
 

 
 
 

Final report  

Tuhinga whakamutunga  
 

Rail inquiry RO-2025-102 

Y20 shunt 

Runaway rail-vehicle collision and near miss with 

rail crew 

Port Chalmers, Dunedin 

23 January 2025 

 
 

 

 

 

 

 

April 2026  



 

 

 



 

  Page i 

The Transport Accident Investigation Commission 

Te Kōmihana Tirotiro Aituā Waka 

No repeat accidents – ever! 

“The principal purpose of the Commission shall be to determine the circumstances and 

causes of accidents and incidents with a view to avoiding similar occurrences in the future, 

rather than to ascribe blame to any person.” 

Transport Accident Investigation Commission Act 1990, s4 Purpose  

 

The Transport Accident Investigation Commission is an independent Crown entity and 

standing commission of inquiry. We investigate selected maritime, aviation and rail accidents 

and incidents that occur in New Zealand or involve New Zealand-registered aircraft or 

vessels.  

Our investigations are for the purpose of avoiding similar accidents and incidents in the 

future. We determine and analyse contributing factors, explain circumstances and causes, 

identify safety issues, and make recommendations to improve safety. Our findings cannot be 

used to pursue criminal, civil, or regulatory action. 

At the end of every inquiry, we share all relevant knowledge in a final report. We use our 

information and insight to influence others in the transport sector to improve safety, 

nationally and internationally. 

 

Commissioners 

Chief Commissioner     David Clarke  

Deputy Chief Commissioner    Stephen Davies Howard 

Commissioner     Paula Rose, QSO  

Commissioner Bernadette Roka Arapere (until 6 November 2025) 

 

Key Commission personnel 

Chief Executive    Martin Sawyers 

Chief Investigator of Accidents  Louise Cook 

Lead Investigator for this inquiry  Jason Lawn  

Commission General Counsel   Sid Wellik 



 

Page ii 

Notes about Commission reports 

Kōrero tāpiri ki ngā pūrongo o te Kōmihana 

Citations and referencing 

The citations section of this report lists public documents. Documents unavailable to the 

public (that is, not discoverable under the Official Information Act 1982) are referenced in 

footnotes. Information derived from interviews during the Commission’s inquiry into the 

occurrence is used without attribution.  

Photographs, diagrams, pictures 

The Commission owns the photographs, diagrams and pictures in this report unless 

otherwise specified. 

Verbal probability expressions 

For clarity, the Commission uses standardised terminology where possible.  

One example of this standardisation is the terminology used to describe the degree of 

probability (or likelihood) that an event happened, or a condition existed in support of a 

hypothesis. The Commission has adopted this terminology from the Intergovernmental Panel 

on Climate Change and Australian Transport Safety Bureau models. The Commission chose 

these models because of their simplicity, usability, and international use. The Commission 

considers these models reflect its functions. These functions include making findings and 

issuing recommendations based on a wide range of evidence, whether or not that evidence 

would be admissible in a court of law. 

 

Terminology Likelihood  Equivalent terms 

Virtually certain > 99% probability of occurrence Almost certain 

Very likely > 90% probability Highly likely, very probable 

Likely > 66% probability Probable 

About as likely as not 33% to 66% probability More or less likely 

Unlikely < 33% probability Improbable 

Very unlikely < 10% probability Highly unlikely 

Exceptionally unlikely < 1% probability  
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Figure 1: DSG-class remote-control shunt locomotive, similar to Y20  

(Credit: New Zealand Railfan) 
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Figure 2: Location of incident  

(Credit: Land Information New Zealand Toitū Te Whenua) 
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1 Executive summary 

Tuhinga whakarāpopoto 

What happened 

1.1. At about 01251 on 23 January 2025, a KiwiRail scheduled train service and two rail crew 

arrived at Port Otago. They needed to position 25 wagons into the rail marshalling area2 

for the trans-shipping3of its containerised freight.   

1.2. The crew placed the first nine wagons into road 1 and repositioned the locomotive to 

connect on to the next wagons for road 2.  

1.3. The crew were having difficulty connecting the locomotive’s coupling system to the 

wagons, and were unaware that the first set of wagons previously placed in road 1 had 

started to move and was rolling towards their location.  

1.4. Once the connection was made between the locomotive and the first wagon, the rail 

operator connected the air hoses for the operation of the train’s brake system.  

1.5. Just as the rail operator exited from between the locomotive and the first wagon, the 

wagons from road 1 collided with the locomotive. 

1.6. No one was injured and the locomotive and wagon sustained moderate damage.  

Why it happened 

1.7. Limited radio communication between the crew led to approved securing processes for 

wagons not being followed or confirmed, and therefore the brakes on the wagons in 

road 1 released.  

1.8. The crew did not secure the wagons correctly. Correct procedure required the residual 

air to be exhausted from the air-brake pipe, hand brakes4 to be applied to three wagons 

and a wooden chock5 to be placed between the wheel and rail interface.6 

What we can learn 

1.9. Clear and concise communication between train crew is crucial when undertaking 

safety-critical work. 

1.10. Adequate training and the correct application of non-technical skills is critical when 

work practices change, allowing the crew to recognise and apply appropriate safety 

controls to manage risk.  

1.11. Strong safety leadership, a just culture, assurance testing and regulatory oversight 

ensure that safety-critical systems are adequately managed. 

