient of the indruction to each write down
the wording and read back what each has written and thus avoid misunderstanding. If that
procedure had been followed a Kerrabee by each of the persons there involved,
notwithstanding the deficiencies in communication technology, the exisence of the train
that killed the two workers would have been known in advance and that accident would
not have occurred.

| dso support the use of a specific form of words in safety critical circumstances.  Mr
Oliver gave evidence of a form of words that could be used for the passing of a Sgnd at
stop asfollows:

You are authorised to pass Sgnd SY353 in the stop position and proceed with
extreme caution to signal SY 359 prepared to stop short of any obstruction.
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If authorisation in that form had been given to the driver of the Indian Pacific subgtituting
ggnd 41.6 and sgnd 40.8 for the two sgnds mentioned in the example, and the same
form of authorisation had dso been given to Mr Sinnett driving the inter urban train, the
Glenbrook rail accident probably would not have occurred.

Mr Hussey who was employed by the Nationd Ral Corporation in 1997 sad that when
its drivers sought to comply with the appropriate protocol they were ignored and on
occasons humiliated. Even more disturbing was the fact that he made a complaint to Mr
Henry, who accepted that management staff were not adhering to the protocol and who
promised to do something about it but that, according to the unchdlenged evidence of Mr
Hussay, nothing was done. This demondirates a serious lack of discipline in the railways.

The evidence is that some steps are being taken to improve the adherence to protocol by
employees by monitoring transcripts.  Buit it is conceded that there is a long way to go. |
regard it as a function of the Rall Safety Inspectorate to monitor and audit the enforcement
of gppropriate communication protocols. If it is necessary for sanctions to be imposed
againg rail organisations then the Rail Safety Inspectorate should have the power to do so.

Train to Train Communications

One area about which there are many competing views is the dedrability of train to train
communications. This is an important issue. At the time of the Glenbrook rail accident
the driver of the inter urban tran had no way of communicating with the driver of the
Indian Pacific or any other trains in the area.  The inter urban train passed another inter
urban tran and an XPT tran traveling in the oppodte direction and the drivers of both
those trains knew where the Indian Pecific was because they had passed it. The sgndler
at Penrith did not know the location of the Indian Pecific.

The Metronet system could have been modified S0 as to enable the driver of the inter
urban train passng in the other direction to hear the exchanges between Mr Sinnett and
Mr Browne, the train controller, and Mr Mulholland, the sgndler a Penrith. Had he
heard the communications he could have communicated the possble postion of the
Indian Pecific.

A number of witnesses gave evidence critical of any atempt being made to ingdl a
sysgem of tran to tran communications. Mr Jamie MacDondd, the Generd Manager,
Safeworking Systems and Operationd Standards, RAC, as it then was, and who leads the
task force rewriting the new safeworking units, expressed the view tha such a system
would digract train drivers from the track and signds ahead and would contribute to a
lessening of safety standards.

That propostion was put to Mr Franklin John Hussey to which he somewhat sarcadticaly
replied “Perhaps we should dl shut down our car radio systems’.

Other witnesses were opposed to the inditution of tran to train communication for
different reasons. Mr Worrdl expressed the view that conversations between drivers and
ggndling centres should be discrete because this would avoid any misunderstanding.  If
more than two persons were paty to the communications there could be much
misunderganding. He sad that if an emergency did arise, then the sgndler can then open
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a channel and give ingructions to dl train drivers. He dtated as the drivers were subject to
al sorts of didractions in the ordinary course of their duties, train to train radios would be
an additiona digraction and may, for example, prevent them from observing Sgnds. The
evidence agang train to tran communications | beieve is theoreticd and subjective and
to some extent reflected the reluctance of railway management to adopt new technology.

On the other hand, there was an impressive body of evidence srongly in favour of train to
train communications from witnesses who had experience in the advantages of tran to
tran communication or gave examples where it could have avoided accidents. Mr Kevin
Band had condderable experience in rail safety matters both in Queendand and in the
United Kingdom and a one stage he was the head of safety for the south east area in the
United Kingdom and which provided a subgantia proportion of the rail traffic within a
radius of 60 milesfrom London.

In 1995 he moved to Queendand and later became the Manager of Queendand Rail for
Safety Accreditation.  Queendand Rail trains have an open channe which he believes is
essentid and enables every driver to hear every message.  He bdieves it is essentidly
safer and furthermore, that it has prevented accidents occurring because often people have
been able to hear what is happening around them. On the contrary, he is not aware of any
circumstances where misunderstandings have occurred. Nor did he accept that the
channd would be used for unnecessary chatter. He dtated that it has become a sdf
policing channel and peer pressure prevents unnecessary chatter. He stated:

| believe that the benefits of people hearing what is going on around them
totaly outweighs anything d<e.

He went on to dtate that if a railway cannot stop abuse of a radio channd it should not be
operating trains.

It was dso put to him that one of the concerns expressed about train to tran
communications was that there could be unauthorised interception of the radio channd.
He did not believe that someone seeking to do that would have the necessary technical
knowledge of train operations in order to gppear convincing. In any event he had never
heard of any occason where someone had atempted to intefere with radio
communications on trains

| agree with Mr Band's observation that the benefits of drivers learning what is happening
aound them totaly outweighs the perceved disadvantages. Mr Band dated that
Queendand drivers were srongly in favour of tran to tran communications and would
not tolerate them being terminated. | rgect the notion that the exisence of train to train
radio communications would operate as a distinct digtraction or that the security concerns
areredidic.

Mr Oliver, in favour of tran to tran communications, gave an example of how it saved a
collison near Gosford when a train driver was bld a line was clear and was authorised to
pass a Sgnd a sop.  Unbeknown to the sgndler, a freight train was in the section and
fortunately the driver of that train overheard the conversation between the driver and the
ggndler and informed the dgndler of his postion and a collison was avoided. Mr
Hussey was a strong advocate of train to train communications. He referred in particular
to an accident in Victoria in which a freight train ran into the back of the Southern Aurora
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a Barnawartha. The accident agpparently would have been avoided if tran to tran
communication had been available.

Mr Claassens believed that train to train communications were essentia.  He referred to
an incident where there was a breakdown in communication between the sgndler and the
train driver and it was only because other drivers in the area could hear what the sgndler
was saying tha they corrected the sgndler’s impresson. He beieved that there were
many cases in the past where such incidents have occurred gtating “we certainly believe it
is abenefit to us”

It was put to him that open communications could produce an overload of information to
drivers and his response was that technology can enable particular areas to be separated
onto particular channels.

Mr Classsens view was that drivers should not be isolated. If drivers are expected to
work as a team, the way to encourage that is to have them able to hear communications
that are occurring around them. Like Mr Band, he did not believe that there was any
redistic concern that the system would be abused by idle chatter or for any other reason.

Mr Bauer, counse for the RBTU submitted that in the coroner’s report on the Cowan
embankment accident on 6 May 1990 the coroner had made a recommendation that the
SRA introduce train to train communications as a matter of urgency.

Mr Fozzard, a sgndler Grade 3 and the dected Secretary of the Signas Branch of the
RBTU has been working in the rall industry snce 1973. He was asked about train to train
communication and he sad it should be introduced because drivers would know exactly
what was occurring. He dtated that it was necessary for it to be monitored and enforced.

It should, according to him, include guards so that both the drivers and the guards would
be aware of what was occurring around them.

Mr John Brown, the Manager, Network Operations, CountryLink, which covers al areas
of the State beyond the CityRal network aso supported train to tran communications.
He had worked in the ral industry for 41 years. His bdief was tha tran to train
communications in the country are essentiad because they dlow tran control and tran
drivers to have an underganding of what is going on, where trains are and how they are
running. He agreed that dthough sgnd indication is the primary meter controlling train
movements, it was necessary for drivers to have knowledge of what was going on around
the train and in other aress of the rall network.

It was suggested to him that circumstances in the metropolitan area are different from the
country because of the amount of ral traffic. His answer was that the communications
sysem could be broken down into sections. In my view, the breaking down of the
communications network in the particular sections or areas would overcome the suggested
overloading of the amount of audio material being provided to train drivers.

| have formed the opinion that train drivers in this State are very respongble individuds,
as they have to be, and that they are very conscious of safety. They are the ones exposed
to the grestest danger of a collison and should be given al asssance avalable to hep
them in safdy carrying out thelr duties.
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Mr Barry Camage, the Train Operations Manager of the SRA, only supported train to train
communications in an emergency. He did however agree that if drivers could hear what
other drivers were saying in a particular locdity, he would be in favour of that change.
He supported the principle that train drivers should have access to dl information that can
be provided to them about matters which affect the movement of their trains.

Mr Clemens supported the notion that drivers should be able to hear what was occurring
around them but should only be able to communicate with a sSgndler. His concern was
that if there were not adequate protocols in place there could be alot of unnecessary talk.

This is not an issue that can be resolved by counting heads. It can only be resolved as a
matter of principle. Reports of accidents that | have been asked to consder and the
Glenbrook ral accident itsdf satisfies me that as a generd principle drivers should be
provided with wheatever rdlevant information is avalable, so that they have the fullest
gopreciation of what is hgppening on the track ahead and behind them. | acknowledge
that in a busy metropolitan network there is a risk that the amount of information so
provided may serve as a distraction, but the answer seems to me to be to use technology
which enables the area of communication to be limited to a particular geographica area. |
believe that the concerns about information overload or didtraction of drivers will not be
borne out.

Some witnesses expressed the view that train to tran communications needed to be
secure,.  However no witness could give an indication of anywhere in the world where a
mischievous outsder had tried to intefere in the movement of trans  Nor was it
something that reveded itsdlf in the course of the overseas investigations.

| acknowledge there is legitimate concern in respect of the dedrability of train to tran
communications. In my opinion, however, this is too negative a view and not based upon
any convincing evidence that where train to tran communications have been introduced
any such risks have materidised. On the other hand, the body of evidence in favour on
the other hand, is far more convincing. Train to tran communications have been tried and
practised successfully in Queendand. Examples have been given whereby they have
avoided serious accidents and | have demondrated why it may have avoided the
Glenbrook rail accident. | prefer to accept the practicad experience rather than the
hypothetical view.

| recommend that train to train communications be introduced on the CityRal network. A
risk anayss should be caried out in respect of its introduction so any potentid hazards
can be identified and controls indituted. The relevant protocol must be drictly enforced.

It should be tested on a discrete segment of the network so that its advantages or
disadvantages can be properly evaluated.

The Ral Safety Ingoectorate should monitor the introduction of tran to tran
communications in the area of the trid so as to be fully informed as to whether or not the
perceived dangers materidise or the benefits are as great as has been suggested so that a
final decison can then be made.

| dso recommend a trid of a syssem of communications between track side workers and
trans be caried out. Had the track sde workers a Kerrabee or Bdl been adle to
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communicate with trains, then those accidents would not have occurred.  Smilaly, if a
driver is unsure or wishes to confirm the precise location of a track side group, a broadcast
over an open radio would enable the track sde workers to hear the communication. This
would minimise the risk of the driver suddenly coming upon workers in danger of being
sruck by thetrain.

It is necessary for management to keep an open mind on matters going to ral safety and to
keep an open mind about embracing new technology and methods.

Networ k Control Audits

Network Control is concerned with the day to day management of the movements of
trans through the rall network and includes the al important work peformed by tran
controllers and ggndlers, induding tran  monitoring, tran  timetabling,  incident
management, track possesson management and preparation of operating Satistics.

In the Sydney metropolitan area there are approximately 2,500 passenger and freight train
movements each day and approximately 900,000 passenger journeys each day. In
addition, the New South Waes rail network moves approximately 220,000 tonnes of
freight per day over 8,500 kilometres of track, of which 1,700 kilometres are dectrified.

The metropolitan system is very complicated with approximatedy 3,000 sets of points
which are in use every pesk hour on the Sydney metropolitan network. If one of those
fails severe disruptions can result.

Network control operations in the Sydney metropolitan area are managed by a Manager
of Network Control who has four Regionad Operations Managers. Below them are 26
Network Operations Superintendents. The titles would suggest that they exercise a
supervisory function over the 348 staff who work below them in the network control aea
These daff are soread throughout 30 signa boxes. There is a project in hand to reduce
the number of signa boxes in the metropolitan area.

The evidence about network control functions disclosed serious problems. | have aready
made observations about the lack of experience and training of the signdler a the Penrith
ggnd box, which in my opinion dgnificantly contributed to the Glenbrook rall accident,
and the undedrability of Grade 1 dgndlers with limited experience being permitted to
operate Grade 3 signal boxes.

The firgt interim report observed that the supervisors of both Mr Mulholland and the
Penrith sgnd box did not appear to supervise anything other than on time running. It
became apparent that the Network Operations Superintendents not only did not supervise
anything other than on time running, but that in generd they were not cgpable of
supervising the general operations of the signd boxes, if one accepts the evidence of Mr
Fozzard, because they did not know how to work the signa boxes. The reason for this
was that there was trade union oppostion to Network Operations Superintendents being
ingtructed as to how signal boxes operated because this might produce a loss of jobs for
that trade union's members. The result of this was that these 26 persons had duties which
largely seemed to be limited to the pesk hour periods and to the monitoring of on time
running. They sat in the corner of a Sgna box and observed what was occurring in the
morning and afternoon pesk hours. What is clear is that they did not provide any actud
supervison dthough employed in supervisory capacities.  Mr Doug Anthony, one of the
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Network Operations Superintendents said that he did not see himsdf as exercisng a
supervisory role, he was there to nonitor the trains. The system had been changed from
one in which dation magters had the responshility for sgna box management.  Under
that system gtation masters fully supervised signdlers under their control.

