


Welcome to Resourcing Solutions’s August 2015 safety briefing 

In this edition:

• Life Saving Rules

• Important updates from Network Rail and clients

Action required

After reading this briefing, you are required to respond. Please see details of how to do this at the end of 

the briefing.
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Rail Plant: Machine/Crane Control
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MEWP Collison
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On Sunday the 19th July 2015, two MEWPS were being operated in a worksite undertaking OLE adjustment works. On the completion 
of the works, the two machines were dispatched back to the access point 50 mtrs apart.

The first MEWP came to a stop at the RRAP ready to exit the track. The second MEWP continued to travel and came within 15mtr of 
the stationary MEWP ad a speed of approximately 5mph.

The operator applied the brake but due to the wet weather, the MEWP continued to slide along the track and a slow speed collision 
occurred. There was no injury to any personnel and minor damage to the MEWP handrail.

Learning Actions:
Safe distance between all OTP’s when in transit to maintained. This includes maintaining 100m 
(two OLE structures) from a machine in advance.

When there is a requirement approach another machine i.e: at the site of work, then the MC
must stop the machine as a distance of 100m, then approach at caution.

You must be aware of the importance of a change in the weather conditions, gradient, condition of 
the track, and the impact this has on stopping distances.
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Fatal accident involving a young person

Three teenagers accessed Wrenthorpe Sidings near Wakefield on 11 July 2015 resulting in one being electrocuted and the others 
requiring hospital treatment. 

The facts remain subject to determination by the coroner however initial reports suggest that the teenagers gained access to the 
railway by climbing over the parapet of a railway underbridge and then under two fences. There was a well-trodden path for the 
route the teenagers appeared to have taken with a route under the fences having been dug out. 

When lineside it is believed that one of the group climbed onto an empty coal wagon and came into contact with the live 
overhead line (OLE). He fell into the empty wagon and was pronounced dead at the scene. The coal wagons had been stabled in 
the sidings for five weeks.



Spare and redundant lineside materials
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On Friday 31 July 2015 the Petersfield signaller reported 
multiple track circuit failures between Liphook and Liss on both 
main lines and that Liss CCTV level crossing had failed in the 
lowered position.

Response staff found one of the location cabinets on fire. They 
removed the fuses and extinguished
the fire.

Initial investigation found that a 400 yard length of redundant 
conductor rail in the cess had moved and come into contact 
with the live conductor rail at one end and the hand rail of a 
location case at the other. 

The hand rail and location case were earthed together and the 
current travelled into the signalling supply system. 

The redundant conductor rail had not been secured to prevent 
movement in hot weather conditions.



OLEC Competences
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OLEC Competencies 1-3 are now being incorporated into Sentinel. This will become an authority to work which means from the
1st of August, anyone without the prescribed competence on their Sentinel record may be turned away from OLE construction
sites.
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Network Rail Health & Well Being Strategy
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Site Leader Safety update
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M3 fatal injury briefing

All work involving remotely controlled vacuum excavators must be stopped and not restarted until points below are 
fully addressed On the morning of 27th of July 2015 a balfour Beatty contractor, working for a subcontractor on the M3 
project in Surrey, was killed whilst operating a vacuum excavator (an example vacuum excavator is pictured below). 
Our thoughts and sympathies are with his family and colleagues.

Investigations are underway, and they are working with the authorities to understand what happened.
Coming so soon after a death in Hong Kong and after our UK-wide stand-down for safety on Friday, this tragic accident 
must remind us all again very strongly that we cannot take safety for granted.

We will share learning from this tragic incident as soon as we are able to, but in the interim all work involving
remotely controlled vacuum excavators must be stopped and not restarted until the following points
can be satisfactorily implemented in full:

A full exclusion zone must be established around the operation which must include the operating radius
of the boom as a minimum

If anyone has to enter the excavation for any reason, the boom
must be moved to a safe position and the
machine must be completely isolated

If the remote control is operated through an umbilical cord, this
must extend to allow the operator to work



Sentinel Support Summer Edition 2015
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SSOWP Paper Work
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The Challenge
It has been brought to our attention that Controllers of Site Safety (COSS) are failing to complete the paperwork in full prior to the
work starting and return it.

The Solution
It is the Controller of Site Safety’s (COSS) responsibility to ensure the paperwork is completed in full and returned. Auditing will be
taking place of SSOW packs and tool box talks or briefings with repeat offenders.

The Benefit
The benefit of completing the paperwork will mean the project will be delivered on time the workers will be safe and the Controller
of Site Safety (COSS) won’t be stood down.



Train Collision and derailment
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On 1 August 2015 at approx. 11.15 a.m. an engineering train travelling at 28mph in a track renewals worksite collided with the rear 
of a stationary engineering train which was on the same line. This resulted in the locomotive and a further 18 wagons being 
derailed. 

Several wagons and the locomotive sustained extensive damage. Fortunately, the driver of the train was not
seriously hurt. 

The line was blocked for two weeks while the extensive recovery took place. The incident is being investigated, both by the industry
and the Rail Accident Investigation Branch, RAIB. RAIB has issued an Urgent Safety Advice.
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Safety Bulletin – GSM-R not to be used by TOCs and FOCs on HS1 infrastructure 

This bulletin informs all Train Operating Companies and Freight Operating Companies that the use of GSM-R cab mobiles for
all calls, including RECs, is prohibited on the HS1 infrastructure until further notice.

this restriction will be in place until ‘Authority to put in Service’ (APIS) is granted by the ORR. It is estimated that authority will
be approved in October 2015; until this time Cab Secure Radio must be used as the normal means of communication
between signallers and train drivers.

This bulletin does not affect the condition of usage on NRIL infrastructure or the use of maintenance hand portable radios.
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Once you are confident with the content of 

this briefing, please respond that you have 

read it by emailing 

compliance@resourcing-solutions.com

Thank you.
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Compliance Team

Resourcing Solutions

Thames Valley Headquarters

Ruscombe Business Park

Reading

Berkshire

RG10 9JW

Tel: 0118 924 1639

Email: compliance@resourcing-solutions.com

www.resourcing-solutions.com