 
1 Times in this report are in New Zealand Daylight Time (Universal Coordinated Time +13 hours) expressed in a 

24-hour format. 
2 Consisting of four storage roads for rail wagons. 
3 The movement of containerised freight on to a ship. 
4 The device that secures the wagon’s brakes to wheels, limiting movement. 
5 Timber wedge block to stop rail vehicles’ wheels from rolling. 
6 The surface location that connects the wheels on the rail vehicle to the rail head.  
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Who may benefit 

1.12. Rail personnel and organisations that conduct safety-critical operations may benefit 

from the findings in this report. 
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2 Factual information 

Pārongo pono 

Background  

2.1. The Y20 shunt7 (the train) operates up to five times a day, moving container wagons 

between the Dunedin rail yard and the Port Otago rail storage facility, located in Port 

Chalmers (see Figure 3).  

Figure 3: Port Otago rail storage facility 

2.2. The Y20 shunt operation requires a two-person crew: a remote-control operator (RCO) 

and a rail operator (RO). 

2.3. The RCO uses a remote-control pack to remotely move the train forwards and 

backwards and to apply the train’s brakes during shunting operations within rail yards 

(see Figure 4).  

Figure 4: Remote-control pack as worn by an RCO 

 

 
7 The number KiwiRail uses to identify the job and crew. 
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2.4. The freight marshalling yard consists of four stabling8 roads (see Figure 3 above). When 

conducting shunts, the RO informs the RCO of the number of wagons9 to be moved into 

each stabling road. The RO is also responsible for applying the wagons’ hand brakes, 

removing the air from the braking systems and securing wooden chocks under the 

wagons’ rear wheelsets to prevent them moving. 

Narrative  

2.5. At about 2300 on 22 January 2025, a two-person crew, consisting of an RCO and an RO) 

arrived at the Dunedin rail yard to begin their shift.  

2.6. The RCO had just returned from leave and was on their first shift back. They reviewed 

the new rule-change documentation, then obtained the daily information bulletin (DIB)10 

as a part of their prestart book-on procedure. The DIB outlined rail operations on the 

section of track between Dunedin and Port Otago, about 11 kilometres (km) north of 

Dunedin at Port Chalmers.  

2.7. The RCO met with the RO, discussed the work plan and held a prestart safety meeting 

with the Dunedin rail operations team leader.  

2.8. At 2330, the RCO carried out safety function checks11 on the remote-control pack and 

locomotive.  

2.9. The RCO and RO then attached 25 wagons to the shunt locomotive (DSG 3251) before 

getting into the locomotive cab for the journey to Port Otago. 

2.10. The RCO called train control12 on the locomotive’s radio to request authority to 

proceed from Dunedin to Port Otago. At 2353, train control placed signals at proceed, 

and the train with 25 wagons departed for Port Otago.  

2.11. At 0120:31, the train arrived at Port Otago to place 25 wagons into the freight 

marshalling yard, ready for the containers to be removed.  

2.12. The RO disembarked from the locomotive cab and took up position on the ground, 

approximately 2 metres (m) away. The RCO also disembarked from the cab and entered 

the locomotive’s front-right refuge area.13  

2.13. The RCO released the brakes on the 25 wagons and moved the train into road 1 with 

the intention of stabling the first ten wagons. 

2.14. Over the portable radio, the RO advised the RCO that they had counted off the 

required wagons and asked the RCO to stop the train.  

2.15. The RO then alerted the RCO that they may have miscounted the wagons and that 

there could be only nine instead of ten.  

2.16. The RCO directed the RO to uncouple the remaining wagons and advised that if they 

were short a wagon, they could get it on the next movement into road 2.  

 
8 The area to hold rail wagons. 
9 A rail vehicle used to move freight and containers.  
10 A paper document that outlines the day’s rail movements and additional information about a section of railway. 
11 A series of safety checks to ensure the train is fit to operate. 
12 Controls the movements of trains and rail vehicles on the rail network. 
13 The safe ride position to stand in when moving in a rail yard.  
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2.17. At 0121:27, the RO lifted the wagon air taps14 at the cut-off point15 and instructed the 

RCO to move the train forward to uncouple the connection between the wagons.  

2.18. The RCO pulled the wagons down to the end of road 1, where the RO confirmed that 

there were only nine wagons, not ten as planned.  

2.19. The RO stabled16 the remaining 16 wagons and applied one hand brake on the 

leading end wagon. 

2.20. The RO then walked forward to set the track points17 for the locomotive to enter 

road 2 in the next rail movement. The RCO and RO communicated over the radio, but 

they didn’t come to a clear understanding of who was to complete the stabling process 

for the wagons in road 1.  

2.21. As the RCO applied the wagon and locomotive brakes using the remote control pack, 

they unintentionally moved the brake valve tap18 of the first wagon with their hand. This 

caused an 11 kilopascal (kPa) spike of air pressure to move down the wagon brake pipe, 

resulting in the release of all the wagons’ brakes.  

2.22. Neither the RCO nor the RO were aware that the brakes had been released. 

2.23. At 0125:56, the RCO informed the RO that they had lifted the brake valve taps and 

cut off the locomotive from the wagons. 

2.24. The RCO then positioned the track points at the end of road 1 to enter road 2 and 

travel back towards the RO and the remaining 16 wagons.  

2.25. As the RCO travelled down road 2, they radioed the RO to ask whether the next 

movement would be for 11 wagons. This radio call went unanswered.  

2.26. On arrival back at the connection area, the RCO and RO both attempted to couple 

the remaining wagons to the shunt locomotive.  

2.27. At 0128:38, the nine wagons on road 1 started rolling down the descending gradient 

towards the crew’s location (see  

2.28. Figure 5).  

 
14 Controls the flow of air for a train’s braking system.  
15 When the wagons are split from their connection.   
16 Held a wagon or rail vehicle in a stationary position within a rail road. 
17 The mechanical system that can direct rail vehicles on to different rail roads. 
18 The device fitted to a wagon or rail vehicle to control the air from a train’s braking system.  