There was some evidence that the Network Operations Superintendents were involved in
the process of certification of employees Mr Mulholland, the sgndler a the Penrith
dgnd box at the time of the Glenbrook rail accident had been certified by a Network
Operations Superintendent as having the capacity to peform the duties of a grade 1
ggndler. He was carying out the duties of a grade 3 dgndler a the time of the
Glenbrook rall accident. The lack of traning and inexperience of Mr Mulholland
contributed to the Glenbrook rail accident.

Rail Access Corporation was required to assume responghbility for network control as a
result of the 1996 disaggregation. There was a celling, however, on the number of daff
that could be employed by RAC which thus had no dternative but to contract out the
network control function to SRA which had the experienced daff to conduct it because
prior to disaggregation they had been respongble for network control. The result was
that SRA employees were doing the work of RAC but those employees could not
communicate directly with their employer but had to communicate through RAC. The
second interim report discussed this unsatisfactory date of affairs. Because of concerns
about the quality of work in Network Control, RAC decided to conduct an audit of the
employees in the sgna boxes and the tasks that they were undertaking. The State Rail
Authority refused permission for this to take place and said that it would conduct its own
audit. When the audit was completed, it then refused to provide the results to RAC. The
reason given was that the SRA was accredited by the Department of Transport and RAC
was not entitled to audit independently activities which it had subcontracted to the SRA.

So much for co-operation between the various entities on safety critica issues.

Mr Hal, the Executive Director of the Trangport Safety Bureau within the Department of
Transport was asked about the dispute between RAC and the SRA concerning the
auditing of sgnd boxes and the falure of the SRA to provide any information to RAC
about what those audits reveded. He said that the Transport Safety Bureau could not
interfere in such a dispute because it involved contractua issues. This demondrates that
the Trangport Safety Bureau was ineffective in ensuring that this gitica part of the safety
of rail operations was being properly managed.

| regard this whole episode as an unsatifactory date of affars. The management of the
ggnd boxes and of network control generdly is a matter which the firg and second
interim reports reveded required urgent attention because of the danger to the travelling
public that the deficiencies reveded. If the SRA has nothing to hide concerning the way
in which it is operating the sgnd boxes, there is no reason why it would not provide full
details of what its audits reveded to RAC or any other operator which had an interest in
ensuring tha its trans were going to be managed safdy through the network in
circumstances where RAC had the legd obligation for ensuring competency.

This conduct of SRA is the antithess of a safety culture in which dl persons on the
ralway should regard themsdves as responsble for co-operating with, and being
accountable to, other persons or organisations with which they have an interdependency.
There is an obvious interdependency between an infrastructure owner, a train operator
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and the persons conducting train movements on the rail network. This culture of secrecy
and lack of accountability by one organisation to another must cease. It should be a
function of the Ral Safety Inspectorate to require safety related information to be
produced to dl organisations who may be affected by those activities and who have an
interest in the way in which network operations are being managed.

The Specid Commisson of Inquiry heard evidence from officers of the SRA about the
audits that were caried out. It transpired that these were no more than paper audits.
Officers would attend and ensure that the necessary certificates were possessed by the
dgndlers and that the necessary manuals were avalable. There was no assessment or
determination of the competency, skill or experience of the people who worked there.
This is a most important matter and needs to be monitored and audited. According to the
SRA it has recently indituted a system for the auditing of those metters but | have not
been provided evidence of any result of that activity.

The auditing of the competency levels of people working in network control is obvioudy
vital. There is no reason why the SRA should not proceed with that task as expeditioudy
as possble.  An independent assessment however of whether or not the results thereby
obtained are judified must be done by an outsde body such as the Ral Safety
Inspectorate so as to ensure that the safety standards are achieving the desired objective.
Without independent assurance that safety standards are being met, the travelling public
has no adequate protection against the risk that another mgjor rail catastrophe may occur.

These types of checks and bdances are the only way of ensuring that the standard of
safety performance of the network control function is in accordance with community
expectations.  Openness and accountability will aso engender a culture which is the
antithesis of the present stuation.

Sydney Train Control

It will be gpparent from the above observations that | have made about the number of
train movements and the complexity of the infrastructure that the management of network
control functions is very complex. Train control movements on the CityRail network are
managed from Sydney temind. There ae severd different rooms involved in the
management of different tracks. The different rooms are equipped with varying levels of
technology, ranging from computerised train describer systems to a pen and pencil and
ruler approach for plotting and measuring train movements and progress as was the case
with West control in relation to the Glenbrook accident. The CityRail area managed by
Sydney train control extends north to Newcastle, west to Lithgow and includes non
electrified areas as far as Mudgee, Bowenfels, Canberra and Nowra on the south coast of
New South Wales.

| am of the opinion that there is a necessty for a sngle modern control room for train
controllers. It was suggested that this was undesirable because a system failure could
close the whole rail network, but evidence indicated that back up systems could be put in
place againg this contingency. Further, in any event, a risk assessment done prior D the
design stage would no doubt lead to the identification of gppropriate controls for any such
potentia hazard.
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Mr Anthony Eid, the Manager of Train Control, agreed that the train control facility
resembled a “rabbit warren”. Mr Eid said a number of layouts had been examined to
determine if they could be adapted by Sydney train control. The desired system was one
where there was a centraised room where the whole CityRail network can be summed up
a a glance. A centralised control room would aso erable key personnd to be in the
same room, including support staff. At the present time such dtaff are separately located
and have to be contacted by telephone, which Mr Eid said was undesirable. If they were
in the one location it would be less likdy that critical information would be overlooked.
The existing control room was described by Dr Leivedey as “about 1940's Britain before
World War 11 brought alearning curve in control rooms’.

A modern control room exigts in Brisbane for the control of whole of the metropaolitan
network in Brisbane. Mr Band sad that the control room is about the sze of court room
10A where the Specid Commission of Inquiry sat. In the Brisbane control room there
ae pands contaning an eectronic diagram of the whole ral network on which every
tran movement can be seen. In the same room are Stuated al necessary support Staff
such as rolling stock defect co-ordinators and technicad experts who ded with problems
such as ggndling, dectricd faults infrastructure defects, and s0 on.  This means that
ingtant advice is available to overcome any operationa problems that arise.

Mr Eid dated that if dl dark territory were diminated he could manage the whole of the
Sydney network from one control room. At present he describer boards in the Sydney
control centre extended to North Sydney in the north, Bondi Junction in the east, Auburn
in the west, Regents Park in the south and in the area from Waterfal to Wollongong, up
from Wollongong to Port Kembla and on a branch line to Moss Vde. He sad that the
way the SRA runs trains it is important to have a view of the location of the trains a any
giventime.

Mr Band expressed the view that a smilar control room was not only desrable in
Sydney, it was necessary. He sid modern contemporary systems require an overview of
sgndlers and train controllers and other expertise in order to obtain advance knowledge
of the dtate of the raill system a any particular time in order to act gppropriatdy. It was
essentid for any such system to have the whole of the syslem mimicked on one or severd
large screens.  This would mean that there would not be any dark territory. As the first
interim report observed, this accident occurred in an area of dark territory.

Mr Band believed that the Sydney rall sysem would run more safely if there was one
large centrd control room because this would provide an overview of everything that was
happening and enable quick responses to occur. He gave the example of sgnd
equipment mafunctioning causng an dam to sound which can then result in a sgnd
engineer being dispatched without delay to the site and sometimes, by use of a computer
console, it may not even be necessary to attend the sgnd to correct a defect. The system
runs more efficiently because it is not necessary to rely upon operaiond cdls coming in
to manage various scenarios when there is some defect in the system.

The need for such a centralised control room has previoudy been identified. Sometime
earlier steps were taken in that direction and a plan was put in place for the establishment
of such a control room. It was subsequently abandoned, it appears, after consderable
financid outlay.
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The advantages of a centralised train control room include:

I The capacity to have an overview of the whole of the network.

ii. The adility to locate the different sections of the incident management groups in
one location. At present the defects section, the dectricd trouble section, the
sgndling trouble section, the security section and the infragtructure section are al
located in different areas. If an incident arises which requires atention from one of
these aress it is necessary to telephone them. If they are dl in the same room then
problems can be managed more quickly and efficiently and much more effectively.

iii. A centrdised control room would diminate al dark territory. Although steps have
been made to diminate dark territory since the publication of the first interim report
some remains. The result of having dark territory, apart from the obvious risk to
passenger safety which the Glenbrook accident reveded, is that the best
information that train controllers can ever have is higoricd information. The train
controller can only be told by a signdler where the train was at a particular point in
time. This is unsatisfactory and the technology does exist to enable the pogtion of
dl trans on a network to be mimicked or otherwise illustrated. The efficiency and
safety benefits are obvious.

In addition to better train management, a centralised control room would aso engble
better passenger management which would reduce the risk of accidents occurring on
ralway dations on crowded railway platforms. This can be done by the monitoring of
closed circuit televisons on dl ralway dation plaforms. When specid events occur in
the metropolitan area and the public is encouraged to use public transport, it is obvious
that passenger safety requires careful monitoring of ralway dations in those
circumgtances. Thiswas done efficiently and safely during the 2000 Olympic Games.

The safety implication for improving the train control faecilities is that in degraded modes
of operation accidents are more likely to occur, paticularly if employees acting under the
imperdtive of on time running ae trying to have the infragtructure perform more
efficiently than it is cgpable of doing. The communication of information so that defects
can be quickly detected and making the movement of trains no longer dependent upon
higoricd information or telephone cdls from sgndlers will increase the efficdiency of
the rail network enabling it to better cope with the likely heavier future demands.

With the advances that have been made in technology it is only a matter of time before
train control functions can be peformed with the assstance of computer technology. Mr
Vincent Neary, who was a former sgnd engineer, explained that the dgndling in the
Sydney metropolitan area was designed in 1976 and such signdling was designed to last
a leest 20 years. If it is looked after that period can be extended interminably. He said
however the problem is that as the equipment became obsolete replacement parts became
difficult to obtain. He bdieved the sgnds in the metropolitan area had reached their use
by date and he gave as an example of this, the fact that in 1997 a new timetable was
introduced which caused cheos resulting in trains being later and later until it was
abandoned. The reason for this was that the signdling equipment could not cope with the
new timetable. The evidence suggests that on a norma working week day the SRA
would carry gpproximately 900,000 people and in ten years time the number would
increase to between 1.2 million and 1.5 million passengers per day. The ral network
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currently transports 280 million passengers per annum and in 20 years time it is expected
that it will trangport 400 million passengers per anum. Indead of tran controllers
having to work out themsdves where to put vaious trains, given ther likdy dwdl times
in rallway daions, the number of stops that they would have to make during the course
of thar journey and other such condderaions, the computer could determine these
immediately an incident occurs and provide the train controller with a lig of dternative
means by which tran movements can be managed. The computer is likely to produce
scenarios which contain fewer dements of risk than human caculations. The more the
risk of error is minimised or reduced the less risk there will be of an accident occurring.

A centralised control room using up to date computer technology should, in my opinion,
be the long term objective in the network control area.  The complexity of the Sydney rall
network may require the continued use of both train controllers and sgndlers but, in my
view, they should dl operate from one centralised control room for the reasons that have
been given. These improvements will obvioudy take substantid capitd investment and
many years to achieve. However, planning should be based upon where it is expected the
network will bein 20 yearstime.

Automatic Train Protection

The tragic accident on 19 October, 1999 at Ladbroke Grove near Paddington in London
has renewed the debate over the issue of ATP in he inquiry being conducted by Lord
Cullen into that accident. Lord Cullen and Professor Uff QC, the charman of the
Southdl Rail Accident Inquiry, sat jointly to condder the introduction of ATP in the
United Kingdom. | undersand they have recommended a form of ATP cdled tran
protection warning system. Fundamentally, it is an eectronic verson of a train sop. It
achieves dectronicaly what train stops achieve mechanicaly.

The New South Wades ral infrastructure is dgnificantly different from the United
Kingdom sysem. The mogt dgnificant difference is tha tran dtops are fitted to most
dgnds in the Sydney metropolitan area and there is a project to have dl dgnds so
equipped. When the Glenbrook rall accident occurred train stops had not been fitted to
the sgnds in the Blue Mountains area but since this accident consderable progress in
rectifying this deficiency has been made. The purpose of a tran stop is to ensure that if
there is a SPAD then the am on the tran stop will connect with the trip vave on the
train, apply the emergency brakes and bring the train to a stop. | earlier described how
catch points are sometimes located so as to prevent collisons with other trains.

ATP is basad upon computer technology which is designed to control the distance of one
tran from another. If a train is travelling too fast or it becomes too close to the train in
front warnings are given, and if ignored, the brakes on the train are automaticaly applied.

Instead of having a predetermined block with sgnas on it and overlgp sections to dlow
for the time that it might take a train to stop after passing a sgnd, the blocks with ATP
are continuous and are determined by the postion of other trains in relation to the subject
tran. As with conventiond sgndling the purpose of ATP is to ensure that trains do not
crash into each other. If one train is encroaching too closdy on the train in front, the
ATP applies the brakes and avoids any posshility of a collison between them,
determining what is a safe distance between trains.
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In a conventiond dgndling sysem, if the block is 300 metres between dgnds, with
moving block technology of a kind used in advanced ATP systems, the distance may be
reduced to 150 metres as a moving block. The technology enables the precise location of
trains on the track and in relation to each other to be determined a any point in time and
cdculates safe distances between them. It ensures safe driver behaviour because it
indicates the parameters within which the driver may operate the train. If the parameters
are exceeded then the brakes are applied.

