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21 1/12/1995 NS CTC 8031 Track Circuit Devon, WV N

At approximately 8:00AM, train No. 946U1 was shoving a caboose and four (4) cars eastbound from #2 Storage Track onto the Buchanan Branch at Devon.  
The move was governed by dwarf signal 4L which displayed a SLOW APPROACH aspect.  The move was stopped with three (3) cars past the 4L signal and 
inside the "OS" at Devon, in order to make a reverse movement.  It was noticed by the train crew that 4L signal was still displaying SLOW APPROACH.  Once 
the reverse movement started, 4L signal went to a STOP aspect.

Investigation by signal personnel showed that a 0.06 ohm shunt, when applied at the base of the rail in the "OS" track circuit would drop the "OS" track relay.  
However, when held to the top of the rail, the shunting was erratic.  There were signs of rust on the wheels in this area.  Further investigation led to the 
determination that rust on the top of the rail in #2 Storage Track had built up on the wheels of the cars being shoved, and that, along with the rust already on the 
"OS" rails, caused loss of shunt.  A cut of cars was shoved back onto the "OS" to verify this finding.  Intermittent shunting was evident on this cut, also.  A car 
with brake applied was pulled over the affected tracks to clear the rust to the point where shunting was reliable.

Ground tests were performed and proper track relay current was verified.  No other discrepancies were found, and the signal system was returned to service.

Loss of Shunt - Possible Rust or Foreign Material on Rail

17 6/30/1995 CSXT CTC Train Q31728 Signal 2001 Keyser Station, WV N

On June 30, 1995, Train Q-31728 reported receiving two Yellows and a marker at Signal 2001 with crossover at Keyser Station line from #1 to #2.

The signal system was removed from service.  Signal personnel performed all operational tests and discovered the RE circuit was lodged with the YE circuit.  
Repairs and additional operational checks were made.

Signal system is not functioning as intended and is returned to service.

Failed Equipment or Device - Interior Wiring
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32 11/12/1995 NS CTC 8592-6520 Poleline Bradshaw, WV N

At approximately 1:40 AM, Train No. Q16U710, traveling westbound on the Dry Fork Branch, reported they observed intermediate signal I-125 change from 
RESTRICTING to CLEAR for about a minute and a half then go to APPROACH.  This occurred as light engines running as Train No. 960U7 were reportedly 
passing the controlled signal ahead at Bradshaw, MP I-11.5.

Signal personnel were called to investigate and upon arrival were unable to duplicate the problem.  However, it was observed that the pole line was storm 
damaged at five locations between Mileposts I-11.5 and I-12.5.  Line wires that controlled the aspect of signal I-125 were either shorted or broken.  Five trees 
were then removed from the line, and the wires were repaired.  All involved equipment was tested and an operational check was made on the signal.  The 
signal system was found to be operating properly and was released for service.

Analysis of the line wires damaged by the fallen trees indicated that possibly leakage through the wet trees laying across the line could have conducted 
enough current to have picked the 125 HD relay.  This condition would only have been a possibility while the OS circuit at Bradshaw was de-energized which it 
was for about a minute and a half while Train 960U7 was passing.  It was concluded that the factors present could have caused signal I-125 to display a false 
proceed aspect.

Maintenance - Pole Line (storm, excessive vegetation, rotting poles, excessive slack in wires, etc.)

95 5/11/1996 NS CTC 8951-8955 Human Error Williamson, WV N

At approximately 7:10PM, Train No. 195U110 had uncoupled from its train on the Old Passenger Main and pulled west of the 82L signal on Main 2.  The Bluefield 
dispatcher lined a route for No. 195 to move east toward the SV Main, and Signal 82L indicated DIVERGING APPROACH DIVERGING.  Because the next signal in 
this route, 92L, was at STOP, the 82L signal should have displayed DIVERGING APPROACH.  Train 195 was safely stopped before passing the 92L signal, and 
signal personnel were notified.

Signal 82L is a color position type.  DIVERGING APPROACH is represented by Red-horizontal over Yellow-45 degrees.  DIVERGING APPROACH DIVERGING is 
represented by Red-horizontal over Flashing Yellow-45 degrees.  The incident was duplicated by signal personnel.  It was evident that any time 82L was setup 
to display DIVERGING APPROACH, the bottom head would flash making the signal incorrectly indicate DIVERGING APPROACH DIVERGING.  This was caused by 
the improper hookup of a flasher that had been replaced three days before.  The flasher that was replaced was of a different manufacturer than the one that 
replaced it.  Though either flasher was capable of flashing the aspect, the two had different terminal board arrangements and had to be hooked up differently.  
The hookup that was found caused the bottom head to flash improperly for the DIVERGING APPROACH DIVERGING as well as for the DIVERGING APPROACH 
DIVERGING aspect where it should have flashed.  This condition was then corrected, the signals properly tested and returned to service.