 

Page 6 | Final Report RO-2025-102 

Figure 5: Position of wagons and shunt crew at 0128:38  

(Credit: Port Otago, annotated by TAIC) 

 

2.29. At 0129:28, the RCO tried to connect the remaining 16 wagons to the shunt 

locomotive, but because of the curvature of the track the wagon coupler connection 

would not align and lock in place. At the same time, the nine unsecured roll away19 

wagons had moved approximately 15 m towards the crew (see Figure 6).  

Figure 6: Position of wagons and shunt crew at 0129:28  

(Credit: Port Otago, annotated by TAIC) 

2.30. At 0130:20, the RCO advised the RO that they had successfully coupled the 

locomotive to the wagon’s coupler. The RO then went between the wagon and 

locomotive to join the two air-brake hoses together. The crew were still unaware of the 

wagons slowly moving towards them (see Figure 7). 

 
19 The term used for rail vehicles moving when they are unattended. 
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Figure 7: Position of RCO and RO while connecting the air hoses  

(Credit: Port Otago, annotated by TAIC) 

2.31. After joining the hoses, the RO moved out from between the wagon and the 

locomotive. About three seconds later, the RCO noticed a large shadow moving towards 

them. The RCO yelled at the RO, “get out of the way” and applied the locomotive’s 

emergency brake using the remote-control pack (see Figure 8). 

Figure 8: Shadow cast by roll away wagons  

(Credit: KiwiRail, annotated by TAIC) 

2.32. At 0130:30, the nine wagons totalling 472 tonnes (t) collided with the front of the 

locomotive and remaining 16 wagons. The impact caused the locomotive to be pushed 

backward approximately 1.2 m at a speed of 3 kilometres per hour (km/h) (see Figure 9). 



 

Page 8 | Final Report RO-2025-102 

Figure 9: Position of wagons and shunt crew at time of collision 

(Credit: Port Otago, annotated by TAIC) 

2.33. The force of the collision caused the locomotive and wagon buffer that were 

previously connected to the remaining 16 wagons to part and separate by 

approximately 1 m (see Figure 10).  

 

Figure 10: Position of locomotive and roll way wagons after collision  

(Credit: Port Otago, annotated by TAIC) 

2.34. The crew were uninjured. They stabled the wagons and locomotive before calling the 

KiwiRail manager. The manager attended in the capacity of Rail Incident Coordinator 

(RIC) and started an initial investigation. 

Personnel information 

2.35. The RCO was employed by KiwiRail in September 2009. They completed the theory 

and on-job training, achieving full final certification on 11 December 2018. A safety 

observation20 assessment was completed on 22 May 2024, and the RCO was deemed 

competent.  

2.36. KiwiRail’s drug and alcohol testing of the RCO after the incident produced a negative 

(clear) result.  

2.37. The RO was employed by KiwiRail in November 2023. They completed the theory and 

on-job training, achieving full final certification on 11 August 2024. A safety observation 

assessment was competed on 2 December 2024, and the RO was deemed competent.  

2.38. KiwiRail’s drug and alcohol testing of the RO after the incident produced a negative 

(clear) result.  

 
20 A practical on-job observation completed every eight months by a certified rail assessor to assess whether a rail 

worker is competent to retain their current licence to operate.  
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Train/vehicle information 

2.39. DSG 3251 is a diesel-electric locomotive used for remote-control shunting operations 

within freight marshalling yards and transferring freight short distances on the main line. 

Built by Toshiba Corporation, these locomotives were commissioned into New Zealand’s 

rail service between 1981 and 1983.  

Recorded data 

2.40. The train’s locomotive was fitted with a Tranzlog data recording system.21 The 

relevant data was obtained by the Commission and used in this investigation. 

Site and wreckage information 

2.41. The combined weight of the nine wagons involved in the collision was 472 t, and they 

were approximately 126 m long.   

Tests and research 

2.42. Commission investigators attended KiwiRail’s Hillside workshop in Dunedin to test 

the train’s brake functionality and remote-control operations.  

2.43. Commission investigators observed the testing carried out by KiwiRail and obtained 

the results, including:  

• function testing of the remote-control pack 

• air-brake and mechanical testing of the wagon’s braking system 

• emergency train-brake stop button 

• radio call testing to train control. 

Organisational information 
 

KiwiRail Holdings Limited (KiwiRail) 

2.44. KiwiRail is a New Zealand state-owned enterprise. It operates trains and rail vehicles, 

controls rail movements on the national rail network and maintains the railway 

infrastructure as the rail access provider.  

Previous occurrences 

Uncontrolled roll away data 

2.45. The Commission obtained KiwiRail’s uncontrolled roll away data, for 2015 to 2024 

(see Figure 11). 

 

 
21 This system records and stores operational data from the locomotive. 
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Figure 11: KiwiRail roll away occurrences between 2015 and 2024 

2.46. The locations of the uncontrolled roll away occurrences are shown in Figure 12. 

Figure 12: KiwiRail’s national roll away numbers by location from 2015 to 2024 
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RO-2021-105  

2.47. On 25 September 2021, a remote-controlled shunting locomotive and wagon rolled 

off the wharf into the sea at Picton. The remote-control operator was distracted and did 

not maintain awareness of the movement.  

2.48. The Commission’s investigation (Transport Accident Investigation Commission, 2023) 

identified several contributing factors, including: 

• lack of engineering protections 

• inadequate support for newly qualified staff in safety-critical roles. 