There are three levels of ATP. Leve 1 is a sysem which determines what the sgnd in
advance is showing to the driver and if the train is traveling too fast to stop a a sgna a
stop, the brakes of the train are automaticaly applied. If that system were introduced in
New South Wales train stops and catch points would become mostly redundant. The
estimated cost of introducing level 1 ATP in New South Wales is approximately $200
million to $300 million.

In order to have an increase in capacity, it is sad by its proponents that a higher leve of
ATP is necessary. Leve 2 ATP operates without signals so drivers operate from
indications in the driver's cab. It operates on track circuits, with transponders which
convey information to a train, and operates with fixed blocks of track with the computer
determining when it is safe for the tran to move into the next block. The computer
andyses wha is happening on the track and gives the driver an indicaion of the
maximum speed a which he should trave. If the driver is exceeding the safe speed as
determined by the computer, a warning sounds and if the driver does not respond to the
warning the brakes on the train are automeaticaly applied.

It thus removes the potentia for drivers to misread sgnas and Sgnificantly removes the
risks associated with human eror. The cost of inddling leved 2 ATP in New South
Wades was etimated by Mr Hedley to be in the order of $600 million to $900 million.
Levd 3 ATP is a moving block sysem. It has a dramatic influence on high speed trave
and in my opinion it is essentid if high speed lines are ever built. 1t is much chegper to
ingal moving block ATP when the lineis built and when trains are purpose built for it.

ATP can be introduced in dtages. It is possible to start with level 1 ATP then upgrade the
sysemintimeto leve 2 and thento leve 3.

The rolling stock currently used in New South Wales is rot designed for ATP to be fitted.
Further, adding sophisticated equipment to the existing rolling stock and infrastructure to
peform this task is an expendve procedure. Equipment added to existing rolling stock
and infragtructure is more ligble to fal and consequently can be much more expensve
than building purpose built ATP moving block lines and rolling stock. If introduced it
would need to be introduced in stages and it would be necessary to segregete particular
transin the fleet of rolling stock to operate on the sections of track whereit isingtaled.

Mr Hedley gave extendve evidence about the present date of ATP and what it is
desgned to do. The divison in which he is employed devdops and mantans
infrastructure and rolling sock standards in New South Wales and dso provides technical
advice to both RAC and the maintenance contractors, and sometimes to operators such as
the SRA. His divison dso advises the government regarding the expanson of the
network or new technology.
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Mr Hedley dated that parts of the metropolitan system have reached capecity. For
example, the Cronulla line during peek hour is operating a 120 to 130 per cent of sedting
capacity. The North Shore line is gpproaching that capacity, as is the Eastern Suburbs
line notwithstanding that the latter line was built only 20 years ago.

Mr Hedley expressed the view that the adoption of ATP is inevitable for a number of
reasons including its ability to increase the capacity on some lines and the reduction that
it will bring in the ingance of SPADs. He dated that to adopt any such technology it
must undergo arigorous andysisin order to ensure no subgtantia loss of money.

A trid of ATP on certain lines has commenced. Mr Cowling, the Chief Executive
Officer of the former RAC and the Acting Chief Executive Officer of RIC, regarded train
dops as a primitive method of train protection. Mr Cowling was in favour of the
ingdlation of ATP and he proposed to introduce equipment on a trid bass to determine
what best suits Audrdian conditions. He gdated that an amount of $1.5 million has been
st asde for this testing and he sad tha he hoped in Sx to nine months from when he
gave evidence in November 2000 to be able identify a suitable sysem. He sated that it
was necessary to have more layers of protection or tran movements to overcome driver
mistakes. He agreed the system should be embraced on a nationd level in order to make
it compdible with interdate trains and the mistake that occurred with the introduction of
separate Countrynet and Metronet radio systems should not be permitted to happen with
the introduction of ATP.

Mr Hedley expressed the view tha the firg section of track on which it should be
introduced is the lllawarra line because it is sarviced by a fleet of rolling stock that
operates soldy on that line and that would be an ided pilot program. Elsewhere, it would
be more difficult to commence a trid because it would be necessary to equip dl ralling
stock on the fleet with ATP technology.

A number of other witnesses gave evidence in redion to the dedrability of ATP. Mr
Worrdl, when asked his view about ATP sad “I nall my colours to the magt, | am a
devotee of ATP.” He described ATP as a generic acronym which applied to a number of
sysdems. He expressed the view that ATP systems will be introduced into the United
Kingdom with priority on high speed lines and in due course everywhere dse. He sad
“So it isn't a question of whether, it is just a question of when.” The reason for this was
the emphasis placed on ATP as a result of the incidence of SPADs in the last 12 to 14
years as public knowledge about their incidence has increased. | have previoudy
discussed the way in which public attitudes and expectations have changed in reaion to
safety in the earlier chapters of this report.

Mr Worrdl sad that a lot of SPADs result from human behaviour and, despite the work
being done on human behaviour aspects and driver training, the risk of SPADs continued.
He dated that at some dage there is a point of no return, no matter how much work is
done to address the human behaviourd issues, and it is necessary to have another line of
defence, namely technologicd means of avoiding the risk of accidents.

He dated that in 1994 two pilot lines were used for atrid of ATP in the United Kingdom
and the decison was theregfter made that ATP could not be fitted to the whole of the
United Kingdom train system.
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Mr Arthur Smith, the Chief Operations Manager of the SRA expressed himsdf to be in
favour of ATP to the level 2 sandard. He dated it would involve substantid work to
rolling stock and corresponding work to the infrastructure and he expressed the view that
ATP in one form or another was inevitable in metropolitan Sydney. He sated that the
mechanicd sysem of train protection in place, by naurd evolution, would have to be
replaced by an dectronic sysem. Ultimately, the only impediment to the introduction of
ATP, according to Mr Smith, was financid but | bedieve there are other serious
impediments. He dtated however, that whilst the initid cost of ATP was higher, the track
gde dgndling costs would be reduced and the monitoring from remote locations of the
system would also reduce costs.

Mr Band speculated that any atempt to fit ATP on the exigting rolling stock in New
South Wades may produce the result that occurred in Queendand, namey that ATP
equipment has now become the greates single item of maintenance on the Queendand
system and accounts for more than 50 per cent of rolling stock defects.

Mr Band dso refered to the serious problems that occur when ATP equipment is
ingdled on old ralling stock. In 1988 Queendand Rall firg put in a Swedish system of
automatic train control, just north of Brisbane. Following its inddletion there were two
train collisons, one in 1989 and one in 1994, resulting from the inddlation of ATP. The
fird collison was brought about by the driver having insufficient ar left within the
braking system to agpply the brakes on the train as the Swedish system had been bought
off the shdf and had never been designed to cope with the problem of low ar. The
second accident in 1994 occurred because the driver kept overriding the system.

These accidents led to a decison to enhance the sysem and the Westinghouse
organisation was retained to develop a more advanced system. That was introduced,
from about 1997, between Rockhampton and Townsville. There have been some very
acute operationd problems with that sysem. To illudrate the difficulties he sad that
faults on the ATP system account for more than 50 per cent of the entire rolling stock
defects.

Following an incident which occurred in 1996 a Bowen Hills in Brisbane, a full
evauation of train protection sysems for the Brisbane suburban system was undertaken
and it was decided not to proceed with ATP in Brisbane.

He was asked about the advisability of an ATP system for the Sydney network and stated
that with the level of technology avalable he bdieved it should be approached with
caution. He dated that even with 12 years of experience Queendand Ral was ill
having problems with the ATP system and it brought trains to a sand once nearly every
journey. He dated that Queendand Rail was implementing ATP on the Mt Isa corridor,
which is a freight line with cross over loops, and the evaduation tha was made was that
every tran will be brought to a sand by a sdf inflicted brake gpplication because of
technical issues that have not been able to be resolved.

Mr Band sad that ATP has been successfully implemented on high speed lines in

Germany, France and Hong Kong, but has not yet been able to be successfully
implemented on densdly trafficked suburban lines.
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Mr Oliver was dso criticd of the rdiability and efficdency of ATP sysems currently
available. He stated:

[T]he ATP system has to take the most pessmigtic view. The ATP system
will enforce the speed to cope with the worst possible braking scenario, and
the worst possble st of conditions in terms of westher conditions, the state
of therall and that sort of thing.

SO0 a skilful driver on the suburban system will be able to adjust his or her
driving style to the actua conditions. The ATP won't let you do that. Safety
wise, because of the falure tendencies of ATP, they produce an extra
degrading into the system, that the levedl of intensty of the ATP system, you
would have to have, the intense part of the suburban system is so gredt, you
will have such huge numbers of the ATP devices that the falure rates would

dart getting high.

Each time you have a falled ATP system, you are back into degraded mode,
where you have to depend on the human behaviour, and as we have seen s
often, the red problem is not so much equipment issues, but what happens
when that equipment fails and the people then have to get into force.

So that down the track, | can imagine that you may get serious advantages but
| think in the current dtate of development you would find that you were
getting, if anything, more Glenbrooks, not fewer.

Problems of rdiability appeared to have affected different sysems of ATP in other
countries.  In Europe there is a system caled the European Train Control System project
which is trying to devdop a sandard technology for the whole of Europe usng ATP
technology and computerised control of trains. In the United States of America, another
sysem cdled STCS was attempted and the evidence was that following trids, “it sunk
without atrace’.

The evidence does not disclose that there is any levd 2 ATP system which has been used
anywhere, which would be suitable and rdligble for the Sydney network.

Mr Lane had reservations about spending $1.5 billion on ATP systems. He referred to
the ealier evduaion of the cog of indaling ATP in the United Kingdom and the
concluson that it was far too cogly, having regard to the safety benefits that might be
achieved.

On the present level of technologica development of sysems of ATP, | do not
recommend itsingallation for the following reasons:

I. There is no sysem yet developed anywhere which could reliably be used on the
complex Sydney rall network .

ii.  The mgor impediment to improving the number of trains on the Sydney network

and the frequency of peak hour services is the dwdl time a lusy city Saions. ATP
does not improve dwell times.

155



iii. The cogt of somewhere between $1 hillion and $1.5 hillion for technology which
cannot be demondrated to be rdiable, would not be judtified. In the last decade
there has been a vast amount of public money wasted on less than satisfactory
communications systems (Countrynet and Metronet) and train control systems (the
Queen Street project). Embracing level 2 or level 3 ATP technology is likdy to
produce the same outcome.

iv. Safety would be improved by expenditure of a much lesser amount of money on
what have been referred to as the soft issues of training, supervison, auditing and
better rail safety management, rather than technological devices. However, if the
government, for whatever reasons, were to rgect the recommendations of the
Specid Commisson of Inquiry for a Ral Sefety Inspectorate and a Ral Accident
Investigation Board then it would be essentid to spend a large sum of money on
improving the technology to attempt to achieve the same safety outcomes by other
means.

It may be inevitable that advances in technology will produce means by which trains can
be operaed and controlled which will minimise the extent of human involvement and
provide technical barriers to accidents occurring. The technological advances should be
monitored and a careful evauaion made if a Sage is reached where the levd of
efficiency of the CityRail network can be improved to endble it to cope with the demands
created by an increase in passenger numbers from the current 900,000 passengers per
weekday to the predicted figure of up to 1.6 million passengers per weekday in ten years
time. Together with an examination of the rdiability of any sysem developed, a rigorous
process of andyds of the safety implications should dso be underteken by the Rall
Safety Inspectorate before a decision on implementation is made.

Random Alcohol and Other Drug Testing

Section 61 of the Rall Safety Act 1993 makes it a condition of accreditation that an
accredited person must ensure that dl raillway employees, employed, or contracted, by the
person to perform rallway safety work, are not under the influence of acohol or other
drugs when about to carry out, or while carrying out, railway safety work.

Ralway sofety work is defined as work as a driver, guard, observer or engine man on a
train, work at a raillway dation or other place as a station master, operator or operator of
tran dgnds, or shunter of trains or work which otherwise rdates to the movement of
trains, and work on or about ralway infragtructure relating to the repar, maintenance or
upgrading of railway tracks or rolling stock.

The section provides to the effect that the Director Genera may, a any time, arrange with
accredited persons for random testing of any person carrying out ralway safety work, on
railways owned or operated by those persons, for the presence of acohol or any other
drug to ensure that accredited persons are complying with the terms of their
accreditations.

Section 61(4) states “Schedule 2 has effect”. Schedule 2 relates to acohol or other drugs
and authorises the random breath testing of rallway employees, where an authorised
officer has reasonable cause to believe tha a rallway employee is about to cary out
rallway safety work.
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A rallway employee is to be regarded as being about to carry out raillway safety work “if
the employee has left home, or a temporary residence, for work and has not commenced
work after having so left home or the temporary resdence” The schedule then goes on
with condderable detail to identify the circumstances under which a breath andyss may
be required and the circumstances under which urine and blood samples can be obtained.

The mechanism by which random testing for acohol or drugs may be conducted is
limited to circumstances where the Director Generd of the Department of Transport has
made the necessary arrangement with an accredited person for this to be done or, after an
accident or incident has occurred. What is ggnificant is that there is no random acohol
or drug testing of employees actualy engaged in railway safety work.

In my opinion, this is a serious omisson from the legidative framework. Although there
is no evidence that any serious problem exists a the present time, it is necessary for the
protection of the public and the employees themsdves that the deterrent effect of random
acohol and drug testing be introduced to minimise the risk of a problem developing in
this aea. The prevdence of the use of adcohol and so cdled recregtiond drugs is
widespread in the community. Public safety requires measures to control thisrisk.

