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DIRECTOR’S 
UPDATE

Welcome to the Summer 2016 edition  
of Rail Safety News.

A question often raised by all 
rail operators is what stage has 
the review of the Service Level 
Agreement (SLA) between TSV 
and ONRSR reached. The answer is 
that the Department of Economic 
Development, Jobs, Transport and 
Resources (DEDJTR) has established 
a Steering Committee to oversee a 
review of the effectiveness of the 
service delivery arrangements for the 
national rail safety scheme in Victoria, 
including the SLA.

Carolyn Walsh has been engaged 
to conduct an independent policy 
review of the current arrangement. 
She is very experienced having held 
a variety of positions in the transport 
and rail sectors, including CEO of 
ITSR in NSW. Carolyn will prepare a 
comprehensive report and provide 
specific recommendations on the 
most effective delivery model for rail 
safety regulation in Victoria. It will 
involve consideration of the merits 
of removing the SLA and allowing 
ONRSR to regulate Victoria’s industry 
directly. 

The report will also consider the most 
efficient and effective approach to 
regulating Melbourne’s metropolitan 
tram network and tourist and 
heritage railways that operate on 
their own tracks, including whether 
regulatory responsibility should 
transfer to ONRSR. Carolyn will be 
interviewing various stakeholders 
including some from the tourist and 
heritage sector.

Following the presentation of the 
report to the Steering Committee 
later this year, advice will be sent 
to the Minister for Public Transport, 
the Honourable Jacinta Allan MP, for 
decision.

TSV prepares Rail Safety News to 
share ideas with the tourist and 
heritage operators and to support 
continuous improvement in rail safety.  
In this edition, the articles cover a 
broad range of issues that we hope 
will be interesting and informative. 

As always we would love to hear 
from you about topics you would like 
covered or with any feedback for our 
next edition June 2017. 

Best wishes for the holiday season to 
you all from TSV and ‘be safe’!Jodie Talone

Director, Rail Safety
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LEVEL CROSSINGS

There are over 2900 public road and pedestrian railway level 
crossings in Victoria on active rail lines including tourist and 
heritage rail lines. 

The interface between road and rail 
at these level crossings continues to 
represent a significant risk to all users 
– pedestrians, cyclists, motorists, 
passengers and staff.

The controls that are implemented to 
manage these risks to safety include 
signs, road markings, lights, audible 
signals, boom gates and grade 
separation.

The Victorian Government has 
three major programs of work to 
implement controls to improve safety 
at level crossings:

1. The Level Crossing Removal 
Project that aims to remove 50 
level crossings in the Melbourne 
metropolitan rail network by 2022.

2. The State Level Crossing Upgrade 
Program is an annual program 
that aims to improve safety at 
crossings by upgrading controls 
from passive (signage only) 
to active crossings with boom 
barriers and/or flashing lights.

3. The Pedestrian Crossing Upgrade 
Program that aims to improve 
the safety of railway crossings 
pedestrian including upgrading them 

from passive to active protection, 
implementing the recommendations 
of Wheelchair Safety at Rail Level 
Crossings Taskforce and removing 
unauthorised railway pedestrian 
crossings.

TSV welcomes all initiatives to 
improve the safety at level crossings.

Level crossings comprise a number of 
elements:

• road
• rail line
• train 
• motor vehicle
• train driver
• motorists
• signs, road markings, flashing 

lights, audible signals, boom gates
• road rules
• train operating rules
• pedestrians
• cyclists.

These elements work together to 
form a system for the safe passage 
of trains, motor vehicles, cyclists and 
pedestrians over the level crossing. If 
any of these elements is not operating 

as it should, such as flashing lights or 
audible signals not functioning, the 
risk of an incident at a level crossing 
will increase. One element that is 
critical to the safety performance of 
level crossings is the behaviour of 
motorists. It is essential that motorists 
be patient and comply with the road 
rules at level crossings at all times. 

For rail transport operators, safety 
interface agreements with the 
local road authority are another 
mechanism for managing the risks to 
safety associated with level crossings. 
For more information on safety 
interface agreements and public 
pathways near rail lines, please refer 
to the article in the December 2015 
edition of Rail Safety News. If a rail 
transport operator is experiencing 
difficulties establishing a safety 
interface agreement with a local road 
authority, please contact us.

Rail transport operators are encouraged 
to regularly review the risks to safety 
associated with any level crossings, 
pedestrian crossings or public 
pathways near rail lines, and to consider 
the implementation of additional 
controls to manage these risks.
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Organisations are structured in a number of different ways, but 
generally, there are three levels:

Staff – the people who do the work 
required by the organisation, in order 
to achieve the objectives of the 
organisation. These are the ‘hands on’ 
people who get things done. 

Management – the people who 
supervise staff and ensure that the 
functions and services provided by 
the organisation are delivered in 
compliance with internal systems and 
procedures. Leading management 
of the organisation is the General 
Manager or Chief Executive Officer, 
whose role includes ensuring 
organisational key performance 
indicators (KPIs) are met, 
implementing the strategy set by the 
Board and reporting the performance 
of the organisation to the Board. 

