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This forms part of the industry’s collective approach for
managing safety. The effectiveness of the process
depends on each duty holder’s recognition that the way
to make real advances in managing identified risks is
through addressing the underlying systems that are
designed to control them.

This document summarises the 2005 formal inquiry
recommendations annual report showing progress that
the industry is making in using recommendations to
improve safety on the rail network. It summarises the
main issues arising from formal inquiry reports issued in
the period 1 January 2005 to 31 December 2005.

Recommendations for 2005
In 2005 ten formal inquiry reports were published. From
the safety issues identified, 130 recommendations were
made. This is a significant increase on the 97 from 2004.
Summaries of the reports and recommendations can be
viewed on RSSB’s website www.rssb.co.uk.

Rail Safety and Standards Board (RSSB) carries out
formal inquiries relating to incidents on Network Rail
controlled infrastructure on behalf of the UK rail industry.
This is to identify the events leading up to an accident
and to determine the immediate and underlying causes
and to ensure that safety lessons are learned and acted
upon. The formal inquiry process provides an
independent view of the causes, without apportioning
blame or liability, considers the wider viewpoint and
provides opportunities for the industry to address
specific issues or to consider changing systems to
improve the management of risks.

Independence is achieved through the appointment of
an independent chairman to each inquiry from a panel of
respected, experienced but independent experts. In
order to assure that opportunities for improvement are
acted upon, recommendations are made within inquiry
reports and tracked by RSSB.

Formal Inquiry

Potters Bar Derailment of passenger train causing fatalities

Prideaux Viaduct Derailment of freight train

Newbridge Junction Track worker fatality

Edgeley Junction Driver fatality struck by engineering train

Hednesford
Multiple track worker fatalities and injuries
caused by RRV

Liverpool Lime Street
Two incidents of Pendolino trains hitting buffer
stop

Nailsea Train fire on passenger train

Sutton Common Derailment of passenger train

Ufton
Passenger train collision with road vehicle and
subsequent derailment

Leigham Junction
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Summary of industry progress towards closure of recommendations issued in 2005

130 117 44 73Total
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Patterns in recommendations

In 2005 the recurring themes emerging from inquiries are planning processes and communications particularly affecting
workforce safety. Within these areas the focus was on:

• Defining roles and responsibilities

• Planning and implementing work on site

• Implementing safe systems of work

• Improved reporting and logging systems

• Improved feedback and understanding between staff with complementary needs – structural engineers with track
engineers and technicians with signallers

• Better awareness of communication arrangements on site.

As in previous years RSSB has allocated the recommendations to ten categories broadly based on the management systems
used by the rail industry. These categories allow trends to be identified so that steps can be taken to remove or reduce the
risks associated with them. Planning has not been used as a separate category as it is a component of each category of the
management systems identified. Communications similarly is a component of other categories as well as that of ‘safety
communications’.

The majority of recommendations issued in 2005 (101 out of 130) fall into four main areas and these also featured in 2004:

• Infrastructure asset management

• Rules, standards and instructions

• Vehicle operation and integrity

• Competence management

This suggests the industry should continue to review its ways of tackling these issues. Workforce safety remains a high
priority and there remains a significant residual risk to be addressed.

Category

Signalling system
Lineside signal passed at danger (SPAD) controls, signal sighting issues, train
planning and regulation, operation of the signalling equipment

2005

2

Competence
management

Training and development, driver management, competence systems, briefing,
assessment, staff selection procedures, drugs and alcohol, fitness for duty, fatigue

16

Rules, standards and
instructions

Modification and development of rules, predefined standards for operation,
Standards and process change management

25

Vehicle operation and
integrity

Train-borne safety equipment, fire protection, vehicle maintenance, train data
recorders, crash worthiness, in-cab ergonomics

18

Infrastructure asset
management

Managing contractors, track and signalling maintenance operations, work planning,
technical specifications, method statements

42

Event management,
investigation and
reporting

SPAD management, public accident investigation, site investigations, post accident
management, formal investigations, formal inquiries, public inquiries, fault reporting,
emergency procedures

13

Monitoring and audit Monitoring activities, safety performance monitoring, follow-up processes 1

Research and
development

Suggested research topics and specific areas of research 4

Safety communications
Defining and communicating safety responsibilities, general safety related
communications, meetings, techniques, methods and equipment

7

Culture Management commitment, organisational change 2

Description

Summary of categorised recommendations
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Infrastructure asset management (42 
recommendations)
Thirty two percent of the recommendations made in
2005 were in this category. This was a sharp rise on
2004 and reflects the level of detail reported on the
derailments at Potters Bar, Prideaux Viaduct, Leigham
Junction and Sutton Common. In all four of these
inquiries there was considerable emphasis placed on
developing procedures and the training and competence
regimes necessary to enable the infrastructure
workforce to function effectively.

The inquiry into the collision and derailment at Ufton
Level Crossing made recommendations concerning
action the infrastructure controller could take regarding
imported risk from road vehicle incursion. Some of
these measures would require the involvement of
government and the road authorities.

The production and content of method statements is
under review by Network Rail following the Hednesford
formal inquiry recommendations that identified
insufficient time to review and accept documents as part
of the site briefing process and ensuring they cover all
aspects of work being undertaken on site.