In the public interest, the law a present authorises random breath testing for motorists,
who may be driving in the course of ther employment or on a private journey. Tran
drivers, signdlers, and other persons carrying out safety criticd work, are responsible for
the safety of members of the traveling public. In my opinion, the law in relation to the
random testing of ralway employees should not be limited to circumstances where the
Director Generd of the Depatment of Trangport mekes an arangement with an
accredited raillway entity for this to occur. Nor should the circumstances be confined to
testing after an accident has occurred.

One of the purposes of random testing of motorists is to act as a deterrent so that
motorists will be discouraged from driving with the prescribed concentration of acohal,
because, to do s0 conditutes the commisson of a crimind offence for which various
sanctions are available.

| recommend that the random testing of railway employees for both acohol and other
drugs engaged in rallway safety work as it is defined by the Ralway Safety Act 1993.
Inspectors employed by the Rail Safety Inspectorate, in addition to the classes of persons
identified under the present Ral Safety Act, should have authority to conduct such
random tests.

Random breeth tests are relatively easy to administer. Requiring employees to provide a
urine sample, or blood and hair samples, raises practicd difficulties. It will be necessary
to establish an gppropriate protocol in consultation with the trade unions to ensure that
the privacy of employees required to provide a sample is respected. Where an accident or
incident has occurred, it should be mandatory that any railway employee involved
undergo a breath andyds, as is the podtion at present, and that, in addition, the provison
of urine and blood and hair samples for andyss is mandatory if the accident or incident
fdlswithin Part 1 of Schedule 1 to the Rail Safety Act 1993.

Whilgt | am not required to draft the necessary legidation, an example of the type of
provison that | have in mind is section 211A of the Police Service Act 1990, as amended,
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which provides for the random sdection of a police officer to undergo a breeth test, or
submit to a breath analyss for the purpose of testing for the presence of adcohol, or to
provide a sample of the police officer’s urine or har for the purpose of testing for the
presence of prohibited drugs. This sdlection may be conducted on a random or targeted
bass. Subsection 211A(2) confers the same powers in relation to an incident in which a
person is killed, or serioudy injured, as a result of a police motor vehicle pursuit, or the
discharge of a fiream by a police officer, or, in which a person is killed while in police
custody. Findly, subsection 211A(3) provides to the effect that a police officer may be
breath tested, or required to undergo breath andyss, whether or not there is any suspicion
that the officer has recently consumed acohal.

It is noteworthy that section 211B of the Police Service Act 1990, as amended, provides
that the regulations under that Act may edablish a code of behaviour regarding the
consumption of acohol and the use of prohibited drugs by members of the Police
Sarvice.  Further, that the regulations may make provison for, or respect to, the
following:

I. The consequences for police officers of testing pogtive for acohol or prohibited
drugs, or of otherwise breaching the code of behaviour;

ii.  The consequences of any member of the Police Service conspiring with, or ading
or abetting, any police officer to breach the code of behaviour;

iii.  Theevidentiary vaue of a certificate reaing to the andyss of asample; and

iv. ~ The conduct of follow up testing of police officers who have tested postive for
acohol or prohibited drugs, including provisons as to the frequency of any such
follow up tegting.

In addition to the deterrent effect of random testing for acohol and other drugs, evidence
was given about the introduction of occupationd safety performance assessment
technology (heresfter OSPAT) into the ral industry.  This technology has been
successfully used in mine Stes as a means of quickly screening employees who are about
to engage in safety criticd work to determine if they are impaired, for any reason, from
safely engaging in their work. The test takes approximatdy 30 seconds and involves the
movement of a cursor on a screen.  If the concentration or performance of the employee
is impaired, his performance of the task will be outsde his norma range, indicating that
he is impared in his ability to cary out his work. A supevisor then manages the
employee a that stage. The sysem has built into it mechanisms which prevent
employees cheating for the purpose of getting a day off work. Ther performance is
measured againg their norma performance on smilar tests and the computer makes the
assessment.

The falure to peform this 30 second test within normd limits given age, experience,
reaction time, speed of information processng and other variadbles may not be due to
acohol or drugs, but due to fatigue, Stress, anxiety or depresson or some other factor
which has impared the ability to concentrate and perform the smple tasks required of
them.
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If the employee is under the influence of dcohol or drugs, the OSPAT system will detect
that before the employee becomes a danger to himsdaf and to others, and before serious
consequences, which might otherwise result from that impairment, are able to materidise.

In my opinion, the use of the OSPAT technology, or some Smilar technology, as a means
of monitoring whether employees are in a fit date to cary out safety criticd work, is
highly desrable. If an employee does not know whether acohol that he may have earlier
consumed might dill be within his bloodsream, in a sufficent quantity to impar his
performance of his work, then he could voluntarily undertake the OSPAT tedt, rather than
risk being involved in an accident in which he or others could be injured or killed.

| regard the use of such technology for a short 30 second test a the time of Signing on as
a highly desrable innovation which, together with random testing for acohol and other
drugs, will ggnificantly remove the risk that dcohol and drug use poses for persons
engaged in what are often highly dangerous railway activities.
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8. TheStructure of Rail Safety M anagement
Introduction

The second interim report recommended a redtructuring of the New South Waes
ralways, including the merger of RAC and RSA. It recommended that the newly merged
entity be a sngle satutory authority to be known as the Rail Infrastructure Authority.
However, the Trangport Adminidration Amendment (Ral Management) Act, 2000
congtituted a State owned corporation with the name Rail Infrastructure Corporation.

It dso recommended that an Office of the Rall Regulator be established and that the
Office of the Co-ordinator Generd of Ral be formaly established to manage, among
other things, the merger of RAC and RSA.

The report dso recommended that a Ral Safety Inspectorate and a Ral Accident
Investigetion Board be established and that development of the legidation deding with
their establishment should not be commenced until after the delivery of thisfina report.

| took that course for a number of reasons. The firsd was that the time by which the
second interim report was required did not enable time for sufficient congderation of the
powers and duties of the Ral Safety Inspectorate and the Ral Accident Investigation
Boad and the interrdaionships between them and the Office of the Ral Regulator.
Secondly, | wanted to recelve further evidence, not only in reaion to the specific rall
safety issues that | have dready dedt with, but dso in reation to the way in which the
three recommended structures could best fit together to achieve the most efficient and
safest adminigrative structure for the government’ s management of rall safety.

The views of witnesses with a wide range of experiences and interests in the rail network
were sought concerning the Rall Safety Inspectorate and the Rall Accident Investigation
Board during the second and third stages of the hearings. It is important to dentify the
breadth and nature of that experience and the near uniformity of view which has emerged
about the way in which rall safety management should be structured.

The second interim report recommended the edtablishment of the Office of the Rall
Regulator, which was subsequently established by the Trangport Adminigration
Amendment (Rail Amendment) Act 2000. Mr Chrigtie, the Co-ordinator Generd of Rall,
gave the fallowing evidence:

My view dso is tha the Ral Regulator would not only ded with the
satisfactory performance of the rall system, in relation to the expectations of
customers, but also would ded with safety issues.

Do you see there being any incondgstency between punctudity, or as it is
calloquidly referred to, on time running and safety?

Your Honour, whilst | believe that there are some who would argue that the
safety regulator in a rall sysem should be totaly divorced from the setting of
other standards, particularly punctudity, standards of performance generdly
in the system, | believe tha there is a nexus between the two and that a well
run ral sysem, a well disciplined rall sysem, which is achieving good results
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in other areas, will adso tend to be a safety conscious system and the question
of safety is pre-eminent as far as | am concerned, but | am suggesting that the
setting of standards for safety and the setting of standards for other aspects of
the system should be compatible.

As the second interim report stated, | do not agree that the Office of the Rall Regulator
should be both a performance regulator and a safety regulator. There can be no doubt
that if trains are running in accordance with the timetable, and there are no infrastructure
or other defects, then the degraded mode of operation, which often gives rise 1 accidents,
will not occur. The danger to public safety that exidts is the attempt to meet performance
dandards in reation to punctudity of services when, for reasons due to infrastructure
falure, defective procedural rules, poor training, inadequate communications technology
or otherwise, this cannot be safdly achieved. Mr Chrigie was the only witness who did
not acknowledge the possibility of a conflict between meeting performance standards and
ensuring the sdfety of operations. Achieving punctuality and rdidbility in ral
performance will enhance safety but must not be permitted to assume a priority ahead of
raill safety when performance targets are not being met.

Mr lan Robinson, the Acting Director Generd of the Department of Transport supported
what he cdled a co-regulaiory modd. What | undersood him to mean was that
individua rail entities and the industry as a whole mugt have safety standards in force to
manage the risks of any activities undertaken. The role of the safety regulator 5 to assess
the adequacy of those controls and sandards and to monitor their  effective
implementation. The means by which tha is done is by requiring the ral entities to
satidfy the regulator that they have systems and standards in place, and approved by the
regulator, which will ensure that safety will be properly managed. According to Mr
Robinson, this is achieved by co-operation between the safety regulator and the rall
entities, and by communication between them.

The dructurad modd that Mr Robinson favoured was one where the rail entities were
repongble for ensuring the safety of their own activities, with the safety regulator being
pat of the Department of Transport and thus subject to the direction of the Minister for
Transport. He did not accept that this structure had any undesirable festure and pointed
out that in appropriate circumgances, as in the case of the Specid Commisson of
Inquiry, if an accident caused sufficient concern to the community, the government could
direct an independent judicid inquiry. He stated:

| think the nature of our system is tha Minigers and Governments have to
report to Parliaments and to the community, and it is that very sysem that
holds them accountable for what actions they take.

Mr Paul Hayes was the Director of Policy of the New South Wades Department of
Transport. He described his duties as ‘leading the department’s policy group, which acts
as the centrd policy arm within the transport portfolio’. His mgor functions were of a
drategic advisory nature and the co-ordination of various projects, in particular the
devdopment of mgor portfolio policy initigtives through the depatment's Director
Generd, the Miniger for Transport and the cabinet process. His drategic advisory
responsbility was as the Director of a policy group which was the Minister’s source of
policy advice, principaly on matters relevant to the operation of the Passenger Trangport
Act 1990 and the Transport Administration Act 1988.
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| have previoudy referred to Mr Hayes criticism of the present system of certification of
individua rall employees by the Department of Transport. Mr Hayes expressed views
gmilar to Mr Robinson about the necessity for the ral entities themsdves to be
repongble for the safety management of their own organisations and employees. He
pointed out that otherwise the safety regulaor would be, in effect, running ther
businesses for them without actudly controlling the businesses, ‘which does not lead to a
good result for either the regulator or the relevant operator’.

Mr Hayes was dso criticd of the present difficulty which the Transport Safety Bureau
faced of having what he called ‘physica check activities. He sad:

What is needed is a move away from tha to a systems risk management
gpproach where these paticular tasks . . . are linked to management and
eimination of risk.

In Mr Hayes view, it would need to be made very clear that the Inspectorate was
independent of the rail industry. Under the present system, the rail safety component of
the Transport Safety Bureau's activities is funded by accreditation fees pad by ralways.

It should be very clear that the Rallway Safety Inspectorate is not the servant of the
ralway organisations. The Rail Safety Ingpectorate is the servant of the traveling public
in paticular, and the community in generd, for the purpose of ensuring the safety of
ralway operations. Consequently, the funding arangements for the Ral Safety
Inspectorate should reflect its integrity and operationa independence.

Mr Hayes supported a separate Rail Accident Investigation Board in addition to the Rail
Safety Inspectorate. He said:

| think there is a clear capacity for such a body, subject to it being lean and
mean, as it were, given the propendty of organisations to expand without
proper control, and that in itsdf it should have a reporting role to ensure that
it ds0 is accountable for its actions, given the obvious propensty for tenson
in terms of its actions with the other bodies.

He believed that it would create public confidence in the safety of ral operations. He
sad that it would be reasonable for it to have a part-time charman with the power to co-
opt investigators in order to avoid ‘ bureaucratic expanson’.

Mr Hayes view was that the Ral Safety Inspectorate should report to parliament, but
through the Minister for Trangport rather than directly. He Stated:

If you look at it from a purely procedural point of view, there needs to be a
Minigter of the Crown to table those relevant reports direct to the Parliament.

Mr Hayes view about the need for the independence of a Rall Safety Inspectorate was
based upon his view that where organisations, such as the former RAC, had an obligation
to produce income from the use of the track, there might be commercid consderations
which should affect the way in which safety was managed:

The point | was dso trying to lead to is the fact that, a the end of the day,
there would be commercid condgderations which should be teking priority
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over safety, and that cannot be countenanced. For this reason, there needs to
be a mechaniam in place to ensure that, dthough the Rall Safety Inspectorate
comes under the umbrdla of the Minigter for Transport, it is not subject to
direct ministerid control.

Mr John Hal, the Executive Director of the Transport Safety Bureau, supported the
existence of an independent Rail Safety Inspectorate.

Mr John Cowling, the Chief Executive Officer of RAC, was asked his views about the
best methods of ensuring the safety of ral operations, conducted on the infrastructure
which his corporation owned and managed on behdf of the government. He strongly
favoured an independent Rall Safety Ingpectorate. His view was that the Inspectorate
should audit compliance with safety sandards. He continued:

And | might add that the squabbles between mysdf and the operators a the
present time, relaing to auditing ther rolling stock, is because there is no
clear explanaion of who is responsible for that, so we are — RAC is trying to
step into the breach to make sure somebody does it, but | would welcome the
redructure of the indusry, making sure it is very expredy cler who has
repongbility for tha. Of course, the operators have responshility to
maintain, according to the dandards, but there has to be an independent
person that checks their compliance.