Human Error - Field Wiring Error, Inadequate Service Testing
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83 6/8/1996 CSXT CTC T64108 Vandalism Intermediate Signal 3.2, St. Albans, WV N

On June 8, 1996 at approximately 1832 hours, trains T64108 and V61507 traveling westbound at M.P. 2.7 observed eastbound signal at 3.2 displaying an 
APPROACH with their train on circuit.

Signal system was removed from service.

Signal personnel determined that vandals broke into signal control house and damaged relays causing 32 HDR relay from deenergizing.

Repairs to equipment and operational test performed.

Signal system is now functioning as intended.

Vandalism - Instrument Case, Cable, or Junction Box Damaged

97 7/8/1996 NS CTC 8586-8755 Human Error Beech Fork, WV N

At approximately 3:50 PM Train No. U34U708 pulled their train about one and one-half units past signal R48 and stopped to cut off their caboose.  The crew 
noticed signal R48 was still displaying DIVERGING APPROACH instead of STOP as it should have with their units occupying the track beyond the signal.

Signal personnel were called to investigate and found that the track immediately beyond signal R48 was a shunt fouling that, when shunted, would bring the 
track voltage on the main track portion down to only 0.2 volts.  This was not enough of a shunt to drop out the track relay.  Further testing and inspection 
revealed that when the south rail track connections of the fouling wires were disturbed while the fouling was shunted, the track relay dropped and the R48 
signal displayed stop.  On close inspection it was found that the bondstrand in both connectors on the south rail had never been crimped.  The effects of 
corrosion over a period of time and vibration resulted in the fouling wires becoming ineffective.  No one could remember the last time these particular wires had 
been reworked/installed.  There was documented evidence that shunt fouling tests were performed at this location in accordance with rule 236.104, but 
apparently the corrosion and vibration had at this point in time caused a high enough resistance to make the wires ineffective for shunting.

Two new rail connectors were installed and the track voltage again measured.  With a shunt applied in the fouling section, the reading was 0 volts on the main 
track and the OS track relay dropped with less than one milliampere current.  The signal system was returned to service.

Human Error - Field Wiring Error, Inadequate Service Testing
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145 3/24/1997 NS CTC 8805-8893 Phantom Signal Williamson N

At approximately 12:00 noon, Train No. U06-581, running eastbound, called an ADVANCE APPROACH indication on signal N-471.2 shortly after emerging from 
Williamson Tunnel.  The crew, consisting of Engineer and Conductor and accompanied by Trainmaster, all reported seeing this indication, but as they got nearer 
to the signal, they reported it "dropped" to an APPROACH.  Facts later were used to determine that an APPROACH was the proper signal they should have 
received on N-471.2 as the next signal at Williamson had never been lined for their route.

Signal personnel were called to investigate and could not duplicate the reported incident.  Appropriate signal tests were made at both Williamson and at signal N-
471.2 with no exceptions taken.  The signal system was returned to service with appropriate limitations until a test for a phantom aspect could be made.

At about the same time the next day, a reenactment was made with a similar lead locomotive configuration.  Trainmaster accompanied the signal personnel.  
With his help, it was determined that the ADVANCE APPROACH had first been noted in a 6-degree curve leading to the signal at a point approximately 1270 feet 
from the signal.  The APPROACH indication had been noticed at about 950 feet from the signal.  Whereas there was bright sunlight on the day of the accident, 
this next day it was overcast.  It was observed that the signal indication could not be seen until they got to about 950 feet from the signal.  Trainmaster then 
acknowledged that what he had observed further out than 950 feet on the previous day could not have been the lighted aspects because of the signal 
alignment.  At about 12:15 PM the sun did come out bright and a possible phantom ADVANCE APPROACH was observed from the sun reflecting off the tops of 
the signal hoods.  The signal hoods are slightly faded with a lot of bird droppings on them.  This was a very dim looking phantom, and should not have been 
construed as being a signal.

Phantom Signal - Due to Unpainted Signal Hood or Background

239 4/11/2000 CSXT Remote H89611 None E.E. Quinimont, Quinimont, WV N

At approximately 1515 hours on April 11, 2000, the crew of H89611 reported that they had received a MEDIUM CLEAR signal at MP 377 while proceeding 
eastbound out of the siding at E.E. Quinimont into a STOP signal at Backus MP 371.  The signal should have displayed a MEDIUM APPROACH.  Signal personnel 
were dispatched, verified the false proceed indication, and subsequently removed the signals from service.

