
REPORT: FE-25-97


RAILROAD: Union Pacific Railroad Company (UP)


LOCATION: Elko, Nevada


DATE, TIME: Aug. 15, 1997, 3:30 a.m., PST


PROBABLE CAUSE:


The Switchman entered between his consist and the 3-car cut to adjust the 
coupler drawhead and was pinned between the cars by the unexpected 
return movement of the 3-car cut. 

EMPLOYEE: Craft................................................................. 

Activity.............................................................. 

Occupation......................................................... 

Age..................................................................... 

Length of Service............................................... 

Last Rules Training............................................ 

Last Safety Training........................................... 

Last Physical Examination................................. 

Circumstances Prior to the Accident 

Transportation 

Switching 

Switchman 

53 years 

28 years 

Sept. 3, 1996 

Aug. 23, 1996 

Aug. 8, 1990 

On Aug. 14, 1997, at 11:59 p.m. (PDT), the Switchman reported for duty on Yard Job No. YEL­
52, at the UP’s Elko Yard office (milepost 669). The Crew comprised an Engineer, Switch 
Foreman (Foreman), and Switchman. The Switchman was observed by fellow employees and 
appeared to be fit for duty. All three Crew Members were regularly assigned to this job and had 
16 hours rest prior to going on duty. Between 11:59 p.m. and the time of the event, the Crew 
performed yard switching, coupling up cars on yard tracks, and making up trains. 

Prior to the event, the Switchman was instructed by the Foreman to go to Track No. 11 and be 
ready to couple up the cars on that track after the Foreman and Engineer had completed 
switching on the other tracks. During this time, the Engineer and Foreman were switching cars 
on Tracks Nos. 6, 5, and 11. 

After the Foreman and Engineer completed these moves, the Foreman contacted the Switchman 
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by radio and asked if he was ready to stretch Track No. 11 to determine if all the cars were

coupled together. The Switchman said he was ready, and the track was stretched. The

Switchman then noticed that another coupling had to be made about five or six cars from the rear

of the cut. The Switchman walked up and made that coupling. After discussing some switching

movements over the radio, the Switchman was instructed by the Foreman to stay on Track No.

11 until the cars were coupled. Then the Switchman would walk over to Track No. 4 and make

sure those cars were coupled together. The Switchman responded over the radio that it would be

no problem and at that point, the Foreman turned over control of the movements to the

Switchman on Track No. 11. 


The Foreman walked over to check the cars in Track No. 4 against his switch list. While at

Track No. 4, the Foreman realized that the Switchman was not making any moves on 

Track No. 11, so he tried to contact him on the radio with no response. He then contacted the

Engineer, who tried to contact the Switchman with no response. At that point, the Foreman told

the Engineer that he was going back to check on the Switchman. The Foreman got in a van used

by the Switch Crews and drove back to Track No. 11, where he saw the Switchman’s lantern

lying between the rails on Track No. 11. 


Weather conditions at the time of the accident included a clear, dark sky, and a temperature of

65º F.


The Accident 

The Foreman found the Switchman crushed between two cars. He immediately notified the 
Engineer, who contacted the proper authorities. The two locomotives and 27 cars were not 
moving when the Switchman was found by the Foreman. 

The Elko Police and Fire Departments were called and arrived on the scene at about 4:10 a.m. 
The Coroner, who was notified and arrived at about 5 a.m., pronounced the Switchman dead at 
about 5:15 a.m. 

The railroad reported no damage to equipment as a result of this event. 

(Please see the attached two diagrams of Elko Yard to better visualize the accident scene and 
chain of events that led up to the fatality.) 

Post-Accident Investigation 

The Switchman was familiar with this yard, having performed duties as a Conductor in the past. 
The Switchman had been a Conductor for over 20 years and had bid on the Switchman’s job in 
the yard following the merger of UP and Southern Pacific Railroad. This was his second time on 
this particular shift in the yard. 

The investigation revealed that when the coupling was attempted six cars from the rear of the 
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cut, the last three cars, which were not coupled at the time due to misaligned couplers, rolled 
away freely and stopped approximately 140 feet from the Switchman’s position. The Switchman 
then attempted to adjust the coupler on this car prior to coupling the last three cars, which had 
rolled away. During this time, the Switchman did not notice the 3-car cut rolling back toward 
his location. 

Toxicological testing of the deceased was performed under the authority of 49 CFR Part 219 
Subpart C, with negative results. Testing procedures by the railroad were not followed. The 
Crew failed to complete FRA F6180.73, failed to insure samples were collected in a timely 
manner, failed to make the kit immediately available, and failed to follow prescribed procedures 
in completing form FRA F6180.74. FRA investigators indicated they would cite violations 
against the carrier. 

Inspection of track and equipment revealed no evidence of conditions that could have caused or 
contributed to the cause of the accident. The two drawbars involved in the accident indicated 
that they needed to be oiled and were very hard to move. The 24-hour inspection reports on both 
locomotives were in compliance. 

The event recorder print-out for both locomotives, UP 3946 and UP 3646, indicated that the 
speed varied between 0 and 4 mph. The track had about ½ of 1.0 percent grade in both 
directions, meeting in the middle of the track. The track was clear of obstacles and provided 
good footing. 