He expanded on the way in which he thought the safety regulator should operate. He

sad:

The way | could see the system working is that the regulator could ask each
ral entity to prepare a safety plan, and then receive the safety plan and ensure
that the combination of dl the safety plans covered dl the risks on the system,
and that the safety regulator could be looking for geps in the plans and it
should be looking to make sure there is sufficent overlgp in dl the key
hazards and, if the safety plans were inadequate in totd, then it should be his
[sic] responsibility to make sure that somebody’ s plan covered the gaps.

Then | think, having agreed a safety plan, it should be appropriate for the
Inspectorate to ensure that the plan was carried out o, if there were dements
of the plan that needed to be introduced in the following year, then it would
be the Inspectorate who could go to the particular entity and say okay, you
agree to improve your braking sysems, or to move signas, or whatever the
particular issue was. The ingpector could go dong and make absolutely sure
it was happening.

Mr Terrence Ogg, the Chief Executive Officer of the former RSA, gave this answer to a
question by senior counsd for his corporation in relaion to the recommendations in the
second interim report:

| think the dructure will go a long way towards addressng some of the
problems that have exiged in the last four years. | think that putting the
functions of RAC with the functions of RSA will asss the process | think
having a Regulaior, with powers redating to dandards, and meeting the
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government’'s expectations and the usars of the systems expectations, will
greatly assst the owner/maintaner in its reationships with the operators of
the system.

| think separating the safety aspects from the regulation aspect is a very
worthwhile operation, and | think having an independent Accident

Invedigation Board will dso add sgnificantly to the system that will operate
in New South Wades, and | think with goodwill and excdlent implementation,
New South Waes will have a sysem which is certanly the best in Audrdia,
in our experience, and probably best relative to Europe as well.

Mr Smon Lane, the former Chief Executive Officer of the SRA sated in evidence tha he
had not seen the second interim report, and was not aware of its recommendations, but he
was aware of the proposd to have a Regulator and the Rall Safety Inspectorate, and a
separate Raill Accident  Investigation Board, and thought those proposas were

appropriate.

The two trade unions, which between them cover gpproximatdy 90 per cent of the
employees in the New South Wales raill sysem, are the Audrdian Services Union, New
South Waes Branch, and the RBTU.

Mr George Panigiris, the Assigtant Secretary of the Audrdian Services Union, New
South Wales Branch, supported the existence of an independent Rail Safety Inspectorate
and a separate Rail Accident Investigation Board. In relaion to the latter, he said:

I think it is clearly in everyone's best interest to do that because, if you alow
invedtigations to be pat of an organisation, let's say, for argument's sake,
reports to a Minister who is responsble for that pat of the industry, there
would haveto be, | think, a conflict of interest in relation to that.

Mr Roger Jowett, the Nationd Secretary of the Audrdian Rall, Tram and Bus Industry
Union, stated that his trade union placed ‘prime importance on the role of safety, both in
relation to our own members, the traveling public, and dso the various infrastructure
facilities. He had been a trade union officia since 1972 and a member since 1995 of the
Executive of the Audrdian Council of Trade Unions. He supported the existence of an
independent Rail Accident Investigation Board and, when asked whether he supported
the existence of an independent Rail Safety Ingpectorate, he said ‘most definitely’.

The RBTU filed a hdpful submisson in reaion to ral safety management, which
included a number of annexures to which | have made reference from time to time in this
find report. The Secretary of the New South Waes Branch of that trade union, Mr Nick
Lewocki, gave evidence about the deterioration in the levd of sdfety in ral operations
snce the 1996 disaggregation. His view, stated on severd occasions, was ‘sdf regulation
won't work’. He gave a number of examples including circumstances where the trade
union had had to impose its own speed restrictions on trains passing work stes and where
some train operators were breaching the maximum hours that drivers were permitted to
drive. He dso dated that wagons manufactured overseas were being used on the
escarpment between Moss Vae and the south coast of New South Wales, where the
braking system had not been able to hold a train, and the trade union had to place bans on
the train until braking engineers had examined the tran and, theresfter, the braking
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sysem was changed. His view was that with the exisence of State owned corporations,
indead of an integrated railway, and the introduction of private tran operators from
within and outsde New South Waes onto the rall system, it was necessary to have a
separate Rail Safety Inspectorate.

Mr Klaus Clemens, the Generd Manager, Organisationa Development of the SRA of
New South Wales stated:

..l am very, very supportive of the Ingpectorate idea and the independent
safety investigator.

In addition to the support which the proposds for an independent Ril Safety Inspectorate
and an independent Rail Accident Investigation Board received from persons in positions
of management, there was adso evidence from a number of witnesses who were experts in
ral sdfety, in rdation to the Rall Safety Ingpectorate and the Rall Accident Investigation
Board.

Mr Band supported the function of a separate Office of the Rail Regulator. He said:

| believe thet there is a very subtle but importance difference between the
function that regulators perform. | believe that safety regulation is a part, and
different from, another form of regulator that might look at infrastructure
condition, and | believe the most successful part of the fragmentation of the
UK railways, for example, was by putting into being two regulators. Arall
regulator that looks at the track, the condition of the track, and to ensure that
operators individualy and collectively get fair play and fair play from two
points of view.

One, to prevent the manager from gold-plating aralway that the governmert
can't afford or need and, secondly, from the operators point of view because
if you are going to have a debate about |et's say issues of automatic train
protection, that is a matter of issue that needs to be well thought through and
well understood to meke sure dl players get fair and just trestment.

| don't think we have ever redlly been able to work out who benefits and who
pays so there has to be afair and just play for everybody from arail
regulator's point of view.

However, you can regulate your railway and you can do many things to your
railway which doesn't imply unsafe, such asyou can dlow aralway
infrastructure to deteriorate as long as you dow down the speed of trains, so a
deterioration of a network doesn't of itself imply an unsafe network.

So | believe you need a safety regulator to ensure the safety and that is al

they focus on and | believe the other form of regulation isthe condition of the
infrastructure to ensure that everybody getsfar play. | bdieveit isthe most
successful part of the restructure of the UK and it ismy view asto what you
need herein New South Wales.

Mr Edward Oliver, an expert retained by the Department of Transport, gave the following
evidence:
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Do you support the existence of a separate Rail Safety |nspectorate?

Absolutdy. | have been arguing for that in every possble forum for at least
ten years, SO nothing makes me happier than to see you recommend it.

Why?

Because it is the only way in which a safety supervison process can be
goplied which is free of commecda and, to put it bluntly, politica
moativations. It is the only way in which the rallway sysem can understand
that its safety performance is being monitored by people who are dedicated to
safety performance, whose only objective is safety performance, and where
any depature from safety peformance will not be kowtowed to by
commercia congderations.

Should the Inspectorate be part of a Department of Transport or should it be
somehow separated from a government department?

There are two parts of that and | am not sure how | can weigh them up. |
believe tha from a public perception point of view, and from a politica
redity point of view, it is important that it be properly independent. You
can't have even the gppearance of somebody getting in the way. On the other
hand, | think it is vita that there be communications to the Minister and the
Director Generd in such a way that, if this Inspectorate sees a problem, they
can get on the 'phone to the Minister and say, ‘Hey, Minigter, you have ared
problem here’, or smilarly, to the Director Generd, and they need to be able
to do that without going through intermediaries. There has to be direct path.
| favour independence, but it has to be accompanied by a system to ensure the
rapid communication of problems. And another witness expressed one of my
concerns, which is that the thing could be magindised by insufficient
funding, or smply be ignored, and the independence has to be sructured in
such away that it can't be insufficiently funded and it can't be ignored.

What view do you have about whether there should be a Ral Accident
Investigation Board which operaes separately and independently from the
Rail Safety Inspectorate?

Again, | think there are two separate aspects which have to be weighed up.
Ore is the independence, perceived independence, guaranteed independence.
The other is that there has to be a process for rapid communication, so that as
soon as a problem arises, it can be acted on immediately — | mean as soon as
it is identified — it can be acted upon immediatdy without having to wait to
go through some remote reporting process, tha, on day one, the investigator
should be able to say to the Inspectorate, to the Minigter, to the Director
Generd, to the executives, to the Co-ordinator Generd and anyone else, “do
this forthwith. Don't wait for it to get around and process dl the 54 stages of
the report. Do it now”. | would aso support a thing that Mr Hall, | believe,
sad, that there is consderable advantage in having the Inspectorate involved
in the invedtigations | think that, unless they ae involved in the
invedigations to a substantial degree, they will become remote from the



investigations and, indeed, even fed under threat. And, dso, there is a vast
body of expertise there, which should be used to best effect. So that | would
envisage the Board as being the managers, rather than a ground level of these
investigations [dc], to ensure ther independence and qudity and reliability,
dl those sorts of words, but not so much as being the doers of the
investigations, except in extreme cases.

| have previoudy referred to the evidence of Dr Sdly Levedey, an international expert in
safety, who was retained by the Director Generdl of the Department of Transport. She
was asked her view about the independent Rail Safety Inspectorate and stated:

All my reading of the facts that came out of the interim report, and going
through the hearings and taking with the personnd, lead me to the view tha
an independent Inspectorate was essential.

She favoured an Inspectorate that was located within the Department of Trangport. She
stated:

The reasons that | went the route that | did were that the rail service is like a
family, and it operates like a family, and wha | find is that, like many other
sarvice organisations, where people are quite committed to the service they
ae doing, they lean more through example and guidance than by
punishment, or the feding that they are being viewed by people who ae
remote from the organisation. In other words, it is like learning from the
parent in the family and wha | had fet was tha the success of the safety
management that was redly going to come from an Ingpectorate that about 80
per cent of the time was leading and setting the standards and providing the
top layer of safety management capability, and heping them aong the way
with that, and only about 20 per cent of the operation would be the actud
negative, or Sde that was looking at the full exposures.

What | had fdt was tha, in having the Ingpectorate in the family, that this
could be managed in an independent form, as long as the reporting was
through to the Minigter.

If there is any chance that there could be corruption of the independence of

that Inspectorate, then | would view a totaly independent body as being the
most important part.

She obsarved that if the Inspectorate were placed outsde the department, that could
provide a ‘pathway for the governments to externdise the blame, there may not be the
same commitment to doing the job well’.

She was asked about the placing of the Inspectorate in a department other than the
Department of Transport. She was opposed to this because:

[That] was 4ill teking the Inspectorate out of the ral family and my view was

that it was a problem that redly had to be resolved by dl the bodies working
very closdy together and with a heavy leve of influence, because | don't
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think that you can train the railway personnd with abstract concepts or, shall
| say, the warm fuzzies of risk managemen.

| think it is dedicated, hard and practica work with the Inspectorate being on
the scene, being vidble and taking people through the task that they are
perhgps not correctly performing, and it is that levdl of person to person
interaction which | think will actudly teach a lot of people in the fidd and
a0 leave people with the view that, if they do commit an offence, which is
more by ddiberate or inditutiond ways of besting the sysem to meet other
gods, tha there is a strong likelihood that they are going to be found ouit.

She also expressed the view, no doubt based upon overseas experience, that:

With an Inspectorate, particularly if there is a mgor reform, | think what you
will find is that that expertise will grow as the Ingpectorate actudly performs
a vey professond management of its operations and there is a commitment
to having that Inspectorate as an independent Inspectorate.

Dr Leivedey daed that she had had discussons with Mr Chrigtie, the Co-ordinator
Genegrd of Rall, and came to the view that the Office of the Rall Regulator should not be
the safety regulator ‘because it would mean that the conflict between the production side
of the busness, and the safety, could be compromised a the level of the person who is
not directly accountable to the peopl€e’.

It was not only at the level of senior management, the trade unions, and the safety experts
that there was agreement about the need for an independent Rail Safety Inspectorate.

Mr Terrence Worrdl, the Generd Manager and a Director of Thames Trains Limited,
who dso hdd a podtion of an advisory naure in reldion to safety matters with the
former RAC, was aked his view about the desrability of an independent Ral SHfety
Inspectorate and he supported it by saying:

If it is truly independent, whatever one might cdl it, and as long as it has adequate
and properly declared objectives and is staffed by persons who are competent to
conduct such activities, then that would be the type of organisation that | would
support.

From this body of evidence, the only concluson that can be drawn is that there is strong
support among witnesses from rall management, trade unions, the rail bureaucracy and
independent safety experts for the exisence of a separate Rail Safety Inspectorate and
Ral Accident Invedtigation Board. Indeed, none of this evidence was contradicted in
cross-examination or submisson by any person or entity represented before the Specid
Commission of Inquiry.

All of this evidence confirms my own independent view, expressed in the second interim
report, that a separate and independent Rail Safety Inspectorate and a separate and
independent Rail Accident Investigation Board are essential.

Apat from the need for a separate and independent Rail Safety Inspectorate and a
separate and independent Rail Accident Investigation Board, there seems to be an
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inadequate and inefficient alocation of resources to rall safety. During the course of the
hearings it became apparent that over the last severd years each of the ral organisations
reached an awareness that safety management was inadequate, if not inefficient, and each
then sought expert assstance in an attempt to improve their safety records. | received in
evidence reports by Booz Allen Hamilton, Det Norske Veitas, Richard Oliver
International and | was told about safety reviews conducted by Mr Kevin Band and Mr
Terry Worrdl, who both gave evidence, and another safety review by Mr Peter Medlock.
| dso recaved evidence about task forces, safety groups and numerous safety
committees, dl of which were supposed to have been established to ded with the safety
issues which obvioudy loomed large wel before the Glenbrook and other rail accidents.
In many respects the Glenbrook and other rail accidents were inevitable because of the
ungructured and undisciplined way in which the obvious safety problems that were
developing or existed were approached.

There is only one solution to those problems and tha is the establishment of a properly
funded Rall Safety Inspectorate to oversee and co-ordinate safety measures and to put in
place procedures which will ensure, so far as it is possble to do so, the safety of the
travelling public. It is for this reason that such a body, in my opinion, is essentid as
previoudy demongtrated. | am not donein that view.