2.49. The Commission made the following recommendations. 

2.50. That KiwiRail ensures that safe working procedures are in place to manage site-

specific risks associated with staff undertaking shunting activities. (Recommendation 

004/23) 

2.51. On 26 April 2023, the Commission recommended that KiwiRail installs a more 

effective engineering solution to prevent rail movements entering the Picton rail 

linkspan without authorisation. (Recommendation 005/23) 

2.52. KiwiRail took the following action: 

This recommendation is accepted by KiwiRail, and it is being implemented. We 

will confirm a timeline for these actions to be completed with your staff at our 

regular relationship meetings. In addition to our response of 22 February 2023, 

a KiwiRail Industrial Council (KIC) Safer Shunting working group has been set up 

which meets regularly. The purpose of this group is to ensure that KiwiRail 

improves the shunting safety outcomes within KiwiRail using people v plant 

principles. Works collaboratively with our union partners using High 

Performance High Engagement (HPHE) principles. To develop a future state 

shunting strategy that is aligned to current and new assets and the RNIP 

funding model. Understand the risks associated with shunting and manage 

these risks, so far is reasonably practicable 

In line with KiwiRail’s response of 22 February 2023 to the draft 

recommendation, as part of the IREX project a preferred option has been 

identified for a series of automatic derailers that will be interlocked with the 

linkspan structure. This recommendation is accepted and the anticipated time 

line for completion is end of 2024. 

RO-1998-115  

2.53. Train 823, with a rake22 of 18 empty coal wagons, was journeying from Lyttelton to 

Ngakawau. It stopped, and the locomotives were detached for servicing. Shortly after, 

the wagons began an uncontrolled movement eastward along a downhill grade toward 

Christchurch. They crossed two level crossings before they could be stopped. 

2.54. The Commission issued the following recommendations(Transport Accident 

Investigation Commission, 1999). 

• Procedure enforcement: rigorously apply and audit compliance with rules for 

securing detached wagons before uncoupling locomotives (Recommendation 

103/98) 

 
22 A number of rail wagons attached to each other. 
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• Operational change: discontinue or critically revise the practice of detaching 

wagons and leaving them on the main line without secure protections 

(Recommendation 102/98). 

2.55. Tranz Rail took the following safety actions:  

At Middleton instructions have been issued to ensure the normal method of 

handling trains requiring locomotive servicing is to berth them on other than 

the main line. Tranz Rail will continue its ongoing education od assuring 

compliance with all the rules and operating instructions including the securing 

of detached wagons left on the main line. 
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3 Analysis 

Tātaritanga 

Introduction 

3.1. On 23 January 2025 at 0125, a scheduled train shunt service arrived at Port Otago. 

During the positioning process, nine wagons stabled in the freight marshalling yard 

rolled away uncontrolled. They collided with the locomotive while the crew were 

connecting the next set of wagons.  

3.2. The following section analyses the circumstances surrounding the event to identify those 

factors which increased the likelihood of the event occurring or potentially increased the 

severity of its outcome. It also examines any safety issues which have the potential to 

adversely affect future operations.  

Securing rail wagons  

3.3. Stabling rail vehicles and securing them in a safe manner when not in use is critical for 

safety and operational reasons. Unsecured wagons can move in an uncontrolled manner 

owing to gravity and vibration. This poses serious risk to workers, equipment and 

infrastructure, especially in rail yards with gradients or busy operations. 

3.4. In KiwiRail’s shunting operation, the risk of a roll away was mitigated by two essential 

procedures that staff were expected to adhere to: first, applying a full service to the air 

brakes; and, as a secondary measure, applying park/hand brakes. Without compliance 

with either of these procedures, a roll away was likely to occur. 

3.5. To stable and secure a rail vehicle, KiwiRail has rules and procedures in place that outline 

the sequential steps to be taken to effectively mitigate the risk of an uncontrolled rail-

vehicle movement (see Figure 13).  

Figure 13: KiwiRail rules and procedures for securing rail vehicles 

3.6. In this incident, neither step 1 (full-service brake pipe application), step 3 (park/hand 

brake application) nor step 7 (manually exhaust the air) occurred. In addition to the 

specified rules and procedures, there was a local instruction that required the placement 

of a wooden chock under the rear wheel of each wagon. This too was not completed.  
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3.7. The only step taken to stable and secure the nine wagons was applying the full-service 

train brake. This process was compromised at the time of the brake application (see 

below).  

Why was the full-service brake application ineffective? 

Train air-brake systems  

3.8. A rail vehicle's air-brake system is a critical component in maintaining operational safety, 

both when the train is in motion and when it is stationary. The air-brake system has 

been in use since 1860, and has underpinned railway safety around the world.  

3.9. The air-brake system operates by using compressed air to move mechanical parts to 

apply and release brake blocks to the wheels of rail vehicles. While it plays a critical role 

in rail-vehicle safety, the system is vulnerable to failure if correct procedures are not 

followed.  

3.10. The key features of the air-brake system are outlined in Figure 14.  

Figure 14: Key features of the air-brake system  

(Credit: diagram KiwiRail) 
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3.11. The air-brake system works primarily by controlling air pressure throughout the 

length of the train. The brake pipe is continuous and is connected between each wagon 

by a flexible brake-pipe hose that allows continuous air flow to the end of the train. (see 

Figure 15).   

Figure 15: Train’s brake pipe 

 (Credit: KiwiRail) 

3.12. To allow the train to roll freely with the brakes released, the brake pipe must be 

pressurised to 550 kilopascals (kPa).23 Figure 16 depicts, in light blue, the locomotive’s 

compressor and brake pipe fully charged with the brakes in a release position on the 

wagon.  

Figure 16: The train’s air pressure compartments when brakes are released 

(Credit: KiwiRail) 

3.13. To apply the train’s brakes, the locomotive engineer reduces the air pressure in the 

brake pipe, using the controls in the cab or on a remote-control pack.  

