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DEVELOPMENT OF THE CONTRIBUTION
_________________________________________________________________________

Lessons from an accident
The main objective of this presentation is not simply to describe an accident but to evaluate the impact of the new national organization, as defined in the EU directives, on the efficiency of the railway safety system.

In order to have a complete overview of the situation, we will start with a technical description of the circumstances of the accident. Then, we will examine which parties were involved in the resolution of the accident according to the new organization and their respective roles and interfaces between them. Finally, we will consider the first conclusions we can already make.
The accident happened on October 11th 2006 at 11.45 AM, at the exact border between France and Luxembourg (the head of the passenger train was in France as the rear part of the train was still in Luxembourg) on the area of the French city of Zoufftgen. 

The accident consisted in a collision between a SNCF freight train and a CFL regional passenger train running on the same track. The line is equipped with double track and fixed equipment for occasional wrong-track working. This equipment was in use as the other track was closed for maintenance. The freight train was dispatched from France on the wrong line according to the normal functioning of the system. The regional passenger train was dispatched from Luxembourg with a written running order as the signal remained closed because of the freight train line occupation.
When realizing his mistake the movement’s inspector from CFL tried to stop the passenger train through emergency radio communication and current safety cut out but with no success as the train was already out of the Luxembourg zone. Due to the average speed of the trains (80 km/h for the freight train and more than 100 km/h for the passenger train) it was too late to avoid the collision when the movement’s inspector from CFL informed his SNCF colleague of the situation by phone.
As a result 6 persons died (the two drivers, one employee of the maintenance company who was working on the other track and three passengers in the train), 2 were seriously injured and 14 were shocked.

Very quickly after the accident the minister of Transport from Luxembourg declared that the accident was due to a human error in the Bettembourg CFL station. This declaration did not stop the different investigation process started from the day of the accident.

The new organization regarding safety system management set up in each European country according to EU directives distributes among numerous players the responsibilities ands roles. In the present case, 8 entities were involved in the process (apart from public entities in charge of judicial inquiries in both countries which are out from our present scope):
· The CFL from Luxembourg,

· The French RU SNCF,

· The French IM (RFF and SNCF as delegated IM),

· The French accident investigation body (BEA-TT),

· The accident investigation body from Luxembourg (EEAI),

· Both ministries of Transport from France and Luxembourg,

· And the French NSA (EPSF).

Our purpose in this presentation is to study the role of each player and its interfaces with others in order to measure the influence of the increase of stakeholders on such a situation.

First level, we must notice that that the proliferation of players is also due to the international aspect of the accident: both services from France and Luxembourg were involved in parallel.

In France, the delegated IM is in charge of the first operational measures (closing the line and lifting it) and of sending the safety advices. According to the safety rules, the advices were sent to the police and the emergency services, then to the BEA-TT, EPSF and ministry of Transport. At the same time, the delegated IM commanded an internal safety investigation on the accident. In Luxembourg, such advices were sent by CFL.

In France, according to the law, an investigation can be submitted to BEA-TT only by the ministry of Transport or the BEA-TT itself can decide to start an investigation. In this case the French ministry of Transport ordered immediately the BEA-TT to proceed to investigation. All investigations, both internal to IM/RU and of accident investigation bodies were made in cooperation between France and Luxembourg.
The role of EPSF was not to interfere in investigations but to secure the further steps back to the normal situation. That is the reason why the French NSA asked the IM for information about the conditions of re-opening of the line. These conditions were agreed between NSA and IM, consisting first level in a temporary suspension of using wrong-track working equipment. The line was re-opened step by step under these conditions. On an operational point of view the line was totally re-opened only 9 days after the accident occurring with a special focus on the staff in charge of safety according to NSA demand. Although the traffic is normally operated investigations are still going on to determine all the causes of the accident.

Before looking at the conclusions on this accident it is important to note that it was the first accident occurring since the creation of the new railway safety organization in France. It seems that coordination was functioning well between the entities involved and that the international dimension of the accident had a very slight impact on the process thanks to this good coordination.
Compared to previous serious accidents when the number of players was lower it is important to underline that the re-opening of the line was quick. It is obvious that the higher number of stakeholders is increasing the possibilities of checking and controlling the safety level of the measures taken.

Although the official conclusions of accident investigation bodies are not yet published we can already highlight some lessons from this accident.

The first point is that the high number of stakeholders in this particular situation was not a handicap but, on the contrary, very efficient and giving different points of view on safety with well defined responsibilities. Even if it is new this organization in term of safety is already recognized and accepted by all the stakeholders and this experience shows that they are able to use it.

However one point is still unknown: after receiving the official conclusions of BEA-TT, the EPSF will be in charge of controlling the implementation of its recommendations by the different entities involved. We have very little experience in this matter at the moment and it is difficult to envisage what kind of difficulties the EPSF will face.
We can also already notice a lack about concerted return on experience concerning implementation of emergency plans between the new stakeholders. This new difficulty rose with the increasing number of players…
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