It is not amply a matter of each of the rall entities having lacked the ability to co-ordinate
successfully in respect of sdfety, thereby giving rise to a need for an effective supervisory
body such as the Rail Safety Inspectorate.  The evidence discloses that the individud rail
organisations were gruggling with what was necessry for the safe operaion of the
ralways. Some rail organisations adopted Audrdian Standard 4292 as the basis of their
risk management while others adopted a combination of Ausraian Standards 4292 and
4360 asthe bassfor their risk management.

In the case of the SRA its adoption of both AS 4292 and AS 4360 appears to have
produced little more than a bureaucratic structure.  When what the bureaucratic structure
was supposed to do is compared with the evidence that | heard from operationd
employees such as drivers and dgndlers, it is cdear that whilst the bureaucraic Sructure
may have gererated a lot of activity, it has achieved very little, up to the present, in terms
of safety outcomes for operationa staff and the travelling public.

On the uncontested evidence before me, rail operations were not being conducted with a
proper regard to safety. The focus of the culture, such as it was, remained very much one
of on time running. Safety matters were ether subjugated, in whole or in part, to on time
running or ignored.

| do not wish to be unduly critica of the Transport Safety Bureau which is charged with
the respongbility of overseeing safety. When one examines the tasks that it had to
underteke and the resources that it had for so doing, it is obvious that it could not fulfil
the object of the Rail Safety Act, namely to promote the sfe congtruction, operation and
mantenance of ralways. Mr Hal, the Executive Director of the Transport Safety
Bureau, said in evidence that he had three gtaff in the rall operationd branch, four gaff in
the infrastructure section and three staff in he rolling stock area, out of a total of 23 saff.
The Transport Safety Bureau was not only respongble for the safety of rail operaions but
also for buses, taxis, hire cars and ports.
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It was aso necessary for the Department of Transport, through the Transport Safety
Bureau, to accredit not only railway organisations, but dso ther employees. The State
Ral Authority aone had 5000 to 6,000 employees who require cetification. It is
obvious that there was no prospect of the Department, with such a deficency of
manpower in the Transport Safety Bureau, being able to oversee, generdly or in any
paticular area, the safe condruction, operation and maintenance of ralways in New
South Wales.

Even when a particular problem presented itself and the Transport Safety Bureau tried to
do something about it, it was ignored. Mr Hal sad in evidence that he had identified
safety issues that the SRA needed to address and they had not been attended to.

There ae many examples of urgent safety matters not being addressed by rall
organisations, which the Trangport Safety Bureau was in turn required to monitor. These
include incompaible radio sysems, inadequate safeworking units, poor training,
deliberate disobedience by daff of safety directions from superiors and daff refusing to
follow communications protocols. Inadequate resources, paticulaly daff levels,
prevented the Transport Safety Bureau from so doing.

One of the reasons why train operators such as the SRA can afford to ignore directions
relaing to safety from the Transport Safety Bureau is that there is no effective sanction.

The only crimind sanction is tha provided for by section 77 of the Ral Safety Act,
which provides a maximum pendty of 100 pendty units or something more than $10,000
for any falure to maintan safety systems, devices or gppliances as defined. Otherwise,
the Director Generd of the Department of Transport may, pursuant to section 51 of the
Act, direct an accredited person to underteke remedial safety work and, if that person
fals to comply with the direction, the Director Generd may arrange for the work to be
undertaken on behdf of the person and may recover the cost from him, if the cost of the
work is likely to be less than $100,000 or such other amount as is specified as a condition
of the accreditation. Alternatively, the Director Generad may amend, vary or remove the
conditions of any accreditation pursuant to section 34 of the Act. Falling these measures,
the only sanction that the Director Generd of the Department of Trangport can exercise is
to suspend or cancel accreditation pursuant to section 36 of the Act. This, however, is an
idle threst. The effect of the suspenson or cancdlation of accreditation of the SRA for
non-compliance with safety directions of the Transport Safety Bureau would be that
900,000 rail passengers per week day in the Sydney metropolitan area done would be
without rail transport. Lack of sanctions and lack of resources are two of the reasons why
the Transport Safety Bureau has not been effective in dedling with rall safety issues.

The second interim report expressed the view tha the exisence of an independent Rall
Safety Ingpectorate should not deprive the Department of Transport of a role in relaion to
trangport management. | envisaged that the Depatment of Transport should have a
drategic role in the planning of transport services to meet changing needs. It should have
overdl responghility for the co-ordination of rail, bus and road trangport in the Sydney
metropolitan area and in rural New South Waes and it should provide strategic advice to
the government. However, in my view, there must be an independent Ral Safety
Inspectorate. The primary object of a Ral Safety Inspectorate should be the continua
improvement of rall safety.
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Rail Safety | nspectorate

The work of the Rall Safety Inspectorate should be divided into severd functions. Whilst
| shdl set out in some detall below what | consder would be gppropriate functions and
duties of the Ral Safety Ingpectorate they should not be taken to be exhaudtive. The
primary one should be accreditation. It should not be part of its function to certify the
competence of rallway employees performing rallway safety work. It is the respongbility
of each ral organisaion to ensure that its employees have adequate training and
sufficient competence to carry out their duties safely. It should not be the function of an
externd body such as the Ral Safety Inspectorate to do what is required of the rall
organisations as employers by the common law. Nevertheess, the accreditation function
of the Ral Sdfety Ingpectorate should include the examindion of the activities of an
goplicant to ensure that it has a proper safety management system in place in respect of
dl of the activities. Following the grant of accreditation, its primary function should be
to ensure that the accredited organisation is carrying out its activities in accordance with
the approved safety management system and the relevant safety standards.

An applicant for accreditation should be required to satisfy the Rall Safety Ingpectorate
of, among other things, that:

I. It has a rigorous and robust safety management system which conforms to the
highest internationa standards of safety management and practice.

ii. It has an effective safety management plan for the implementation, monitoring and
ongoing improvement of its safety management system.

iii. The members of the board, the Chief Executive Officer and any other officers
holding senior managerid pogtions condder the safety of the organisation's
activities asitsfirg priority.

iv. It has an effective sysem for identifying safety risks in its operations and effective
mechanisms for controlling those risks, monitoring the effectiveness of the contrals,
and adjugting the controlsin light of results of the monitoring.

v. It has an dffective sygsem for determining the priority of activities for removing,
reducing or controlling particular risks.

The legidation should provide that the Ral Safety Inspectorate be required to make
public notices of accreditation issued by it.

The Ral Safety Ingpectorate should have the respongbility of ensuring that an accredited
organisation complies with al eements of its accreditation and any conditions attached to
the accreditation by the Rall Safety Ingpectorate. As part of that function the Rail Safety
Inspectorate should have the power to impose a range of sanctions to enforce compliance
including the power to prosecute the accredited organisation, its individud board
members, Chief Executive Officer and the person identified as the desgnated officer
responsible for safety.

The Rall Safety Inspectorate should have the power to conduct a safety audit of an
accredited organisation.  Such an audit should encompass any matter which is referred to

171



in an organisation’'s accreditation. The Rall Safety Inspectorate should dso have the
power to ingpect any person who, or thing which, might give rise to an unsafe activity or
outcome.

The legidation should provide that the Ral Safety Inspectorate be required to make
public its reports of safety audits or ingpections. The Minister for Transport should have
the power to direct the Rail Safety Inspectorate to conduct a safety audit or ingpection of
an accredited organisation.  Reports of any such audit and ingpection should be made
public.

The Rail Safety Inspectorate should have the power to serve any accredited organisation
or any person who appears to be employed by or otherwise associated with an accredited
organisation with a notice requiring that specified action be taken, or requiring that
person to refrain from taking specified action, which an authorised officer has reasonable
cause to beieve may give rise to an unsafe activity or outcome. It should be an offence,
with provison for an agpproprigie maximum penaty or pendties to fal to comply with
such anotice.

The Rall Safety Inspectorate should have power to gpprove any variation to an accredited
organistion’s safety management syssem and no such variation should be made without
the approva of the Rail Safety Inspectorate.

The Rall Safety Inspectorate should have the power to examine proposed gppointments in
the cae of an accredited organisation, or exiging appointments in the case of an
applicant for accreditation, to the board of the organisation and to al senior pogtions,
including Chief Executive Officer, to saidfy itsef tha any such appointee or proposed
gppointee has the gppropriate level of understanding and commitment to the safety of rall
operations in which the organisation is or is seeking to be involved. The Ral Sdfety
Inspectorate should have the power, if not so satisfied, to provide a written report in that
regard to the person or persons responsible for making the appointment.

All accredited organisations should be required to provide to the Rall Safety Inspectorate
a report in writing of any incident or accident which has or may have given rise to an
unsafe activity or outcome.

All accredited organisations should be required to provide annudly, or more frequently if
required, a revised safety management plan identifying the improvements in safety
management that have been made dnce the grant of accreditation or dnce it last
submitted a safety management plan, whichever has last occurred. The Ral Safety
Inspectorate should have the power to rgect any such safety management plan if in the
Rail Safety Inspectorate’ s view the plan is inadequate in any respect or respects.

The Rail Safety Inspectorate should have the power to alocate the responsbility for any
particular safety matter which does not appear to be, or likely to be, adequately addressed
by any accredited organisation, or about which there is or may be a disoute, to any one or
more accredited organisations. That organisation should thereafter be accountable and
reponsble for ensuring that that matter does not give risk to an unsafe activity or
outcome.
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The Ral Sdafety Inspectorate should have the power to enter upon land, including
premises, and rolling stock and require any person to produce any document, including a
document in dectronic form, or thing which an authorised officer reasonably believes
reaes to a ral safety matter and to require any person to provide information ordly,
dectronicdly or in writing which rdates to any matter which does or may effect the
safety of ral operations. It should be an offence to fall to provide the document, thing or
information requested. It should adso be an offence to provide fdse or mideading
information to an authorised officer.

The Rall Safety Ingpectorate should have the power to monitor and ensure compliance by
accredited rall  organisations with recommendations made by the Ral Accident
Investigation Board.  The legidation should dso require that any accredited rall
organisation that is referred to in or otherwise affected by any recommendation contained
in any invedtigation report by the Raill Accident Investigetion Board mugt, within 60 days
of the rdease of any such report, inform the Ral Safety Inspectorate in writing as to each
such recommendation, whether it accepts or rgects the recommendation in whole or in
pat only. In the event that the accredited organisation rgects any such recommendation
in whole or in pat, the legidation should require it, a the same time as it natifies the Rall
Safety Inspectorate of the rgection, to provide its written reasons therefore. If any such
recommendation is accepted in whole or in pat only, the legidaion should dso require
the accredited organisation to date in writing how it proposes to implement the
recommendation and the timetable for the implementation of the necessary remedid
action.

The legidation should dso provide that in the event that the Rall Safety Inspectorate does
not agree with the reasons for the rgection in whole or in pat of any such
recommendation or dternatively, if any such recommendation is accepted in whole or in
pat by the accredited organisation, but the Ral Safety Inspectorate consders that the
proposed remedid action is ether not to be caried out in a timdy manner or is
inadequate, then the Rall Safety Inspectorate should have the power to direct that the
remedid action be concluded within such time and in such manner as the Ral Safety
Ingpectorate may specify in writing. The legidation should aso require the accredited
organisation to complete the specified remedia action within the dated time. Findly, the
legidation should provide that the Miniger for Transport may, by written notice to the
accredited organisation, and the Rail Safety Inspectorate, extend the time for completion
of the remedid action and, if such extenson is granted, the Minister must provide written
reasons for extending the time. All notices and correspondence passing between the Rail
Safety Inspectorate and any accredited organisation relating to a recommendation of the
Rall Accident Invedigation Board contained in any invedigation report, and any
ministeria correspondence relaing to an extension of time, should be made public.

The legidation should require the Ral Safety Inspectorate to provide written reasons to
the Minigter, which should be made public, for any action or falure to take action agangt
an accredited rall organisation in relation to any nonrcompliance by that accredited rall
organisation with the terms of its accreditation or a recommendation contained in a Rall
Accident Investigation Board investigation report.

| reiterate that safety is paramount in the conduct of rall operations. Accordingly, the

legidation should provide that if a dispute should arise between the Ral Safety
Inspectorate and the Office of the Office of the Ral Regulator in relation compliance

173



with rail performance standards or any other matter, the direction given by the Rail Safety
Inspectorate should prevall. Similarly, if an accredited organisation were to receive a
direction from the Office of the Ral Regulator which was or maybe inconsgent with a
direction from the Rall Safety Inspectorate the direction from the Rail Safety Inspectorate
should prevall.

The Rail Safety Inspectorate should be provided with the necessary resources to retain
experts including specidids in engineering, organistiond safety, datidica andyss, and
human factors to enable it to cary out its functions It should dso be sufficiently
resourced with legd officers for the purpose of giving it advice in relation to the reevant
legidation, enforcement action including drafting notices and prosecutions.

| have conddered various dructura arangements for the Ral Safety Inspectorate but
have come to the concluson that it should be part of the Department of Trangport. The
legidation cregting it should preserve its independence from minigerid control. |
reiterate that the Ral Safety Inspectorate should be separate and independent from the
Office of the Ral Regulator created by the Trangport Adminigration Amendment (Rall
Management) Act 2000.

Rail Accident Investigation Board

In addition to the Rall Safety Inspectorate there should be a Ral Accident Investigation
Boad. The didinction between the Ral Safety Inspectorate and the Rail Accident
Investigation Board is that the Rall Safety Ingpectorate is charged with the responghbility
of accreditation, monitoring of the safety performance of rall organisations operating on
the New South Wades ral network and ensuring their compliance with the terms of their
accreditation.