3.14. This brake-pipe reduction in air pressure activates the triple-valve system on each 

wagon, with the level of braking corresponding to the amount of reduction of air 

pressure from the brake pipe.  

3.15. The air is released from the train’s brake pipe into the atmosphere from the front of 

the locomotive, while the auxiliary reservoir on each wagon moves air into the brake 

cylinders, moving the brake rigging24 to apply the brake shoes on to the wagon’s 

wheels.  

  

 
23 The air pressure required to release the braking system.  
24 The equipment that attaches to the brake cylinders and wagon to allow the brakes to function. 
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3.16. Figure 17 depicts, in dark blue, a reduction of air pressure from the brake pipe, which 

applies the brakes to the rail vehicles wheels. 

Figure 17: Reduction of air resulting in brake application 

(Credit: KiwiRail) 

3.17. Once the desired level of braking has been achieved, the locomotive engineer or RCO 

can release the brake. This initiates the process of recharging25 the brake pipe with air 

pressure back up to 550 kPa, allowing the train’s wheels to roll freely. 

‘Air pressure spikes and bottling the air’ 

3.18. To achieve an effective brake application, the air must be released into the 

atmosphere, and the brake-pipe pressure must become equalised throughout the 

length of the train. This process is called ‘equalisation’ and the longer the train, the 

longer the equalisation process will take.  

3.19. The yellow line in Figure 18 depicts the air releasing but not yet being equalised 

throughout the train. If the brake pipe has not reached equalisation and the air flow is 

interrupted from full release, it can cause an air spike26 to be forced back through the 

brake pipe against the releasing air flow from the front of the locomotive. 

Figure 18: Unequalised air release  

(Credit: KiwiRail, annoted by TAIC) 

3.20. A rise in air pressure against the releasing air sends a false signal to each of the 

wagon’s triple valves, resulting in the brakes being released. Once the first wagon is 

affected, it is accelerated when the auxiliary reservoir releases pressurised air back into 

the brake pipe. This causes a cascading effect that progressively releases the brakes on 

each subsequent wagon (see Figure 19).  

3.21. This is exacerbated when the air in the wagons brake pipe is closed off by moving the 

brake pipe tap to the closed position, this is called ‘bottling the air’.27 

 
25 The period for the brake pipe to replenish the air pressure back to 550 kPa. 
26 A rise in air pressure back through the brake pipe.  
27 When air pressure is left in the wagon’s brake pipe and the shut off taps are closed. 
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Figure 19: Air spike releasing the air-brake system 

(Credit: KiwiRail, annoted by TAIC) 

3.22. In this incident, the locomotive’s Tranzlog data recorded an 11 kPa rise in brake-pipe 

pressure while the RCO was applying the brakes to the nine wagons on road 1. It is 

virtually certain that this pressure spike and the bottled air triggered the release of the 

air-braking system (see Figure 20). 

Figure 20: Tranzlog data recording air spike in air-brake pipe pressure 

3.23. Had the air in the train’s air-brake pipe equalised along all nine wagons, the spike in 

air pressure would not have occurred and the wagons in road 1 would have held in 

place for a period of time (see Figure 21).  

 

Figure 21: Equalised brake-pipe application with brakes applied to the wagons 

(Credit: KiwiRail, annoted by TAIC) 
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Training of rail personnel  

Safety issue 1: The training delivered by KiwiRail did not provide the shunting crew with 

sufficient knowledge about the air-brake system and how to manage its associated risks. This 

reduced the crew's ability to identify and respond to a potential release of the air-brake system 

in stabled wagons.   

3.24. Training staff in safety-critical operations is essential for the safety of personnel and 

to maintain the integrity of safe systems of work, where failure can lead to serious harm 

or loss of life. 

3.25. Effective training ensures that personnel fully understand operational risks and how 

to manage them, increasing the likelihood that established procedures are followed. It 

also reduces the likelihood of incidents or accidents caused by human error, such as 

complacency or ineffective communication. 

3.26. KiwiRail’s theory training for new employees covers KiwiRail’s Operating Rules and 

Procedures (the rules), including the seven-step process for stabling and securing rail 

vehicles (see Figure 143 above). 

3.27. In addition, KiwiRail’s hand-brake ratio table specifies the number of hand brakes that 

must be applied per number of wagons to safely hold them in place for more than one 

hour (see Figure 22). The nine wagons that were involved in the incident should have 

had three hand brakes applied, but none had been used.  

Figure 22: Hand-brake ratio table for securing wagons  

(Credit: KiwiRail) 

3.28. The Commission found from interviewing the crew that during their communications 

the RO and RCO did not verbally confirm with each other what tasks each was doing 

and whether those tasks were complete. A breakdown of clear radio communication 

resulted in a misunderstanding and led to the RO assuming the RCO had applied the 

hand brakes, which they hadn’t.  

3.29. KiwiRail’s locomotive fleets are equipped with air-flow gauges in the cab to assist 

locomotive engineers in determining when equalisation has been achieved. This is when 

the white and orange needles in the gauge align with each other and stop moving (see 

Figure 23).  
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Figure 23: In-cab air-flow gauge at point of equalisation 

3.30. The RCO’s remote-control unit did not include any visual indicators to assist the RCO 

determine when brake-pipe reduction had fully equalised. In the absence of such aids, 

the RCO had to rely on their judgement and experience to estimate when equalisation 

had occurred, and the stabling process could begin, and the air tap could be lifted. This 

increased the likelihood of incomplete equalisation and an unintended release of air. 

3.31. Commission investigators conducted two tests to record the time for nine wagons to 

reach equalisation. They received results of 14.3 seconds (s) and 15.4 s. 