Board – the people who are 
responsible for governance of 
the organisation. Governance is 
the system of rules, practices and 
processes by which an organisation is 
directed and controlled. Governance 
involves balancing the interests of an 
organisation’s stakeholders, including 
management, customers, suppliers, 
government and the community. 

The role of the Board includes 
setting strategy for the organisation 
and monitoring organisational 
performance and KPIs. It also involves 
making decisions to ensure the 
organisation: 

• is sustainable in the long term
• has the resources required to 

function
• is not trading insolvent

• is complying with all legislative 
requirements. 

Schedule 2, part 2 of the Rail Safety 
(Local Operations) Regulations 2006 
sets out minimum requirements for 
safety governance arrangements for 
rail transport operators.

In tourist and heritage rail operators, 
many of the people filling staff, 
management and Board roles are 
volunteers, and in some instances, 
people may fulfil roles at more than 
one level. It is important for people 
fulfilling multiple roles within an 
organisation to clearly distinguish 
the different obligations and 
responsibilities at each level.

What does all this mean for you and 
rail safety?

All people at each level of the 
organisation have a significant role to 
play in the management of safety.

Many, if not most, people who work 
for a tourist and heritage rail operator 
have some level of responsibility 
for rail safety and, as such, have 
safety duties. Safety duties are 
detailed in sections 18A to 23 of the 
Rail Safety (Local Operations) Act 
2006 (Vic) (RSLOA). These safety 
duties highlight the importance of 
staff complying with systems and 
procedures in the rail transport 
operator’s safety management 
system and proactively identifying 
and managing the risks to safety 
arising from rail operations.

Management is responsible for 

leading the delivery of safety 
outcomes for the organisation, 
ensuring compliance with rail 
transport operator’s safety 
management system and managing 
change.

The Board is responsible for ensuring 
the organisation is compliant with 
the requirements of the RSLOA. As 
part of this obligation, the Board 
should have an ongoing oversight of 
the risk management process and 
regularly review any risks assessed 
as high or that have changed. On 
occasion, the Board may need to 
make difficult decisions, such as the 
temporary closure of the part of the 
network pending repairs to track. 
This is to ensure the operation of the 
rail network is safe in the immediate 
term and to avoid an incident that 
could cause injury to passengers 
or staff. The Board should set and 
monitor key safety KPIs, to help 
drive improvements to the safety 
performance of the organisation. 

The Board also has a very important 
role in setting the safety culture for 
the organisation. This may include 
making rail safety a key priority 
for all staff in the organisation, and 
empowering staff to make decisions 
to ensure the safe operation of the 
rail network.

People at all levels of tourist 
and heritage rail operators need 
to understand their roles and 
responsibilities for rail safety and 
work together to ensure the safety 
performance of the organisation.

ROLES AND RESPONSIBILITIES FOR RAIL 
SAFETY IN RAIL TRANSPORT OPERATORS
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Background

A key activity of TSV, carried out 
by transport safety officers, is the 
conduct of compliance inspections. 
These are a means of checking and 
monitoring the implementation, 
application and effectiveness of 
a rail transport operator’s safety 
management system. Compliance 
inspections also allow transport safety 
officers to provide formal regulatory 
advice, where necessary, on whether 
a rail transport operator is complying 
with its rail safety duties and legislative 
obligations under the RSLOA and, in 
particular, adhering to the operator’s 
safety management system. 

The frequency of compliance 
inspections is determined through 
a risk-based approach. Registered 
managers of private sidings, contractors 
undertaking rail safety work and those 
operators holding exemptions from TSV 
will also be inspected.

Rail transport operator responsibilities 

It is the responsibility of the operator to:

• ensure that any person required 
to be in attendance at the 
compliance inspection is available 
to attend, that any documentation 
required is available, and that any 

site to be visited is accessible
• ensure that the lead transport 

safety officer is advised well prior 
to the compliance inspection date 
of any PPE required for the site at 
which the compliance inspection 
will be conducted

• ensure that a site safety briefing 
is provided to the compliance 
inspection team for any rail 
premises to be entered (usually 
part of the opening meeting)

• provide any information requested 
by the compliance inspection 
team in a timely manner

• provide access to any 
infrastructure and/or rolling stock 
requested by the compliance 
inspection team

• provide reasonable assistance to 
the compliance inspection team in 
carrying out its duties

• provide, in a timely manner, any 
further information requested by 
transport safety officers after the 
compliance inspection

• actively work towards the 
closure of any non-conformances 
identified in the compliance 
inspection report

• address any other regulatory 

actions that may be an outcome 
from the compliance inspection, 
such as improvement notices or 
prohibition notices.

It is TSV’s responsibility to:

• provide an identity card showing 
the appointment of the transport 
safety officer who is conducting a 
compliance inspection under the 
RSLOA.

• provide a preliminary compliance 
inspection report

• allow the operator to make 
comments in writing on any 
factual inaccuracies within the 
document, accompanied by 
supporting evidence. Comments 
must not seek to influence or 
change the report. 

For example, it would be appropriate 
to comment where the operator’s 
safety management system has been 
misquoted, or where a description 
of rail infrastructure is incorrect. 
Supporting evidence will be required 
before the transport safety officer 
will consider changing the report. It is 
not appropriate to comment on the 
report’s writing style, or that a finding 
is unsubstantiated without providing 
evidence to support this assertion.