The functions of a Ral Accident Invesigation Board are intrindcdly different to those of
a Ral Safety Ingpectorate.  Whilst | shdl set out in some detail below what | consider
would be appropriate functions and duties of the Rall Accident Investigation Board they
should not be taken to be exhaudive. The Ral Accident Investigation Board necessaily
has as its primary object the examination of accidents and incidents from a purdy
objective perspective to determine what has occurred, why it has occurred and what
needs to be done to rectify any deficiencies identified by the invedigaion. The Rall
Accident Invedtigation Board has no interest in determining blame and can therefore
examine the role of any organistion which may have contributed to an accident,
including the adequacy or inadequacy of the Rall Safety Inspectorate's monitoring of any
accredited organisation involved in the accident or incident. On the other hand, it is
fundamentd to the functions of the Ral Safety Ingpectorale to consder safety
responsbility, to monitor whether any accredited organisation or organisations ae
properly discharging their safety respongbilities and to determine, when an accident or
incident occurs, whether they are in breach of a condition of thelr accreditation and to
ensure compliance and, where appropriate, to prosecute for offences.

Such Boads exig in other countries where they ae multi-modad. The Canadian
Transportation Accident Investigation and Safety Board Act 1989 edtablished a Board of
that name now known as the Transportation Safety Board (heresfter Canadian TSB).
There ae many features of the Canadian legidaion which would be beneficid in the
cregtion of the Ral Accident Invedigation Board in New South Wdes. Apart from
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having the power to investigate railway accidents and incidents, the Canadian TSB has
the power to examine any dtuaion or condition that it has reasonable grounds to believe
could, if unattended, induce a raillway accident or incident. The Canadian TSB has not
more than five members, a least three of whom are full time members. The legidation
edtablishing the Canadian TSB provides that no finding by it is to be condtrued as
as3gning fault, or determining avil or crimind ligbility, and none of its findings are
binding on the parties to any other proceedings.

In New Zedand there is a specidist investigation body, whose function is to determine
the circumgtances and causes of accidents and incidents, with a view to avoiding smilar
occurrences in the future. It was created by the New Zedand Transport Accident
Investigation Commisson Act 1990, which edtablished a Commisson of not less than
three members and not more than five members. One of the commissoners must be a
barrister or solicitor of not less than seven years sanding, or a Digtrict Court judge.

One of the express functions of the New Zedand Transport Accident Investigation
Commisson is to co-operate and co-ordinate with overseas accident investigation
organisations.  The Commisson has the same powers as are conferred on a Commisson
of Inquiry by the Commissions of Inquiry Act 1908 (New Zedand).

The Commisson may appoint any suitably quaified person to be an assessor for the
purposes of any invedtigation and it may co-opt any assessor to be a member of the
Commisson. A co-opted member of the Commission is entitled to attend and spesk a
any meding of the Commisson, but is not entitted to vote on any question unless
authorised to do o by resolution of the Commission.

The Commisson mug invedigate a rall accident if it involves the desth of any person.
The Transport Accident Invedtigation Commisson Act 1990 (New Zedand) confers
power on the Miniser to direct the Commission to investigate an accident or incident,
contains provisons for the notification of accidents, and prohibits findings or
recommendations from being admissble as evidence in any proceedings, except a
coroner’ sinquest or adminigtrative review proceedings againg the Commission.

In the Netherlands, there is a Dutch Transport Safety Board, the Chairman of which is Mr
Peter van Volenhoven who is dso the Charman of ITSA, to which reference has
previoudy been made. He has expressed the view in a paper delivered by him tha
independence is a minimum requirement to ensure that safety is the sole interest that
investigations serve.  In his opinion, “[ijt must be beyond a shadow of doubt that no
gngle interest has influenced the findings or recommendetions” The Dutch Transport
Safety Board, for budget purposes, comes under the Netherlands Ministry of Transport,
but is fully independent and has extensive powers.

In a paper, titled Independent Accident Investigation: Every Citizen’s Right, Society’s
Duty, given in Begium on 23 January 2001, Mr van Vollenhoven sad in rddion to
previous forms of independent investigations:

It was not until much later that the public began to question sgnificance or
worth of these invedtigations. For if the intention was to learn from them and
if so many conflicting interets were involved, they had to meet one very
basic condition. They had to be carried out independently of dl interests but
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one. And that one interest was safety. There could not be even the dightest
suggestion tha any other interest influenced the findings of the investigation,
or the committee' s recommendetions.

Increasingly, people began to redise that government inspectors were not
independent.  After dl, they were closdy involved in drafting regulations,
and monitoring compliance. They were, in fact, both judge and jury.

....But experience shows, in practice, the word “independent” is open to
many different interpretations.  According to the dictionary, ‘independent’
means ‘free of control and autonomous. | regret to say that this definition
does not apply to many ‘independent’ investigations.

As | have dready pointed out, many invedigations are ill carried out by
government agencies. In my experience as Chairman of ITSA, governments
are rductant to give up this respongbility. Often, they see criticism of the
findings as a mation of no-confidence. What's more, they are convinced that
their ingpectors are acting in good fath. But what | fed governments fal to
undersand is that in carrying out these investigations themsaves — however
well they do so — they are inviting criticism.  And the only way for them to
put a stop to this criticism is to s&t up independent safety boards. Boards who
ae df-supporting and anchored in law and they address ther
recommendations directly to the parties concerned.

Because any suggestion of conflict of interests is a threat to the credibility of
investigations and their findings.

Mr Brian Langton, the then shadow Minigter for Transport, proposed an amendment to
the Rail Safety Bill on 8 September 1993. Hansard for the Legidative Assembly records
Mr Langton addressing the House as follows:

The Oppogtion will move to grengthen the Bill by adding a new part 1V to
edablish to edtablish a rallway accident invedtigation and safety bureau which
would be asmadl high powered group with the authority of the Crown.

There should be an independent Rail Accident Investigation Board in New South Wales.
| now recommend that the Ral Accident Invedtigation Board have the powers and
functions heresfter stated. It will provide an objective measure of the safety performance
of the indudsry. As Dr Levedey observed, datistica information in relation to accidents
is of little assstance when it comes to determining how safe an industry is. When it
comes to determining how safe an indudtry is, an industry can go dong for many years
with a large number of potentidly serious incidents occurring because it is not being
safdy managed until contributing factors coincide and a disester results.  The community
cannot afford the catastrophic consequences that might arise from trains carrying up to a
thousand passengers colliding.

Having heard the evidence in relaion to the Glenbrook rail accident and having examined
the sdfety peaformance of the ral organisations in a number of aeas following
disaggregation in 1996, | condder that in many respects an accident of the kind that
occurred at Glenbrook was ineviteble. It is only by the vigilance of the Ral Safety
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Inspectorate and the investigatory functions of the Rail Accident Investigation Board that
events can be anticipated and safety can be managed so asto prevent such an accident.

| do not envisage that the Rail Accident Investigation Board will need to have many daff.
It could have a part time charman who should be legdly qudified and experienced. The
other members of the Board, who could dso be part time, should include an expert in
accident invedtigetion, a person with senior managerid experience, a person with sound
knowledge of the ral industry and its operations and a person with safety management
experience, not necessaily from therall industry.

The Boad should have employees who ae skilled in sysem safety accident
investigation, human factors, organisationd and management sysems and data andyss.
In addition the Board should have the power, provided that a conflict of interest would
not thereby be created, to engage on a temporary bass the services of persons having
technica or specidised knowledge to assist the Board. It would need to have a senior
executive responsble for its day to day operations.

Accredited rall organisations should be required to report any accident or incident to the
Ral Accident Invedigaion Boad, to conduct ther own interna investigaion and
provide reports of that investigation to the Board.

The Ral Accident Invedigation Board should not be involved in invedigaing every
accident or incident on the ralway. It should determine for itsdf which accidents it
should invedigatee  The Ral Accdent Invedigaion Board should invedigae any
accident or incident if directed in writing by the Minister for Trangport to do 0.

The Board will then decide whether or not to direct the rail organisation to investigate the
accident again after conddering whether there ae any aess of weskness in the
investigation conducted by the ral organistion. Alternaivey, it should be able to
undertake its own invedtigation or appoint an outdde expet with appropriate
qudifications, engineering or otherwise, to conduct an independent invedtigation into the
circumgtances of the accident or it could use its own investigators for that purpose. That
isadecison that the Board should make.

The Board should have the capacity to conduct invedtigations at different levels. It
should have the power if necessary to hold public hearings a which witnesses can be
compelled to attend and be examined in a way not dissmilar to the way in which this
Specid Commission of Inquiry proceeded. This should only occur in cases where the
seriousness of the accident and the public concern judtifies afull public hearing.

The invedigdaion reports, including any interim reports, of the Ral Accident
Investigation Board should be tabled in Parliament as soon as they are completed and
thereefter be made public. If Parliament is in recess, then provison should be made in
the legidation for the reports to be made public as soon as they are completed, whether or
not Parliament is sesson. The Board should aso provide an annua report to Parliament.

It should be pat of the ongoing functions of the Ral Accident Invesigation Board to
collect, andyse and report on data in reation to ral safety matters not only from New
South Wales but dso from interstate and overseas. The Board should have the power to
digribute the information thereby obtained to the Depatment of Transport, the Rail
Safety Inspectorate and any accredited organisation.
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In addition to its accident and incident invedtigation function, the Ral Accident
Investigation Board should:

I. Mantan a no fault incident and near miss reporting sysem for the entire rall
indudtry.

ii.  Monitor ral accidert invedigaions throughout the world, mantaining a library of
such investigation reports.

iiil. Maintan the incident database currently compiled by the Transport Safety Bureau,
and report annudly on the safety performance of accredited organisations to
Parliament.

The Board should be funded by the government and not the rail industry.

The legidation should provide that proceedings of the Board and communications made
in the course of investigations may neither be disclosed nor used, other than by the Board
and may not be used in any legd or other proceedings except a prosecution for perjury or
aprosecution under the relevant rail legidation.

The legidation should contain an appropriate secrecy provison, binding upon Al
members and officers of the Board, prohibiting disclosure of any information obtained in
the course of the discharge of their functions or duties.

The legidaion should provide that, save for coronid proceedings, an investigator is not
compellable to appear as awitness in any court proceedings.

The legidation should provide that any statement by any member or officer of the Board
relating to an investigation isinadmissible in any legd, disciplinary, or other proceedings.

The dructurd arangements in reation to the Ral Accident Investigation Board are a
matter for government. The second interim report recommended that it be a separate and
independent body. Any structurd arrangement which ensures that it is both separate and
independent will accord with my recommendation. Any dructurd arangement which
weskens its separation or independence will, in my opinion, detract from the robust
dructure for the management of rall safety which | have recommended in this find

report.
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Recommendations

| make the following recommendations.

Training

1.  Sdection processesfor dl safety critical saff should include psychometric testing.

2.  Thetraning of railway employees should include:

I. The development of safe behaviour as the principa object of training.

ii.  Emphadson teaching of the safety rationde for al rules and procedures.

iii. Practicd examples drawn from Audrdian and oversses experience to
demondrate the consequences of falure to apply operationa rules and
procedures correctly or in athoughtful manner.

iv. An appropriate balance between the practicad work experience and classroom
components of any training program.

v. The use of modern, interactive smulaiors as a core component of training
programs.

vi. Emphass on the importance of team work in ral operaions including
ensuring that operationa employees have a clear understanding of the duties,
roles and pressures involved in the work of other operationad occupationd
groups.

3.  Tranersof sdfety criticd gaff should have and maintain operationa experience.

4.  Tranersof safety criticd saff should develop and maintain ther training skills.

5.  The peformance of traning organistions and individud traners be regularly
asessed by accredited ral organisations and audited by the Ral Safety
Inspectorate.

6. The processes and tchniques used for the assessment of the competency of safety
critica dtaff be upgraded and strengthened to ensure such assessments are effective
and regularly performed.

7. There should be random auditing by the Rail Safety Inspectorate of the assessments

of the competence of safety critica employees.

Train Drivers

8.

All train drivers should have comprehendve route knowledge at dl times,
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9. The Ral SAfety Ingpectorate should conduct random audits of drivers to determine
their competency and the adequacy of their route knowledge.

10. All trans be fitted with data loggers to enable, among other things, train driver
performance to be monitored.

11. Train drivers with less than three years driving experience be classed as provisond
drivers.

12.  All Provisond drivers rogered on standby should travel with experienced drivers.

13. A dassof principd driver be created to ingtruct provisiona drivers.

14. The podtion of team leader be crested to be responsble for a group of
goproximately 30 drivers to act as a mentor and to instruct them individudly or
collectively on any safety related matter.

15. Each team leader should be respongble for the technica competence and safety
behaviour of each driver in histeam.

16. The Ral Safety Ingpectorate should conduct random audits to determine whether
the team leader system is being implemented effectively.

TracksdeWorkers

17. No tracksde worker should be required to be soldy responsble for his own
protection.

18. All tracksde work supervisors should be trained to assess and control risks to
trackside workers.

19. The Ral Safety Inspectorate should conduct random audits of the safety protection

of trackside workers.

Safeworking Units

20.

21.

180

The project to rewrite the safeworking units should be given the highest priority.
The objectives of the project to rewrite the safeworking units should be to:

I. Deveop safeworking units sructured around a core set of fundamenta
principles.

ii.  Eliminate undesrable or unnecessary materid within the rules.
iii.  Eliminate undesirable or unnecessary rules.

iv. Ensure the safeworking units are concise and easy to read and expressed
without unnecessary narrétive content.