3.32. The training provided to staff in relation to securing rail vehicles did not include air-

brake equalisation requirements, or the time needed for wagons to reach equalisation 

before the stabling process could be initiated. Additionally, the Commission found that 

KiwiRail’s training did not cover the following areas: 

• the risks of not reaching equalisation of air-brake application and bottling air in 

the wagons 

• the consequences of an air spike on the air-brake system  

• why a full-service air-brake application must be used when stabling wagons.  

3.33. Without learning and understanding these fundamental elements of the air-brake 

system, rail staff could not be expected to understand all the risks associated with 

stabling wagons and why the correct procedure needed to be followed.  

3.34. In this incident, the RCO was not aware that they had moved the tap on the wagon as 

air was still equalising within the brake pipe. Lifting the tap too early caused the system 

to release the applied brakes, leaving the rake of wagons unsecured when the RCO 

detached the shunt locomotive. 

3.35. Had adequate training been provided to staff on equalisation timings for air-brake 

applications, it is likely the RCO would have identified that equalisation had not yet 

occurred before uncoupling the locomotive from the wagon rake. 
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Safety culture  

Safety issue 2: The safety culture in KiwiRail’s shunting crew at Port Otago is poor with a high 

level of acceptance of rule violation and at-risk behaviours. This increases the likelihood of 

accidents and incidents. 

3.36. The Commission found that this incident occurred as a result of non-compliance with 

rail-vehicle stabling procedures.  

3.37. Compliance with procedures is an example of an administrative control, which is less 

effective than engineering controls, substitution or elimination. Administrative controls 

are vulnerable to human error and non-compliance and therefore should not be solely 

relied upon to keep a system safe. 

3.38. Compliance with procedures is known to be affected by several interacting factors 

(Kuiper, et al., 2022). These factors differ depending on the context, but generally non-

compliance is common when: 

• the benefits of non-compliance are perceived as higher than the benefits of 

compliance 

•  potential punishment is not perceived as certain and severe  

•  other people are seen to not comply 

•  the rules and the authorities are not perceived as legitimate 

•  the rules are not easy to comply with, and the person lacks the ability to comply  

•  the person has the opportunity not to comply. 

3.39. Compliance is also more likely when underpinned by a strong safety culture. The 

Commission found several indications that the rail-safety culture at Port Otago needed 

strengthening, particularly with respect to the high levels of acceptance of both rule 

violation and at-risk behaviours.  

3.40. Commission investigators obtained and reviewed CCTV28 footage for the ten days 

before the incident. This footage captured 88 individual rail-vehicle stabling movements. 

The Commission found all 88 movements involved non-compliance with the rules. 

Furthermore, 11 of the rail-vehicle movements involved staff moving into unsafe 

positions, placing them at risk of harm or injury (see Figure 24). 

 
28 Closed-circuit television  
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Figure 24: CCTV showing rail staff in a dangerous position  

(Credit: Port Otago, annotated by TAIC) 

3.41. To further understand the safety culture and performance in KiwiRail shunting yards, 

the Commission obtained roll away data that showed that in the last 10 years there have 

been 78 roll aways involving the incorrect stabling of rail vehicles. 

3.42. The evidence collected and analysed by the Commission indicates that within 

KiwiRail’s shunt yards there was a poor safety culture which included: 

• walking though gaps less than 10 m wide while the shunt movement 

was approaching 

• a crew member trying to retrieve a wheel chock from beneath a 

wagon as it was moving 

• disconnection of the locomotive from the rake of wagons before the 

application of hand brakes 

• crew leaving stationary wagon rakes with the air bottled in the 

wagon’s brake pipe 

• crew not securing the wagon rake with the correct number of hand 

brakes  

• crew not securing the wagon rake with a wheel chock. 

3.43. A strongly implemented safety culture is fundamental to how workplaces function. It 

sets the tone for organisational values, behaviours and expectations around safety, 

ensuring that everyone from leadership to frontline staff understands their role in 

maintaining a safe working environment. 

3.44. When safety is deeply embedded in workplace operations, it becomes a shared 

responsibility rather than a compliance task. A proactive approach encourages 

continuous improvement, reduces risk and promotes a culture where safety is not just a 

priority but a core part of everyday decision-making.  
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3.45. Safety culture has long been described as encompassing several aspects of culture, 

including an informed culture, a reporting culture, a just culture, a flexible culture and a 

learning culture (Reason, 1997) (see Figure 25).  

 

Figure 25: Components of safety culture, adapted from Reason (1997) 

Source: (Pupulidy, 2020) 

3.46. One important component of safety culture is a learning culture – where the 

organisation has the willingness and competence to draw the right conclusions from its 

safety information system, and the will to implement changes. 

3.47. On 12 January 2023, two years before this incident, a rake of nine wagons rolled away 

at Port Otago rail marshalling yard, resulting in an uncontrolled movement. KiwiRail 

carried out an investigation and found the following:  

Risk misperception/poor hazard identification by the Rail Operators involved.  

Safety critical rule violations by the Rail Operators that led to an unsecured rake 

of 9 wagons moving 150m.  

Failed defences that were available for use but not used by the Rail Operators 

involved (Handbrakes, Exhausting of air, chocks). The failure of the Operators to 

use these controls led to the uncontrolled movement 

3.48. In relation to the organisational culture, the investigation report stated: 

During the investigation, it quickly became clear that the human factors listed 

above (Complacency/desensitisation to hazards, Behavioural beliefs, and Passive 

tolerance of rule violations) indicate dysfunctional characteristics within the 

work culture. 

3.49. KiwiRail’s 2023 investigation report found that while many of its suggested corrective 

actions were completed, most of them were unlikely to address the safety-culture issues 

identified. The Commission found this indicated a gap in the organisation’s ability to 

implement changes based on information in its safety system and highlighted a 

potential weakness in its learning culture.  

