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1. INCIDENT DESCRIPTION 

LEAD / INSPECTOR Ian Capewell CONTACT TEL. NO. 01932 440024 

INCIDENT REPORT NO 797 DATE OF INCIDENT 25 July 2015 

INCIDENT NAME Passenger accident at Hayes & Harlington station 

TYPE OF INCIDENT Passenger trapped and dragged by train 

INCIDENT DESCRIPTION At approximately 13:10 hrs on 25 July 2015, the 11:37 hrs Oxford to London Paddington service 
departed from platform 4 at Hayes & Harlington station with a passenger trapped by her hand in the last 
door of the three-coach train. The passenger was dragged for a distance of 8 to 10 metres before falling 
to the ground.  During the fall her hand became free.  

The train comprised a three-car class 165 diesel multiple unit.  The train was being operated in DOO(P) 
mode and no staff were present (or required to be present) on the platform to assist with train dispatch.  
The driver, who was thus responsible for dispatching the train, was aided by CCTV cameras which 
provided him with a view of the side of the train on platform-mounted monitors alongside his cab.   

SUPPORTING REFERENCES  

   
 
Sequence of four photographs showing train before departure with passenger’s hand trapped in the door, 
the train moving with the passenger’s hand still trapped and the passenger falling to the platform, 
releasing her hand in the process.  

 

2. URGENT SAFETY ADVICE 

USA DATE: xx November 2015 

TITLE: The importance of drivers performing the final safety check when responsible for the dispatch of trains 
under DOO arrangements, even when they have obtained a door interlock indication. 

SYSTEM / EQUIPMENT: Train doors, door interlock equipment and DOO train dispatch monitors 

SAFETY ISSUE DESCRIPTION: The RAIB’s investigation into the circumstances of this accident indicate that after the driver had closed 
the train’s doors and obtained the door interlock light, he either did not look at the monitors, or looked at 
the monitors but did not see that the passenger was in an unsafe position, before departing from the 
platform at Hayes & Harlington station.   

Subsequent discussions with other train drivers and driver managers indicates that there is a common 
misconception held by some drivers (and some other staff such as those in the Control Room and on 
stations) that it is not possible to obtain door interlock and for a train to depart if a person’s hand is 
trapped in the door of the train.  This is not the case, as illustrated by this incident.   

Historical and current Railway Group Standards have specified that train doors should reopen, or there 
should be a reduction in the closing force, when they close upon an obstruction that is a minimum of 
either 25 mm or 30 mm wide (depending on which standard is being applied) and that the doors should 
not be indicated (to the driver) as locked.  The fingers of a hand trapped in a door, when the palm of the 
hand is parallel to the door seals, will sometimes measure less than 25 mm.  An individual’s ability to 
remove their trapped hand before the train moves is then dependent on the pulling force they apply and 
the force exerted on their hand by the closed door(s).  

Additionally the RAIB has noted in a number of investigations that members of the public often do not 
immediately attempt to pull trapped hands, wrists, coats, bag straps, etc. out of doors, expecting either 
that the door will reopen (like a lift door) or that the train is unable to move with the trapped object in it. 
These expectations exacerbate the danger. 



RAIB SF-3.1.9.1 
ISSUE : 1 
27 OCTOBER 2005 

URGENT SAFETY ADVICE 

 

 

CIRCUMSTANCES: The RAIB has investigated other accidents involving passengers becoming trapped in train doors and 
dragged along platforms: Huntingdon on 15 February 2006 (RAIB report no. 11/2007); King’s Cross on 
10 October 2011 (RAIB report no. 09/2012); and West Wickham on 10 April 2015 (still under 
investigation). 
The RAIB has also investigated a number of accidents involving trains departing from platforms where 
those responsible for train dispatch had not noticed passengers in unsafe situations or had not 
responded appropriately or did not carry out an adequate final safety check: Brentwood on 28 January 
2011 (RAIB report no. 19/2011); James Street on 22 October 2011 (RAIB report no. 22/2012); and 
Newcastle Central on 5 June 2013 (RAIB report no. 19/2014).    

CONSEQUENCES The passenger reported bruises to her hand and head to a member of staff at the station. Under slightly 
different circumstances, the passenger could have fallen between the train and the platform with the 
attendant risk of serious or fatal injuries. 

SAFETY ADVICE: The RAIB is issuing this Urgent Safety Advice to Train Operators and to Trades Unions representing 
train drivers to alert them to the dangers associated with drivers assuming that it is safe to dispatch a 
train from a station on the basis of having obtained door interlock alone. 

Therefore, the RAIB is advising Train Operators and Trades Unions representing train drivers to remind 
train drivers operating DOO(P) trains that where they have responsibility for dispatching the train from a 
station, it is imperative that they perform a thorough final safety check after door interlock has been 
obtained and do not place sole reliance on the illumination of the door interlock light before driving the 
train out of the station. If, having performed the final safety check, they are not satisfied that it is safe to 
move the train, they should implement their own company’s procedures for dealing with such a 
situation. 
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