22.

23.

24,

25.

v.  Usediagramsand illugtrations when appropriate.

Continuad and detalled input into the redevdopment and redrafting of the
safeworking units should be sought from persons with expertise and experience in:

I. Traning, both in the development of training programs and the teaching of
safeworking units.

ii. Opeationd activiies including tran drivers, dgndlers guads, train
controllers, worksite supervisors and any other occupation within the rall
environment which may have to apply the safeworking units in their day to
day duties.

iii.  Human factors.

iv.  Engineering expertise in eech of the railway engineering disciplines.

v.  Drafting of operationa proceduresin other hazardous industries.

Handbooks should be prepared for digtribution to persons employed in specific
sdfety critical railway occupationa groups and contain the particular safeworking

units relevant to each group.

The Ral Safety Ingpectorate should be responshble for gpproving al redrafted
safeworking units.

The Ral Safety Inspectorate should ensure there is proper testing of the
safeworking units to ensure that they are unambiguous and easly understood.

Communications

26.

27.

28.

29.

30.

31

The Ral Safety Ingpectorate should ingigate and develop a standard for railway
communications within twelve months of its establishment.

The Ral Safety Inspectorae should ensure that the dandard for railway
communications, once developed, is fully implemented.

Untl a unfoom and integrated communications sysem is implemented in
accordance with the standard, dl types of communications equipment should be
permitted for the communication of safety critica information.

No tran is to be opeaed without being equipped with operative radio
communications equipment.

The exigting communications protocols should be reviewed and redeveloped
following consultation with other rlevant organisations.

The revised communications protocols should incorporate a requirement that
drivers be informed of route changes.
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32.

33.

35.

36.

37.

The revised communications protocols should incorporate a requirement that
drivers be informed of the likey location of any tracksde workers they may
encounter.

All  communications protocols should be drictly enforced by accredited rall
organisations.

It should be a condition of accreditation that raill organisations grictly control the
ue of any private audio or visud device in aess where sdfety critica
communications occur.

The Ral Safety Ingpectorate should conduct random audits of compliance by
accredited rail organisations with the communications protocols.

The Ral Sdfety Ingpectorate should supervise a trid of tran to tran
communications to evaluate their advantages and disadvantages.

If the trid satidfies the Ral Safety Inspectorate that train to tran communications
should be introduced, then they should be implemented as soon as possble,

Networ k Control

38.

39.

40.

The exiging Network Control centres should be modernised by centraisng the
train control function, including the functions currently performed by signdlers.

Train controllers should be provided with the necessary support to enable them to
effectivdly and safely control the movement of trains from a centrd location,
induding:

I. Computerised train control systems which provide a red time display of the
postion of trans and computer generated solutions to assst controllers to
minimise or avoid disruptions to norma operations.

ii. Ensuring that al support functions required by train controllers are located
within the same centralised train control rooms.

No train controller should be required to manage disruptions to norma operations
without the immediate persona assistance of a senior supervisor.

Drug and Alcohol Testing

41.

42.
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There should be random breath testing by authorised officers of the Ral Sefety
Ingpectorate of railway employees engaged in safety critical work.

There should be drug testing of ralway employees involved in an accident or
incident.

The Ral Safety Inspectorate should examine the advantages and disadvantages of
introducing a system which enables the immediate and reliable assessment of the
fitness to commence duties of safety critica employees.



Overseas Contact

44,

All accredited ral organisations, the Department of Transport, the Office of the
Ral Regulator, the Ral Safety Ingpectorate and the Ral Accident Investigation
Board should each avail themsdves of the information and expertise in respect of
ral safety management which existsin oversessrall organisations.

Rail Safety Inspectorate

45.

46.

47.

49,

50.

The second interim report recommended that there be established a Ral Safety
Inspectorate.

The primary function of the Rail Safety Inspectorate should be the accreditation of
raill organisationsin New South Wales.

The Ral Safety Inspectorate should refuse accreditation to any organisation unless
it issatisfied, in addition to any other matters, that:

I. It has a rigorous and robust safety management system which conforms to the
highest internationa standards of safety management and practice.

ii. It has an dfective sfety management plan for the implementation,
monitoring and ongoing improvement of its safety management systems.

iii.  The members of the board, the Chief Executive Officer and al other officers
holding senior managerid postions condder the safety of the organisation’s
activities asitsfird priority.

iv. It has an effective system for identifying safety risks in its operations and has
effective mechanisms for contralling those risks, monitoring the effectiveness
of the controls, and adjusting the controls accordingly.

v. It has an effective sydem for determining the priority of activities for
removing, reducing or contralling particular risks.

vi. It has the resources, including sufficient numbers of employees, to ensure that
the safety of rail operations can be maintained under any circumstance.

The Ral Safety Inspectorate should be required to make public al notices of
accreditation issued by it.

The Ral Safety Inspectorate should have the responshbility to ensure tha each
accredited ral organisation complies with its accreditation and any conditions and
regtrictions specified in the accreditation.

The Ral Safety Inspectorate should be given the power to impose a range of
sanctions, induding prosecution of individud board members, chief executive
officers and the accredited organisations, to enforce compliance with the
accreditation and any conditions or restrictions specified in the accreditation.
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52.

53.

55.

56.

57.

58.

59.

60.

61.

62.
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The Rall Safety Ingpectorate should be given the power to conduct safety audits of
any accredited organisation.

The Rall Safety Inspectorate should be given the power to inspect any person or
thing which might give rise to an unsafe activity or outcome on theral network.

All safety audit reports of the Rail Safety Ingpectorate should be made public.

The Miniger for Trangport should be given the power to direct the Ral Safety
Ingpectorate to conduct a safety audit or ingpection of an accredited organisation.

The report of any audit or inspection directed by the Miniger for Transport should
be made public.

The Ral Safety Ingpectorate should be given the power to serve any accredited
organisation, or any person who appears to be employed by or otherwise associated
with an accredited organisation, with a written notice requiring Specified action to
be taken or stopped, which an authorised officer of the Rall Safety Ingpectorate has
ressonable cause to believe may give rise to an unsafe activity or outcome on the
rail network.

Legidation should be introduced to make it an offence, attracting subsantid
pendlties, for falure to comply with such anotice.

The Rail Safety Inspectorate should be given the power to approve any variation to
an accredited organistion’'s sty management  system, including  internd
dructura changes, provided that the Rall Safety Ingpectorate first receives a
digpostion satement and is sdatisfied that a proper safety vdidation process has
been conducted and that the variation will not reduce the level of safety of rall
operations.

Legidation should be introduced to make it an offence for an accredited
organistion to vay the safely management sysem with which it obtaned
accreditation without the prior written gpprova of the Rail Safety Inspectorate.

The Ral Safety Inspectorate should be given the power to examine proposed
gopointments and exiging appointments to the board and senior management
pogtions, including that of the chief executive officer, of an accredited organisation
to enable it to satidy itsdf that any such appointee or proposed appointee has an
gopropriate leve of undersanding and commitment to the safety of the ral
operations in which the organisation is, or is seeking to be, involved.

The Ral Safety Ingpectorate should be given the power, if not so saisfied, to
provide a written report to that effect to the person or persons responsible for
making the appointment.

The Ral Safety Ingpectorate should be given the power to rgect a sdfety
management plan of an accredited organisation if the plan is, in the opinion of the
Rail Safety Inspectorate, inadequate in any respect.
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65.

66.

67.

68.

69.

70.

71,

72.

The Ral Safety Inspectorate should be given the power to dlocate or remove the
respongbility for any particular safety matter to or from an accredited organisation.

Authorised officers of the Ral Safety Inspectorate should be given the powers to
enter upon land, including premises and rolling stock, and to require an accredited
organisation or any person who gppears to be or to have been engaged in any rall
activity, to produce any document, including a document in eectronic form, or any
thing which an authorised officer reasonably believes rdates to a matter which does
or could affect the safety of rail operations,

Authorised officers of the Rail Safety Inspectorate should be given the power to
require any person to provide information ordly, eéectronicdly, or in writing which
the authorised officer reasonably believes does or may affect the safety of ral
operations.

The legidation should make it an offence to fal to provide the document, thing or
information requested.

The legidation should meke it an offence to provide fdse or mideading
information to an authorised officer.

The Ral Safety Inspectorate should be given the power to monitor and ensure
compliance by accredited ral organisations with the recommendations made in any
report of the Rail Accident Investigation Board.

The legidation should provide that any accredited ral organisation that is affected
by any recommendation made in a report of the Ral Accident Investigation Board,
within 60 days of the redease of the report, inform the Ral Safety Inspectorate in
writing, as to each such recommendation, whether it accepts or reects the
recommendation in whole or in pat and, if rgected in whole or in part, provide
written reasons for such rgection.

The Rail Safety Inspectorate should be given the power to require an accredited
organisation to inform it in writing how it proposes to implement a
recommendation made in a report of the Ral Accident Investigation Board and the
proposed timetable for its implementation.

The legidation should provide that in the event that the Ral Safety Ingpectorate
does not agree with the reasons for the regection in whole or in part of any such
recommendation or dternatively, if any such recommendation is accepted in whole
or in pat by the accredited organisation, but the Rail Safety Inspectorate considers
that the proposed remedid action is ether not to be carried out in a timey manner
or is inadequate, then the Rail Safety Inspectorate should have the power to direct
that the remedid action be concluded within such time and in such manner as the
Ral Safety Ingpectorate may specify in writing and the accredited organisation
should be required to comply with such direction.

The legidation should provide tha the Miniger for Trangport may, by written
notice to the accredited organisation, and the Rail Sefety Inspectorate, extend the
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74,

75.

76.

77.

78.

79.

time for completion of the remedid action and, if such extenson is granted, the
Minister must provide written reasons for extending the time.

The legidation should provide that the Rail Safety Ingpectorate give written reasons
to the Miniger for Transport for any action or falure to take action agangt an
accredited rall organisation in relation to any non-compliance by that accredited rail
organistion with the terms of its accreditation or with any recommendation
contained in an investigation report of the Rail Accident Investigation Board.

The legidation should provide that dl notices or correspondence passing between
the Ral Safety Ingpectorate, the Minider and an accredited ral organisation
rdaing to any recommendation contaned in a report of the Ral Accident
Investigation Board be made public.

The Ral Sdafety Inspectorate should be provided with the necessary funding to
retain expets, including specidids in engineering, organisationd safety, ddidica
andyss and human factors, and to employ or retain legd officers and to otherwise
finance its activities.

The Rall Safety Ingpectorate should be within the Department of Transport.

The legidation whereby the Rail Safety Inspectorate is created should provide for
its independence from minigterid control.

The legidaion whereby the Ral Safety Inspectorate is created should provide for
its independence from and paramountcy over the Office of the Ral Regulator
created by the Transport Administration (Rail Management) Amendment Act 2000.

A project team should be established within the Rall Safety Inspectorate, over and
above its norma daff esablishment, for the specific purpose of ensuring that the
recommendations in this find report are implemented by each relevant accredited
organisation and that the Ral Safety Inspectorate should report in writing to the
Miniger for Transport & not less than dx monthly intervas regarding the
implementation of these recommendations and dl such reports should be made

public.

Rail Accident Investigation Board

80.

81.

82.
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The second interim report recommended the establishment of a Ral Accident
Investigation Board.

The Ral Accident Invedigaion Boad should have as its primary role the
independent, imparti and unbiased investigation of accidents and incidents for the
purpose of identifying any matter which may have or did contribute to an incident
or accident or which might contribute to an incident or accident in circumstances
smilar to those which occurred.

The legidation should provide that the Ral Accident Invedigation Board may
conduct its own investigations or require an accredited ral organisation to conduct
an investigation and provide it with areport.
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90.
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92.

93.

94.

95.

The legidation should provide that any incdent or accident involving an accredited
organisation be notified to the Ral Accident Investigation Board in writing as soon
as practicable after its occurrence and in any event no later than 24 hours after the
occurrence.

The Ral Accident Invedtigation Board should have the power to conduct public
hearings at which witnesses can be compdled to attend and be examined.

The Rail Accident Investigation Board should collect, andyse and report on data
relating to rail safety matterswithin New South Wales.

The Ral Accident Invesigation Board should have as one of its functions the
collection and andysis of information in reation to ral safety from interdate and
oversess.

The Ral Accident Invedtigation Board should have as one of its functions the
ongoing liason with oversees ral safety organisations, including membership of
and participation in internationa railway organisations and conferences.

The legidation should provide that the Ral Accident Invedtigation Board be
required to provide such information to the Depatment of Trangport, the Rall
Safety Inspectorate and any accredited rail organisation.

The legidation should provide that proceedings of the Ral Accident Investigation
Boad and communications made in the course of its investigations may not be
disclosed, other than by the Board, and may not be used in any legd or other
proceedings except a prosecution for perjury or a prosecution for an offence under
the rdlevant rail legidétion.

The legidation should provide that save for coronid proceedings an investigator
authorised by the Board is not compellable as awitness in any court proceedings.

The legidation should provide that any statement by a member or officer of the Rall
Accident Invedtigation Board rdaing to an invedtigdion is inadmissble in ay
legd, disciplinary or other proceedings.

The legidaion should provide that no member or officer of the Ral Accident
Investigation Board may disclose any information obtained by the Boad in the
course of the discharge by it of its functions.

The Ral Accident Invedigation Board should mantan a confidentid system for
the reporting to it of any incident which did or may have caused an unsafe activity
or outcome in the course of rail operations.

The Ral Accident Invedigation Board should make public each of its investigation
reports.

The Ral Accident Investigation Board should publish an annua report to be tabled
in Parliament.
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