3.50. One finding in the KiwiRail 2023 investigation report identified the potential to 

improve safety culture:  
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Tranzlog reviews – more frequent review of Tranzlog downloads could help the 

business identify gaps in shunting behaviour. 

3.51. However, the Commission found no evidence that KiwiRail had been completing the 

safety-audit process using Tranzlog downloads at Port Otago that could have identified 

non-compliance practices.   

3.52. It is very likely that with closer monitoring of compliance with procedures and other 

safety measures, KiwiRail could have identified safety risks in its shunting operation, 

potentially preventing the incident occurring.  

Non-reporting of incidents 

3.53. Another important component of safety culture is a reporting culture – an 

organisational climate in which people are prepared to report their errors and near 

misses (Reason, 1997).  

3.54. The Commission reviewed a period of 10 days before the incident. No incidents had 

been reported despite CCTV evidence showing frequent non-compliance with 

procedures over this period.  

3.55. Without consistent reporting, organisations are unable to identify why non-

compliance is occurring or make changes to reduce future incidents. For example, while 

this incident involved rule- and knowledge-based errors by KiwiRail crew members, 

other non-compliance rail events in Port Otago rail facility could have been the result of 

slips, lapses or violations, and may require different responses and interventions (see  

3.56. Figure 26). Organisations are unable to respond appropriately if non-compliance is 

not being reported. 
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Figure 26: Human error types  

(Credit: Reason (1997)) 

3.57. While the Commission was unable to identify the factors driving KiwiRail’s under-

reporting of shunting issues, the lack of reporting indicates a poor reporting culture 

among KiwiRail’s crews within the Port Otago rail yard. 

3.58. It is virtually certain that non-compliance with safe shunting procedures is being 

under-reported in the Port Otago rail yard, hindering KiwiRail’s ability to monitor and 

respond appropriately.  

Emergency response plans 

Safety issue 3: When the emergency stop button is applied on the remote-control pack, there is 

no automatic alert through to train control when the locomotive is stationary. This could result 

in a delay in implementing a response to an emergency, particularly if the remote control 

operator was incapacitated after applying the emergency stop. 

3.59. Engineering systems can put mechanisms in place for when human performance and 

time-based control applications are not sufficient. Systems such as automatic radio 

emergency response alerts29 are common in other parts of the rail industry, within 

New Zealand and around the world.  

3.60. Not having such systems installed in shunt locomotives and remote-control packs 

could lead to delays in responses to emergencies and create additional time delays in 

rendering assistance.  

3.61. The Commission found that the emergency stop button on the remote-control pack 

that was being used at the time did not send an alert to train control when activated. 

 
29 Automatic radio emergency response alerts are sent to train control when brakes are placed in the emergency 

position, or the braking system loses air.  
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The RCO involved in this incident mistakenly believed that train control would be alerted 

when the emergency stop button was applied. 

3.62. The remote-control pack was function tested. It was confirmed that the pack was 

operating as expected and that train control was not alerted when the emergency stop 

button was applied when the locomotive was stationary.  

3.63. KiwiRail and Commission investigators completed an additional test on 5 May 2025 

with the same type of remote-control pack. They confirmed that activating the 

emergency stop button in a stationary position did not result in an emergency call to 

train control. When interviewed, KiwiRail’s head of engineering stated: 

The remote control was not configured to alert train control when the 

emergency stop button was applied, or when the vigilance (time) cycle was 

exceeded whilst in remote control mode or when the locomotive is stationary 

and operating below 5 km/h.  

3.64. It is common practice for crews to work alone at certain rail yards and sidings. This 

presents a significant risk; in the event of an incident or accident, there is no established 

emergency response plan or safety oversight in place to support the crew. 

3.65. If an automatic alert system had been fitted to the emergency stop button of the 

remote-control pack to activate at a lower speed tolerance, it is very likely that train 

control would have received an emergency alert call. Train control was not aware of the 

collision, therefore was not able to respond immediately, apply any safety barriers or 

render any medical assistance to the rail crew if required.  
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4 Findings 

Ngā kitenga 
4.1. The crew did not follow approved operational rules and procedures, and non-

compliance with them, coupled with inadequate radio communication, resulted in the 

wagons not being secured correctly. 

4.2. It is virtually certain that this pressure spike and the bottled air triggered the release of 

the air-braking system. 

4.3. The RO and RCO did not verbally confirm with each other what tasks each was doing, 

and whether those tasks were complete. A breakdown of clear radio communication 

resulted in a misunderstanding and led to the RO assuming the RCO had applied the 

hand brakes, which they hadn’t. 

4.4. Had adequate training been provided to staff on equalisation timings for air-brake 

applications, it is likely the RCO could have identified that equalisation had not 

occurred.  

4.5. The emergency stop button on the remote-control pack did not send any alert to train 

control when it was activated by the RCO.  

4.6. It is virtually certain that non-compliance with safe shunting procedures is being 

under-reported in the Port Otago rail yard, hindering KiwiRail’s ability to monitor and 

respond appropriately.  

4.7. It is very likely that with closer monitoring of compliance with procedures and other 

safety measures, KiwiRail could have identified safety risks in its shunting operation, 

potentially preventing the incident occurring.  
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5 Safety issues and remedial action 

Ngā take haumaru me ngā mahi whakatika 

General  

5.1. Safety issues are an output from the Commission’s analysis. They may not always relate 

to factors directly contributing to the accident or incident. They typically describe a 

system problem that could adversely affect future transport safety.  

5.2. Safety issues may be addressed by safety actions taken by a participant; otherwise, the 

Commission may issue a recommendation to address the issue.  