RAIL TRANSPORT OPERATOR RESPONSIBILITIES 
IN RELATION TO TRANSPORT SAFETY VICTORIA 
COMPLIANCE INSPECTIONS CONDUCTED 
UNDER THE RAIL SAFETY (LOCAL OPERATIONS) 
ACT 2006 (VIC) (RSLOA)
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The following is a summary of 
independent investigation reports 
into light rail and tourist and 
heritage related safety incidents 
that have been published this year. 
An investigation that is currently 
underway is also referenced.

Rail Accident Investigation Branch 
(RAIB), U.K. 

Tram collision with pedestrian near 
Market Street tram stop, Manchester, 
12 May 2015. 

gov.uk/raib-reports/collision-
between-a-tram-and-a-pedestrian-
manchester

A tram collided with and seriously 
injured a pedestrian, shortly after 
leaving a tram stop in central 
Manchester. The pedestrian had 
just alighted from the tram and 
was walking along the track. The 
pedestrian did not move out of the 
path of the tram and the driver did 
not apply the tram’s brakes in time to 
avoid striking the pedestrian. 

As a result of this accident, RAIB 
made three recommendations:

For the operator and procurer of 
transport services to review the 

assessment of risk from tram operations 
throughout the pedestrianised area in 
the vicinity of the accident.

For the industry body to make 
explicit provision in its guidance for 
the design and operation of urban 
tramways for the assessment of risk, 
in areas where trams and pedestrians/
cyclists share the same space,.

For the operator to improve its care 
of staff involved in an accident.

A learning point was that regular 
reviews and/or appraisals with 
tram drivers undertaken by a line 
manager or other competent person 
are important for identification and 
follow-up of any issues that might 
affect their driving performance. 

The operator’s safety management 
system required that all employees 
should have a formal performance 
appraisal every twelve months. 
Witness evidence indicated that 
crew supervisors stopped holding 
annual appraisals with each of their 
drivers about three years prior to the 
incident because of the increased 
workload resulting from an expansion 
of services. As a consequence, 
there is no longer a formal annual 

opportunity for an individual driver 
to discuss any issues they might have 
with their crew supervisor. 

The investigation reported that since 
the driver had started driving trams in 
about 2003, he had been involved in 
four road traffic collisions with vehicles 
and four other operating incidents. 
The driver’s employers determined 
that he was not to blame for three of 
the collisions and two of the operating 
incidents. The driver had been referred 
for additional supervision and/or 
counselling following the remaining 
three incidents.

The operator, in conjunction with 
other stakeholders, had assessed 
the risk associated with operating 
trams through Market Street. The 
activity most relevant to the accident, 
‘pedestrians entering the swept 
path along footpaths’, had been 
given a severity score of four (high) 
whereas other pedestrian accidents 
had severities of five (very high). 
The effect of the control measures 
identified was to reduce the likelihood 
of each of the pedestrian activities 
from five (very likely – if corrective 
measures not taken) to one (not likely 
– no significant risk present).

RAIL INCIDENTS REVIEW
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The risk associated with each of these 
activities had been assessed as either 
low (broadly acceptable – additional 
controls only required if simple to 
implement) or medium (tolerable – risk 
is acceptable provided all reasonably 
practicable control measures have 
been implemented). The investigation 
found that it was not clear how the 
authors of the risk assessment justified 
their conclusion that the identified 
control measures changed the level of 
risk from critical to low/medium. 

Further, risk assessment relevant to 
pedestrians did not identify causes 
such as pedestrian factors (for 
example, awareness of the swept 
envelope, awareness of an individual 
tram, misjudgement, risk-taking) 
or driver factors (for example, loss 
of concentration, misjudgement). 
Consequently the investigation 
considered that the assessment 
could not be used to determine the 
effectiveness of the control measures 
in the pedestrianised area.

An additional difficulty identified 
with the risk management process 
was that it broke down the risk 
from tram operations through the 
pedestrianised area into a series 
of sub-hazards (activities), each of 
which was assessed separately and 
deemed to have an associated low 
level of risk. This process did not help 
to determine whether the overall level 
of risk arising from tram operations in 
the pedestrianised area was tolerable, 
or identify which of the hazards 
(risk sources) were the dominant 
contributors to that risk.

Rail Accident Investigation Branch 
(RAIB), U.K. 

Collision between two trams at 
Shalesmoor, Sheffield, 22 October 2015. 

gov.uk/raib-reports/collision-
between-two-trams-at-shalesmoor

Sheffield Supertram 120 collided with 
tram 118 which was stationary in the 

tram stop at Shalesmoor. A number 
of passengers and a member of 
staff received minor injuries, and the 
tramway through Shalesmoor was 
closed for the remainder of the day.

