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Location of the Incident
Seven Sisters station.
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Seven Sisters Platform:

Platform 2 station entrance is
approximately 121m from the
S Country end and is situated under
_d the station canopy.
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Seven Sisters Platform Layout
2 entrances & 1 exit

» Distance from top of stairs (entry and
exit) to the platform edge 4.9m

» Distance from top of escalator (enter
only) to platform edge Approximately
7.8m
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Arrival of 2U04 - DURING incident

» 2U04 arrives at Seven Sisters Station platform 2 at approx. 09:10:48,
(23min later than booked due to disruptions experienced earlier as
well as additional passengers during LU strike)

» The passenger saloon doors were released at approx. 09:10:53.

e 2U04 was stationary at Seven Sisters Station
with the passenger saloon doors released for
25sec, with the driver operating the door
close button at 09:11:12, and gaining traction
interlock at 09:11:18.

Annotated OTDR Of 2U04 From Stamford Hill station to Seven Sisters Station.




Seven Sisters Station
Overview of the incident

Location of CSA
passenger enters platform 2 Approximately at the

from the st he inci A
Platform 2 IR tha Seasion secabsbo Passengor Locatlon; the incide:
Station canopy second set of doors
on 710318, [Yellow Hatching on Platform 8 Car stop

Missing/Faded along the Board.
platform edge in some areas

710106 DMS1

Coach 710318 Driving cab
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e oy - = ~ | M - ~ o~ - ~ - Coach 710318 This
B N 1 §if is the second set of .
passenger doors, { “a i All 3 passengers enter

furthest from 1st passenger who .
camera 431318 tries to prevent 3rd passenger Seven Sisters paltfrom2
p : from the Escalator

the doors from S| who tries to
closing 3 board 710318

Passenger who places their
right hand in the door
portal, reesulting in
getting their hand trapped
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In Cab Equipment
Drivers DOO Images

Video Stil - Printed: 2022/06/23 14:17:51

e

In cab Doo monitors; 9 images in total for an 8 car
length train., provided by bodyside mounted cameras.

ILLUMINATION INDICATES 1172 : NO IMAGE

WHEN INTERLOCK ACHIEVED £ ‘,/' v/ Ex:::?;&o
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Drivers In-Cab DOO
VS
Station CCTV

Figure: 3 Figure: 4 Figure: 5
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CSA at Seven Sisters Station

3D Resonstruction of the location of

both CSA 1 and CSA 2 on platfrom 2,
in relation to the trapped passenger.

Distance from CSA
1 to passenger,

apponc 116FT 4" or
35.4 Meters

Area which both CSAT &
CSA2 covered during the
incident (Approximation)

Figure: 9

710106 DMS1
Driving cab
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Factors to consider

ON!1 d ClOth]ng
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Post Incident Unit Testing

@ i sEagl B>

Figure 10; fingers trapped in 710

Figure 11; obstacle detection system
doors, in fully closed position.

did not detect trapped fingers.

Date Tests were
completed; 29/06/22

00 = TIO0 camera on coach 331318 15 ont of alignment

Results Of Test On Camera Alignment;
Indicating DOO Camera 431318 Is

Out Of Alignment.
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Acci-map of incident is produced

ACCI-MAP OF SEVEN SISTERS STATION INCIDENT

2U04 ENTERS & STOPS| | L/H DOOR RELEASE

UNDERLYING CAUSE
UNSAFE ACT/
CONDITION

UNDERLYING CAUSE
PERSONAL-
ERROR/VIOLATION

UNDERLYING CAUSE
JOB

UNDERLYING CAUS
ORGANISATIONAL

SEVEN SISTERS
STATION

GIVEN BY DRIVER

DRIVER CHECKS
DISPATCH CORRIOR
IS CLEAR &
OPERATES DOOR

PASSENGER
ARRIVES ON
PLATFORM AND
PLACES HAND IN
DOOR PORTAL

TRACTION
INTERLOCK IS
GAINED

PASSENGER TRIES
TO PREVENT
DOORS FROM
CLOSING
(VIOLATION)

DRIVER RECHECKS
DISPATCH CORRIDOR
& DOES NOT SEE THE
PASSENGERS HAND
TRAPPED IN DOOR
PORTAL

DOO CAMERA
OouT OF
ALIGNMENT
BY 0.5 DEGREES

DOO CAMERA
INSTALLED
INCORRECTLY
(ERROR)

DRIVER TAKES
POWER ON TBC







NOI & ARLs PTI Briefing
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NOTICE OF OPERATING INCIDENT

Dste: 23/0672022

For the attention of

P.T.I1 INCIDENT-Seven Sisters station 23/06/22

Incident Overview:

On the 23006722 approximately 03:10, 2U04 which
was formed of an 3-car formation, arrived st Seven
Sistors atation (platform 2. Down road) as booked

The Driver released the coors on the LM S to allow
paseengers to alight and board the traln.

When the dispatch COMMcaor was clear the oriver
operated the door cioss button.

During this time a group of (Approximately 3)
passengers had run from the station entrance and
tried to prevent the passenger $3i00n GOOIs from
ciosing.