Rules, standards and instructions (25
recommendations)
This category reflects the reliance by the industry on
having prescribed approaches to managing risks.
These involved changes to rules, standards and
instructions. Recommendations include: Improve

understanding, rail vehicle compliance with current
requirements and the provision of clear documentation
and signage.

Vehicle operation and integrity (18
recommendations)
Design of vehicles and safety critical components were
a factor in 2005. Two buffer stop collisions at Liverpool
Lime Street caused by a braking system software fault
brought systems for validating safety critical software
changes under the spotlight.

Seven of the recommendations from the Nailsea inquiry
are aimed at fire prevention and mitigation.

Although not an immediate cause, it was recognised
that the number and extent of the injuries sustained at
Potters Bar and Ufton Level Crossing were affected by
the design and build of the railway vehicles involved, in
particular the ability of the windows to retain people
within the vehicle. The Ufton collision recommended
designing trains to reduce the likelihood of a derailment
after striking an obstruction.

Competence Management (16 recommendations)
This category brings together recommendations that
focus on the competence management systems used
by contractors, train crew and technical staff working in
the various aspects of the railway industry. The
recommendations include the delivery of training and
assessments, awareness of work skills, safety
procedures, managing non-compliance and ensuring
use of correct equipment for the job.

Organisations initial responses: Accept or Reject

Note: Some recommendations are directed to more than one organisation. 'Other' could have been a renewals contractor, a
train operating company or a rolling stock leasing company.

Accept Reject Accept Reject Accept Reject

Potters Bar 29 19 6 6 0 0 0

Hednesford 15 14 0 2 0 0 0

Liverpool Lime Street 9 1 2 4 2 1 1

Sutton Common 6 6 0 0 0 0 0

Nailsea 11 1 0 0 0 10 0

Ufton 23 9 1 9 0 7 0

Prideaux Viaduct 15 14 0 0 0 1 0

Newbridge Junction 6 3 1 1 2 0 0

Edgeley Junction 6 2 3 2 0 0 0

Leigham Junction 10 10 0 0 0 0 0

Formal Inquiry Location
Total recs specified in

each inquiry report

Network Rail RSSB Other



Progress against recommendations
Of the 130 recommendations in 2005, 117 were
accepted and of those 44 have been stated as being
completed to date. The remaining 73 have yet to be
closed and are being monitored by RSSB. The table
above outlines progress against the recommendations
set in 2005.

There are also 32 recommendations from formal
inquiries held in 2002 – 2004 that will continue to be
monitored in 2006.

Rejection of recommendations
Railway Group members consider recommendations that
are directed at them. They may be rejected by a duty
holder supported by a justification. In 2005, there were
117 recommendations accepted and 13 rejected.

The high level of acceptance – 90% in 2005 - is showing
a steady increase year-on-year, suggesting that, in the
main, the duty holders have considered
recommendations to be well founded.

Tracking of recommendations
RSSB regularly liaises with industry parties involved in
the process to track and monitor progress in
implementing recommendations. The duty holders
involved are required to respond to recommendations
directed at them by formal inquiries via the Safety
Management Information System (SMIS) within six
weeks. They are then required to update progress
towards implementing actions. RSSB extract status
reports from SMIS in June and December.

Rail Safety Standards Board  Evergreen House  160 Euston Road  London  NW1 2DX
Enquiry desk telephone: +44 (0)20 7904 7518 Facsimile: +44 (0)20 7557 9072 www.rssb.co.uk

Rail Accident Investigation Branch 
The Rail Accident Investigation Branch (RAIB), set up
following a recommendation made by Lord Cullen’s
inquiry into the Ladbroke Grove accident and in
response to a subsequent European Directive became
operational on 17 October 2005. RAIB’s remit to
investigate train accidents on all UK railway
infrastructure without apportioning blame or liability,
reflects the current purpose of formal inquiries led by
RSSB and set out in GO/RT3473.

RSSB’s Board has determined that a capability to
conduct formal inquiries must continue until such time as
RAIB has had the opportunity to demonstrate that it
meets the needs of the Railway Group. RSSB’s
members will review the future of formal inquiries once
sufficient experience of RAIB’s full processes has been
gained.

RAIB recommendations will be entered into SMIS to
enable established tracking methods to be used.

RSSB’s role in providing further information
RSSB analyses and monitors responses by duty holders
to individual recommendations and produces reports of
this nature to inform the inquiry process. RSSB feeds
back to inquiry chairmen the industry’s responses to
recommendations to assist in the development of
meaningful and practicable recommendations and
ensure safety lessons are acted upon.

The full report and this four-page summary are available
on RSSB’s website at www.rssb.co.uk or by contacting
the RSSB enquiry desk on 020 7904 7518 for a hard
copy.

Responses to categorised 2005 recommendations

Recommendation Category Reject Total

Signalling system 0 1 1 2

Competence management 9 5 2 16

Rules, standards and instructions 13 9 3 25

Vehicle operation and integrity 14 2 2 18

Infrastructure asset management 23 16 3 42

Event management, investigation and reporting 9 3 1 13

Monitoring and audit 0 1 0 1

Research and development 4 0 0 4

Safety communications 0 6 1 7

Culture 1 1 0 4

Total 73 44 13 130

Accepted

Ongoing Complete