The collision occurred in conditions 
of low rail head adhesion on the 
approach to Shalesmoor tram stop. 
Tram 120 was not being driven 
in a manner appropriate for the 
conditions and its brakes did not 
provide the level of braking the driver 
expected. The trams were equipped 
with sanding equipment, wheel 
slip protection (WSP) systems and 
a braking system which included 
magnetic track brakes. The tram 
had a hazard brake function, which 
could be activated by the driver, 
that applied the electrodynamic 
brake, made a full application of the 
pneumatic brake, and deployed the 
magnetic track brake. 

Post-accident testing found no 
evidence to indicate that there were 
any defects on tram 120’s braking 
systems at the time of the collision. 
Evidence indicated that the WSP 
system on the vehicle was also 
operating correctly. Records also 
indicated that a facilities team had 
visited Shalesmoor on 22 October 
2015 and had blown fallen leaves 
away from the tramway.

The data recorder on tram 120 
showed that the driver deployed the 
hazard brake 25 metres before the 
collision, when the tram speed was 23 
km/h. Had there been normal levels 
of rail head adhesion, this distance 
should have been sufficient for tram 
120 to stop before colliding with tram 
118. However, the low level of rail head
adhesion meant that the hazard brake
was significantly less effective than
would normally be expected.

The area of the accident had been 
identified by the operator as an area 
at high risk of rail head contamination 
in autumn owing to fallen leaves. 

The operator was required by its 
procedures to ensure and reinforce 
awareness of low adhesion conditions 
by the publication of a winterisation 
brief. The procedure required that 
it be issued by 1 October of each 
year. In 2015, this brief was actually 
issued on 28 October 2015, after the 
accident at Shalesmoor.

Procedures also required tram drivers 
to report to the Operations Control 
Centre (OCC) if they experienced 
wheel slide, caused by low adhesion. 
However, the investigation found 
there was a significant under-
reporting of low adhesion events by 
tram drivers to the OCC. Additionally, 
it was found that OCC was not 
adequately acting on such reports by 
advising the facilities team.

The investigation obtained 
procedures and driver briefings 
from some other light rail operators 
covering operations in low rail head 
adhesion conditions. A review of 
these indicated a degree of over-
reliance on the performance of the 
magnetic track brakes. The accident 
at Shalesmoor indicates that the 
magnetic track brakes are adversely 
affected by low rail head adhesion.

The investigation also reported that 
following the incident the operator was 
in the process of revising its processes 
for the management of low rail head 
adhesion conditions, including:

• obtaining detailed weather
predictions to indicate the
likelihood of low rail head
adhesion conditions

• carrying out pre-emptive
applications of traffic film remover
to the rail head in areas known to
be at risk of low adhesion.

RAIB made a recommendation for UK 
tram operators relating to reviewing 
and, where necessary, improving 
their processes for managing the 
risks from low adhesion conditions, 
including consideration of how 
drivers are trained and briefed for the 
low adhesion season.

RAIB also identified one key learning 
point relating to the performance 
of magnetic track brakes when the 
rail head has low adhesion. Friction-
type magnetic track brakes can 
be adversely affected by rail head 
contamination in a similar way to the 
friction brakes on the wheels. Tram 
drivers should therefore adopt a 
defensive driving style in low adhesion 
conditions that does not place undue 
emphasis on the added braking effort 
provided by the track brakes.



Department of Transport and Main 
Roads, Queensland Government

Collision between train and passenger 
bus investigation, Cairns (15 June 2015)

tmr.qld.gov.au/Safety/Rail-safety/
Safety-reports.aspx 

On Monday 15 June, a Kuranda Scenic 
Railway (KSR) train was returning 
to the Queensland Rail Limited 
(Queensland Rail) Portsmith Rail 
Complex after undertaking a Cairns-
Kuranda tourist revenue service. 
All passengers and guest services 
attendants had disembarked, but two 
crew members remained onboard for 
the trip to the Portsmith Rail Complex 
(a distance of 2.43km). 

The Draper Street level crossing was 
equipped with active protection 
consisting of red flashing lights which 
were activated by an approaching 
train. Draper Street level crossing 
was not fitted with boom gates or an 
audible alarm. 

A rail interface agreement existed 
between Queensland Rail as the 
rail infrastructure manager and 
Cairns Regional Council as the road 
manager, as required by legislation in 
Queensland.

A passenger bus had stopped at 
the level crossing because of traffic 
queuing from a junction controlled by 

traffic signal lights that was ahead of 
the level crossing. The bus remained 
stationary for about 25 seconds 
and, as traffic began to clear on the 
departure side of the level crossing, 
accelerated into the level crossing, 
and into the path of the approaching 
train. When the bus started to move 
into the level crossing the train was 
about 50–70m away, and travelling at 
about 30km/h. The front of the train 
collided with the driver’s side rear of 
the bus. As a result of the collision, a 
number of bus passengers and one 
train crew member received injuries. 

The investigator reported that the 
bus driver stated that he did not see 
or look for any approaching train as 
he entered the level crossing. Instead 
he relied on the activation of level 
crossing protection, which he said he 
did not see. Witnesses advised that the 
level crossing flashing lights were in 
operation prior to the collision and that 
the train whistle was used a number of 
times on approach to the level crossing. 

A review of the investigation material 
and the subsequent interview with 
the bus driver revealed that the 
driver’s behaviour could be explained 
by the phenomenon known as 
inattentional blindness, where a 
person does not notice an object 
which is fully visible because their 
attention is engaged in another task.