A8 the G0Ors were already In the process of
c108In0. & $InQle PASEENQST NI DIaced their rignt
hand In passenger 0oor portal

Thia resuited In the passenger getting their hana
stuck In the passenper door portal, and the driver
at this point had received the In-cad Interiock
Ingication.

The ariver then procesded to take power.
The passenger with their hand atuck in the

o run the train for
approximately 1 coach length (20 meters) before
the to free from

the train.

This incicent le under continued Investination

Location Pictures:

Key Learning ponts

OB SERVE THE DOO CAMERAS AS THE
DOORS CLOSE

IT MU ST BE NOTED THAT THE IN-CAB
INTERLOCK INDICATION DOE S NOT MEAN
OR GUARANTEE AN ITEM, OR A PERSON IS
NOT TRAPPED IN A PASSENGER DOOR,
ESPECIALLY WITH 7108, THEREFORE IT
MU ST NOT BE TAKEN AS “CLEAR TO
PROCEED"

ONCE INTERLOCK IS GAINED, HAVE A
SYSTEMATIC APPROACH TO FURTHER
RECHECK THE DISPATCH CORRIDOR OF
THE WHOLE PLATFORM.

MAKE SURE AFTER RECEIVING INTERLOCK
THAT NO PERSON OR OBJECT IS
PHYSICALLY IN CONTACT WITH THE TRAIN.
IF IN DOUBT DO NOT MOVE, GO BACK AND
PHY SICALLY CHECK

PTI Discussion

Intro

#* Open discussion
¥ Why PTl awareness is important
¥ Opportunity to share PPS/tips/feedback

Recent incidents — what happened/what could have been done better/PPS {B-car
reminder/RTC)

* Wrong side door release
» S3DR

# Trap and Drag

# Buffer Stop Approach

What we as DMs look for and why

P4D

Dwvell time - SHEILA

Zaom in function

Pause between interlock and power — train safety check

Z-scan

DO NOT RELY OM INTERLOCK

Route Risk awareneass — high risk locations, platform entrance/exit
Gradual power application — low traction power

Detailad driver reports

Time of year - festive season/events at WHL

WV Y NYVYYYYY

Traction discussion

* 30mm gap
» CSDESASDO
* MIPs

PTI brief

The purposs of this avent was to engage with drivers, with the intention of having 2 meaningful and
apen discussion about PT] incidents. All areas of PTwere covered but particular attention was paid
to “trap and drag’ incidents. Time was allocated for drivers to ask the driver manager questions and
raise/ diseuss any concerns they have, An anenymous fesdback form was ssued to attendess to
gauge relevance af svent contents and peints of action ta fallaw ug,

A summiary of how the event was structured and the topics which were cavered can be found below.
Intraduction

*  Purpese of the event
«  The meaning of PT1and why awareness & impartant
»  Oppartunity to share PES, driving styles and feedback

Recent Incidents

«  Tragand drag
Wrong side door refease
Stop short door relesse
Station overrunylow adhesion season
‘What happensd and what wauld you have done differenthy?
PPS including RTC/reminder baards/driving styles

Talk through the FTI brief

‘What DMz laok for during assescments and the reasans why
Pause far daars
Dwell time — checks of SHEILS
Z-scan: methadical and censistent checks of D00 equipment
Focus on corridor and checking whether the white line & broken
Zepm-in function: how it worksfdemanstratian
Emphasis on nat relying on interlock as autharity to move
Gradual power application ta allow more time viewing the manitors but be aware of
“lows traction power” warning
Raute risk awareness: high risk lacations, platharm entrance/exit, ime of the
e festive seasan, and events at White Hart Lane
+ Importance of detailed driver reparts

Traction

* 30 mm tolaranss in doses, what this means For o driver and passenger
« D00 images: live image indication, camera alignment, sunlight shadaws, dirty cameras
and moniter switch
Pasition of external door open buttons: patential for someone to be trapped but look
ke they are attempting to open doors
CSDE and ASDO: haw the systems work and the indications the driver should regeive
MIPs: risks invalved ind what to be sware of
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Further actions

Avoidance Of Operational Incident To encourage drivers to report safety

concerns, link set up via a driver notice.

Date: Thursday 22" December 2022
Time: 08:07
Location: Wood Street Platform 1

o Dt | 0 oty ot Bk QR code led the driver to ARL driver portal, where
Orer o psongrs st an o e o s Thoycontem s the video could be watched.

observes doors closing and notice a late arriving customer, who runs to the train and places
their hand into the doors as they close. Despite this, interlock is achieved.

The customer attempts to remove their hand from doors without success despite several
attempts. Driver identifies that the customer is trapped, so re-checks the platform side and
re-releases doors on correct side. Customer is then able to release hand and boards the
train safely.

The Driver reported this incident to their Driver Manager as a near miss.

Location Picture: Identifying Good Practice(s):
* Driver checked signal before starting
dispatch procedure
Train Safety Check carried out correctly,
using the Z-scan method, and identified
a customer potentially trapped in the
doors

Driver is aware that achieving interlock
does not mean it is safe to depart
Driver carries out re-release, after
checking correct platform side.

Driver re-started the dispatch process
from the beginning
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