Further investigation revealed that the R270 DR relay was improperly energized by a wire which ran directly to the BH-6 battery buss, effectively removing the 
#1 reverse polar contact of the R268 HDR from the circuit.  This permitted the R270 DR relay to be energized when the R270 signal was requested without 
checking the aspect displayed at Backus.

The wiring error was corrected and signals were returned to service following operational testing.

The cause was found to be improper operational testing following field wiring changes.

Human Error - Improper Circuit Jumper in Place
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303 3/10/2001 CSXT CTC V829-10 Phantom Aspect D Tower, Grafton, WV N

On Saturday evening March 10, 2001 eastbound train V829-10 running from the Fairmont Subdivision to D Tower at Grafton reported a RESTRICTING signal.  
Initial investigation revealed that the signal had not been requested by the Jacksonville dispatcher.  Signals were removed from service pending investigation.  
The field investigation revealed that the signal was at STOP but was sunlit.  The team refocused the signals and installed an additional screening material as the 
signals already had Phankill installed.  We are reporting this event but we do not consider this to be a false proceed.

Phantom Signal - Due to Sun Angle

306 4/11/2001 CSXT CTC U724-10 Workmanship Sproul, WV N

On 4-11-01, train U72410, coming off the Coal River Subdivision, reported an APPROACH signal westbound at Sproul Junction immediately after T78308 cleared 
OS circuit ahead.  This should have been RESTRICTING.  T78308 was a westbound train on the Big Coal Subdivision.  The signals were removed from service 
pending investigation.  The field investigation revealed that the reverse point detector stud had become loose and backed off on a T-21 hand throw switch for 
the spur track.  This allowed both NWP and RWP relays to become evergized at the same time.  A contributing factor was the absence of a check circuit that 
would prevent the energizing of both the NWP and RWP relays simultaneously.  Changes have been made and signals restored to service.

Maintenance - Switch Circuit Controller

307 4/27/2001 CSXT CTC T676-23 Workmanship Apex St. Albans, St. Albans, WV N

At 0216 hours on April 27, 2001, the train crew of T67623 reported having a MEDIUM APPROACH SLOW (R/Y/G) into a MEDIUM APPROACH EB signal at the 
Apex Wye at St. Albans.  The eastbound signals were removed from service at the Apex Wye at St. Albans.  The proper signal should have been a SLOW 
CLEAR (R/R/G).  This was confirmed in testing by signal personnel.  The preliminary investigation revealed a wire in the lighting circuit was incorrectly wired to 
the heel contact of the LA8JR.  The wire should have been on the back contact of this relay.  This allowed the Yellow aspect to be energized rather than the 
Red aspect.  After consulting with signal design personnel, wiring was corrected and testing completed.  The signals were returned to service.

Human Error - Field Wiring Error, Inadequate Service Testing

358 2/17/2002 NS CTC NS 9003 Relay Circuit Matewan, WV N

At 12:42 a.m. on 2/17/02, train U72U616 received a westbound APPROACH aspect on the 8LR signal at Control Point Ought-One, MP N445.5 on the Pocahontas 
Division, when the 8LR signal located at MP D0.6 should have displayed a STOP aspect.

The problem was duplicated during testing and found to be a foreign voltage on the LC08H relay, falsely energizing the relay which allowed the Yellow aspect 
to be displayed on the "A" signal head.  Signal 8LR is a color light signal.  The short was found in the LC08H circuit in the main shelter at CP Ought-One.  This is 
a TC Green wired bungalow and a TC Green wire had shorted to local battery.  The defective wire was replaced in the circuit, eliminating the foreign voltage.  
In addition, the location is scheduled to be upgraded to new electronic equipment in March, 2002.

Failed Equipment or Device - Interior Wiring

Page 5 of 6IronWood Technologies, Inc.
300 Sedgwick DriveSyracuse, NY  13203-1315
(800) 473-2476

www.ironwoodtech.com
rwh@ironwoodtech.com

Copyright 2004 - IronWood Technologies, Inc.  No portion of this compilation may be sold or added to any other information product intended for sale.

12/20/2004Report Run:



Report # Date Reporting 
Carrier

Block 
System

Interlocking Auto. 
Systems

Loco or Train No. Device that Failed Location Collision or 
Derailment?

Cause

Narrative

No. of Reports Shown in this Listing: 12
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