The report included safety 
recommendations for Queensland 
Rail and Cairns Regional Council to 
consider.

• Cairns Regional Council, as the
road manager, and Queensland
Rail, as the rail infrastructure
manager, should ensure audit
and inspection assessments are
available to both parties.

• The road manager should
ensure audits and inspections
of the level crossing include the
requirement to comply with the
standard Manual of Uniform

Traffic Control Devices (MUTCD). 
The use of MUTCD is required 
pursuant to section 72A of the 
Transport Operations (Road Use 
Management) Act 1995 (Qld), 
‘Way to install official traffic sign’. 

• The road manager and the rail
infrastructure manager should
liaise with Transport and Main
Roads to ascertain whether the
traffic signals at the intersection
ahead of the crossing should be
synchronised with the Draper
Street level crossing.

• The road manager should liaise
with the rail infrastructure
manager to ascertain whether the
level crossing protection should be
upgraded to include boom gates
and an audible alarm.

• Queensland Rail should ensure
level crossing activation
timeframes align with the
signposted track speed.

Collision of Sydney Tramway 
Museum ‘J’ class 675 and ‘Nagasaki’

At approximately 1056 on Sunday 15 
May 2016 a Sydney Tramway Museum 
J class 675 tram unmanned and 
uncontrolled rolled for approximately 
300 metres on a downward gradient 
and collided with a Nagasaki class 
1054 tram. At the time there were 15 
passengers and two crew members 
on-board the Nagasaki class tram 
who were able to jump from the tram 
before the collision. There were no 
serious injuries to any of the crew or 
passengers.

The Australian Transport Safety 
Bureau has commenced an 
investigation into the above incident, 
which will be undertaken by officers 
from the NSW Office of Transport 
Safety Investigations. Investigators 
have commenced collecting evidence 
and statements from involved parties 
which will be analysed and compiled 
into an investigation report. 
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ZEN AND THE ART OF INFRASTRUCTURE 
INSPECTION AND MAINTENANCE* 

Over recent years a number of tourist and heritage operators have 
been audited by TSV.

While a mixture of infrastructure 
maintenance work has been 
undertaken, some of the organisations 
have been let down by the lack of 
informative infrastructure standards 
and accurate, objective and clear 
infrastructure maintenance records.

It is essential that infrastructure 
maintenance records contain 
sufficient information to adequately 
explain the maintenance and defect 
rectification undertaken by the rail 
operator. Several issues were noted 
by TSV. 

Some inspection records were wordy 
and read like mini stories about 
the work undertaken but gave no 
information on whether the defect 
has been repaired or the condition of 
the infrastructure.

Some records were so brief it was 
impossible to understand the work 
undertaken or whether the underlying 
infrastructure defect was fixed. 

Some records were poorly worded 
with ambiguous meanings that 
the current staff members could 
not decipher. The work could not 
subsequently be verified.

Lack of objective records has led to 
some rail operators not recognising 
the safety risks present in their 
infrastructure. This has led, on 
occasion, to emergency closures 
of track sections or the emergency 
replacement of infrastructure leading 
to severe cash flow problems.

Records for successful organisations

All successful rail operators require 
accurate, objective, clear and 
preferably concise records of:

• infrastructure inspections 
undertaken

• defects/faults identified and 
defect priority

• actions undertaken to manage all 
defects safely while the defect is 
repaired or removed 

• authorisation that the defect has 
been repaired and the infrastructure 
is now fit for normal services. 

Many of the basic principles have 
been covered in detail in previous 
Rail Safety News articles that can be 
found on our website.

Infrastructure inspections made as 
simple as 1 2 3. Issue 12 June 2015.

Records for track infrastructure 
inspections in two quick steps. Issue 
14 June 2016.

Asset management - the key to 
safety and your business viability. 
Issue 14 June 2016.

The infrastructure inspection and 
maintenance records of rail operators 
need to satisfy a number of clear needs.

Accurate recording.

Accurate records provide a history 
of both the work undertaken and 
resources used. 

1. Accurate records need to detail 
the repair work undertaken in 
sufficient detail to describe:

• infrastructure defect and 
defect priority,

• works undertaken to fix the 
defect or actions undertaken to 
manage the defect safety while 
the defect is repaired, and 

• authorisation that the defect 
has been repaired and the 
infrastructure is now fit for 
normal services. 

2. Clear records will ensure 
that repair work and safety 
management records are 
sufficiently detailed such that 
work undertaken and status of the 
defect cannot be misinterpreted.

Objective recording

Objective records provide a consistent 
quality of information over time.

1. Avoid vague terms. Maintenance 
records using terms like ‘poor’, 
‘good’, ‘fair’, ‘ok, ‘average’ cannot 
be consistently verified and should 
be avoided. If used, terms like 
‘average’ often means different 
things to different people. 

 Even if defined, terms like 
‘average’ can drift in meaning over 
time. What was ‘average’ for the 
rail operator five years ago may 
be different now. In an ideal world 
infrastructure condition should be 
improving, or at least be stable, 
but this is not always the case.

Infrastructure inspections should 
wherever possible be based on 
objective measurements/tolerances 
or clear accept/reject criteria.
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* With apologies to ‘Zen and the Art of 
Motorcyle Maintenance’  by Robert Pirsig



Under the Rail Safety (Local Operations) Act 2006 (Vic) (RSLOA) a 
rail safety worker (RSW) must not carry out or attempt to carry out 
rail safety work while there is alcohol or a prescribed drug in his or 
her blood (section 76).

To manage the risk to safety of 
RSWs undertaking rail safety 
work while under the influence 
of drugs or alcohol, rail transport 
operators (RTOs) are required to 
have information contained within 
their safety management system to 
ensure compliance with Part 6 of the 
RSLOA, and Schedule 2, Item 17 of 
the Rail Safety (Local Operations) 
Regulations 2006. This information 
would nominally be in the form of 
a Drug and Alcohol Management 
Program (DAMP) that should include 
a testing regime.

To complement this and to ensure 
compliance with the RSLOA 
Transport Safety Victoria (TSV) is 
reviewing the option to implement a 
drug and alcohol testing program in 
line with the provisions contained in 
Part 6 of the RSLOA.

There are three primary objectives of 
the program.

1. To improve safety by reducing
risks associated with RSWs
undertaking work while under the
influence of drugs and/or alcohol
through deterrence.

2. To monitor compliance with the law.

3. To monitor the effectiveness of an
RTO’s DAMP.

The drug and alcohol testing program 
may consist of post-incident testing 
of RSWs in response to Category 
A incidents and programmed (‘non 
incident related’) testing of RSWs. 
Programmed testing includes 
intelligence-led risk-based testing and 
random testing.

TSV may use an appointed tester 
to undertake testing on its behalf. 
Testers will arrive unannounced on 

site to conduct drug and alcohol 
testing of RSWs. Testers are 
appointed as authorised persons and 
will carry identity cards, which will be 
produced upon request.

Important information for RSWs

A RSW must not carry out or attempt 
to carry out rail safety work while 
there is alcohol or a prescribed drug 
in his or her blood.

In relation to the drug and alcohol 
testing program the following are 
offences:

• presence of prescribed drugs or
alcohol in the RSW’s blood

• if a RSW refuses a test
• if a RSW does not follow the

direction of an authorised person
(tester).

The maximum penalty for these 
offences is $10,000.

DRUG AND ALCOHOL 

QUARTERLY TRAM INCIDENT STATISTICS

The quarterly tram incident statistics for quarter 3, 2016 are now 
available on the TSV website. In the first quarter of 2017, the annual tram 
incident statistics report for 2016 will be published on the TSV website.
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As the summer approaches, rail operators need to plan and 
prepare for the heightened risks associated with hot weather. Risks 
associated with increase in temperatures should be reviewed and 
controls used to manage the risks should be assessed to ensure 
they are effective.

Higher temperatures can increase 
risks associated with: 

• track misalignment and track 
buckling

• fire including within the rail 
corridor and of rolling stock

• infrastructure related defects 
such as sagging of overhead line 
equipment.

There are many ways a rail operator 
can manage the risk of track buckling.

1. Monitoring the movement of the 
rails and the size of rail joints gaps 
throughout the year.

2. Monitoring locations of reduced 
lateral resistance, such as areas of 
poor or reduced ballast profile and 
track condition, and reinstating 
the ballast profile as required.

3. Monitoring locations that have 
been recently disturbed through 
track maintenance.

4. Conducting daily heat patrols 
to monitor any movement or 
misalignment of rails.

5. Applying speed restrictions on 
very hot days to reduce the 
severity of any effects of track 
buckling and dynamic loads.

Speed restrictions are common in rail 
jurisdictions around the world. While 
they may result in longer journey 
times and associated costs to the rail 
operators and consumers, they are a 
necessary safety precaution.

Speed restrictions are applied in hot 
weather condition to:

• reduce the severity of a derailment 
in the event of a track buckle

• increase the chance of seeing the 
misalignment and stopping the train

• reduce the dynamic impact uplift 
forces caused by vehicles which 
can be a catalyst for a track 
buckle occurring underneath the 
passage of a train.

Other infrastructure related defects 
caused by increased temperatures, such 
as sagging of overhead line equipment, 
should also be assessed and the 
effectiveness of the controls verified.

Rolling stock vehicles should be 
assessed for fire hazards and 
fireproofing materials used where 
possible, including chair covers, floor 
and wall coverings.

Evacuation plans should be reviewed 
and fire extinguishers and blankets 
inspected and tested. 

Customer announcements and signs 
should be placed so that passengers 
are aware of prohibited activities 
while on board.

Fire management strategies and 
evacuation plans should be reviewed 
to ensure they remain current. Further 
information can be obtained from the 
Country Fire Authority website.

It is important to look at past 
experiences during hot weather and 
make adjustments as necessary.

The season causes an increase in the 
number of people outdoors and in 
the potential for trespassers in the rail 
corridor.

Rail operators should ensure that they 
are managing the risk of trespassers 
so far as is reasonably practicable. 
This can include actions such as 

ensuring that restricted access areas, 
including fences and gates, are 
secure, reviewing any areas prone to 
public trespassing and mitigating the 
risk where possible.

Operators should also consider 
the effects of high temperatures 
on passengers, such as risk of heat 
stress, by reducing the exposure to 
sun and providing water and cool 
areas where possible.

Operators should remember that heat 
stress also affects them and their 
worker/volunteers.

Some of the steps operators should 
take to protect workers from heat 
stress include:

• providing appropriate protective 
clothing and equipment for 
summer weather including 
light-weight long sleeved shirts, 
brimmed hats 

• making sunscreen readily available 
• scheduling work in cooler months 
• scheduling mandatory work for 

the cooler part of the day
• using relief works or assigning 

extra workers for physically 
demanding jobs

• providing rest periods with water 
breaks

• providing cool water and drinks 
with large amounts of caffeine or 
sugar but no alcohol

• providing heat stress training.

As Victoria can experience extreme 
hot summer weather conditions 
it is important to remain vigilant 
and embrace effective practices to 
manage the risks associated with 
warmer conditions.

MANAGEMENT OF A TOURIST AND  
HERITAGE RAILWAY IN HOT WEATHER
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Tourist and heritage rail operators often introduce a change to their 
railway operation. These changes may include new rolling stock, 
new signalling and communication equipment, new operation and 
maintenance procedures/activities, altered or new safe working 
rules, new working arrangement and organisational changes. 

Poor management of change 
can give rise to unidentified and 
therefore uncontrolled risks with 
the consequence of change being 
introduced unsafely. To prevent this, 
the Rail Safety (Local Operations) 
Act 2006 (Vic) (RSLOA) imposes 
safety duties on tourist and 
heritage rail operators to have in 
place a management of change 
(MoC) procedure in their safety 
management system (SMS). The 
procedure ensures changes which 
may affect the safety of railway 
operations are identified and 
managed.

This article provides a brief guidance 
on a systematic approach in the 
management of change. Generally, 
there are six key steps involved in a 
MoC process: 

1. establish the context of change
2. consult stakeholders or parties 

affected by the change
3. conduct risk assessment
4. review safety management system 
5. manage implementation 
6. monitor and review the change 

outcome.

Step 1: Establish the context of 
change

This step involves identifying 
the change, and putting in place 
the necessary plans for change 
management in consultation with the 
relevant stakeholders. Stakeholders 
may include interfacing organisations 
and/or other rail contractors and their 
employees who can be affected by 
the change. The problem/issue that 
the change seeks to address shall 
be included. The scope should be 
sufficiently detailed to fully define the 
overall nature and size of change.

CHANGE MANAGEMENT - GUIDANCE 
ON A SYSTEMATIC APPROACH
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Step 2: Consult stakeholders or 
parties affected by the change

After the nature and scope of change 
is clearly defined, consultation with 
the following groups should be 
undertaken, so far as is reasonably 
practicable: 

• persons carrying out rail 
operations and others working at 
the rail premises

• rolling stock operators who are 
likely to be affected by the change

• health and safety representatives 
and unions representing affected 
persons

• any other rail, road, tram operators 
who may be affected by the 
change

• any technical staff, operation 
and maintenance staff, rail safety 
workers

• rail safety contractors who are 
likely to be affected by the change

• the public, community
• manufacturers and suppliers
• any other parties that are not 

listed that may be affected by the 
change.

All consultations and/or meetings 
should be documented and all 
consolidated information gathered 
should be evaluated such that all 
concerns about the change are 
effectively addressed.

Step 3: Conduct risk assessment

Rail operators introducing a change 
to their systems should conduct risk 
assessments prior to implementing 
the change. Risk assessments involve 
a comprehensive and systematic 
assessment of all incidents that could 
occur on or at rail infrastructure, or 
while carrying out rail infrastructure 
operations, and hazards that could 
cause, or contribute to causing, those 
incidents. 

Rail operators should identify 
potential safety risks that could be 
introduced by the change and put in 
place mitigation measures that could 

eliminate or reduce the risks, so far as 
is reasonably practicable (SFAIRP). 
Rail operators should consider not 
implementing the change if the risks 
introduced cannot be eliminated or 
reduced SFAIRP.

All risk workshops and risk 
assessments should be documented 
for future review and audit purposes.

Step 4: Review safety management 
system (SMS)

Rail operators should review 
and revise accordingly their 
SMS whenever there is a change 
introduced. To ensure the change has 
been incorporated other documents 
should be reviewed and changed 
where necessary. Those other 
documents might include:

• integrated management system
• risk register
• emergency management plan
• training and instructions
• operation and maintenance 

procedures
• safety interface agreements
• other relevant processes/

procedures.

Step 5: Manage the implementation

This step involving managing the 
implementation of the change in 
accordance with the implementation 
plan to ensure that all control 
measures are put in place for the 
change to occur. 

For the successful implementation 
of the change, rail operators should 
develop an implementation plan that 
contain the details on all actions 
needed for the change, along 
with any associated supporting 
documentation.

Step 6: Monitor and Review the 
Change Outcome

Monitoring and review processes 
should be introduced as soon as 
implementation of the change is 
made to ensure all risk controls and 

related documentation has been 
updated.

The following can be considered 
during this step of the MOC process:

• increase of pre-existing risks 
or presence of new risks after 
implementation 

• elimination or reduction of pre-
existing risks 

• appropriateness of implementing 
additional risk controls as part of 
change 

• setting and reviewing performance 
targets for the change/s

• providing training to staff affected 
by the change/s

• conducting a post implementation 
assessment to ensure training 
provided was adequate for 
facilitating the change/s and 
that the change is also well 
promulgated 

• process to monitor risk 
assessments as information 
accumulates. 

The six steps described above 
provided a guidance on a systematic 
approach to change management. 
Rail operators should develop their 
MoC processes aligned with their SMS 
and tailored to their organisations’ 
needs.

An effective MoC process and a 
comprehensive risk assessment, 
especially when a change was 
introduced to the rollingstock or rail 
operations, could help tourist and 
heritage rail operators to identify all 
foreseeable incidents and implement 
effective controls to prevent any 
catastrophic events incurred by the 
change.

If tourist and heritage rail 
transport operators have any 
questions or concerns regarding 
MoC requirements, TSV strongly 
recommends that you refer to the Rail 
Safety (Local Operations) Act 2006 
(Vic) and Regulations 2006.
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TSV has recently experienced problems contacting some tourist 
and heritage rail transport operators during normal business hours 
to discuss safety related issues. 

While it is recognised that some 
tourist and heritage rail transport 
operators provide services on a part 
time basis, all operators are expected 
to be contactable during normal 
business hours, at all times when the 
rail operations are occurring, and in 

an emergency after hours.

In the first instance, TSV will 
contact the responsible person 
nominated by the rail transport 
operator. If the responsible person 
is not available for any reason, rail 

transport operators should make 
alternative arrangements to ensure 
TSV can contact them. Rail transport 
operators should notify TSV in 
the event that responsible person 
changes, in accordance with section 
46A of the RSLOA.

Santa is hiding out in Bendigo from 9 – 24 
December while his sleigh undergoes annual 
maintenance within the Bendigo Tramways 
Workshop, ensuring it is in top condition for 
its around-the-world trip! 

Birney joined the Bendigo tram team 
as a rescue cat in 2014. Originally 
employed to ‘keep an eye on the 
mice’ in the depot, Birney has risen 

through the ranks to become a 
Tramways Superintendent, workshop 
visitor greeter and photo poser.

RAIL TRANSPORT OPERATOR CONTACTABILITY

SANTA TRAM

Birney the Bendigo Tram Cat is 
getting in to the spirit of Christmas!
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The requirement to report notifiable circumstances is prescribed 
under Part 6 - Division 1 section 41 of the Regulations. 

Section 41 defines a ‘notifiable 
circumstance’ as a circumstance, 
act or omission that results in, or 
‘had the potential’ to result in, the 
death or serious injury to any person, 
or significant damage to property. 
While this section goes on to further 
prescribe such circumstances, it does 
not outline that a ‘near miss’ with a 
road vehicle and rolling stock at a 
level crossing is considered to be a 
notifiable circumstance!

There has been long standing 
acceptance within the rail industry 
that a ‘near miss’ with a road vehicle 
and rolling stock at a level crossing 
is a ‘notifiable circumstance’ (Cat B). 
The reported circumstances create 
data that is analysed for trending 
purposes by the regulator and the 
Government’s rail level crossing 
safety committees for the purposes 
of identifying precursor ‘hot spots’.

The management of risk at railway 
level crossings is complex. They are 
an intersection with the general 

public operating road vehicles. While 
there are rules in place which specify 
road user behaviour at level crossings, 
human errors and mistakes can occur 
that lead to accidents. 

Research on road user behaviour has 
found that people develop and use 
models of what they expect to occur 
at a level crossing and motorists 
use these models to guide their 
behaviour. This is a natural human 
process which applies in any setting 
in which people detect information, 
make decisions and take actions. 
These models may influence what  
the motorist detects or doesn’t 
detect in their surrounding 
environment, how it is interpreted 
and what actions are taken. 

Use of these models can lead to 
undesirable behaviour at a crossing 
– such as crossing in front of a 
rail vehicle. For example, if large 
locomotives with carriages are the 
norm or the expected at a crossing, 
the road user may fail to see the 

hi-rail which comes through less 
frequently. This is called a ‘looked but 
didn’t see’ error and is one of many 
types of human errors that can occur. 
While this type of error when a rail 
vehicle is present is rare, if it occurs 
in combination it can lead to fatal 
outcomes. 

Near misses between road and rail 
vehicles provide essential information 
about human behaviour and the 
environment in which it occurs. They 
can help support decision making 
about level crossing design and other 
interventions to improve safety at 
level crossings. Consequently, it is of 
the upmost importance that tourist 
and heritage operators report near 
misses involving road vehicles and 
rolling stock at rail level crossings on 
their networks to the regulators as a 
‘notifiable circumstance’ (occurrence). 

The notification process to the 
regulator is undertaken via TSV’s 
webpage.

REPORTING OF NEAR MISSES 
AT LEVEL CROSSINGS
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