Safety issue 1: The training delivered by KiwiRail did not provide the shunting crew with 

sufficient knowledge about the air-brake system and how to manage its associated risks. This 

reduced the crew's ability to identify and respond to a potential release of the air-brake system 

in stabled wagons.   

5.3. On 2 February 2026, KiwiRail informed the Commission that it accepts the 

recommendation and has taken the following safety action:  

Several updates have been made to our Joint Operating Procedures to ensure 

that all processes are fully aligned with SHIELD standards and are clearly 

understood by our operators. In collaboration with Port of Otago, we are now 

carrying out regular rail safety checks. This includes making sure the stabling 

process is followed correctly as per SHIELD, confirming handbrakes, chocks, and 

taps are in the correct position, and KiwiRail staff are following the correct lock 

out procedures, and that any findings are reported directly to Dunedin 

Operations management. Additionally, formal safety observations are being 

conducted at Port of Otago. 

5.4. The Commission acknowledges the safety action being taken by KiwiRail but 

considers that more needs to be done to address this safety issue. Therefore, the 

Commission has made a recommendation in Section 6 to address this issue. 

Safety issue 2: The safety culture in KiwiRail’s shunting crew at Port Otago is poor with a high 

level of acceptance of rule violation and at-risk behaviours. This increases the likelihood of 

accidents and incidents. 

5.5. On 2 February 2026, KiwiRail informed the Commission that it accepts the 

recommendation and has taken the following safety action.  

KiwiRail is on a safety culture change journey. This includes the Toitū Te Mauri – 

Shifting Mindsets programme which will equip our frontline leaders with the 

skills, knowledge, and confidence to actively shape a strong safety culture. 

Through this programme, leaders will recognise their critical role in keeping 

their teams safe and gain practical tools to build trust, engagement, and 

accountability. The Dunedin Operations team has been working hard to improve 

its safety culture and working practices, specifically on the Port of Otago rail pad 

and rail infrastructure, alongside all other Dunedin operations. 

5.6. The Commission acknowledges the safety action being taken by KiwiRail but considers 

that more needs to be done to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this issue. 
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Safety issue 3: When the emergency stop button is applied on the remote-control pack, there is 

no automatic alert through to train control when the locomotive is stationary. This could result 

in a delay in implementing a response to an emergency, particularly if the remote control 

operator was incapacitated after applying the emergency stop. 

5.7. On 2 February 2026, KiwiRail informed the Commission that the recommendation is 

under consideration and has taken the following safety action:  

KiwiRail will investigate the feasibility of configuring remote control packs to 

alert train control when the emergency stop button is applied. 

5.8. The Commission acknowledges the safety action being taken by KiwiRail but considers 

that more needs to be done to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6. 
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6 Recommendations 

Ngā tūtohutanga 

General  

6.1. The Commission issues recommendations to address safety issues found in its 

investigations. Recommendations may be addressed to organisations or people and can 

relate to safety issues found within an organisation or within the wider transport system 

that could contribute to future transport accidents and incidents. 

6.2. In the interests of transport safety, it is important that recommendations are 

implemented without delay to help prevent similar accidents or incidents occurring in 

the future.   

New recommendations  

6.3. On 24 March 2026, the Commission recommended that the chief executive of KiwiRail 

review and improve KiwiRail’s training on the air-brake operation system and include the 

associated risks of not following the required procedures. [010/26] 

6.4. On 13 April 2026, KiwiRail replied: 

This recommendation is accepted.  

Updates have been made to our Joint Operating Procedures to ensure that all 

processes are fully aligned with SHIELD standards and are clearly understood by 

our operators. In collaboration with Port of Otago, we are now carrying out 

regular rail safety checks. This work is ongoing. 

6.5. On 24 March 2026, the Commission recommended that the chief executive of KiwiRail 

take immediate steps to improve the safety culture of their staff at Port Otago rail yard 

to increase compliance with KiwiRail’s Operating Rules and Procedures and reduce at-

risk behaviours. [011/26] 

6.6. On 13 April 2026, KiwiRail replied: 

This recommendation is accepted. 

KiwiRail is on a safety culture change journey. This includes the Toitū Te Mauri – 

Shifting Mindsets programme which is equipping our frontline leaders with the 

skills, knowledge, and confidence to actively shape a strong safety culture. 

6.7. On 24 March 2026, the Commission recommended that the chief executive of KiwiRail 

take steps to ensure that when the emergency stop button is applied on its remote-

control packs, there is an emergency alert automatically sent through to train control. 

[012/26] 

6.8. On 13 April 2026, KiwiRail replied: 

This recommendation is under consideration. We are looking at options for 

emergency alert notifications alongside Remote Control Operator (RCO) 

training, in the context of network and operator-controlled territory scenarios. 
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7 Data summary 

Whakarāpopoto raraunga 

Vehicle particulars 

Train type and 

number: 

Freight shunt service Y20 

Classification: Freight  

Year of manufacture: 1981–1983 

Operator: KiwiRail  

Date and time 23 January 2025 01:30 

Location Port Otago rail yard, Port Chalmers, Dunedin 

Operating crew Remote control operator and rail operator 

Injuries Nil 

Damage 
Moderate damage to the front of the locomotive and 

leading wagon 
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8 Conduct of the inquiry 

Te whakahaere i te pakirehua 
8.1. On 23 January 2025, the New Zealand Transport Agency notified the Commission of 

the occurrence. The Commission subsequently opened an inquiry under section 13(1) 

of the Transport Accident Investigation Commission Act 1990 and appointed an 

Investigator-in-Charge. 

8.2. Commission investigators attended the site on 26 January 2025 and conducted a site 

investigation, which included: 

• Air-brake function testing of the nine wagons braking system 

• remote control pack function testing of the train brake system  

• recharge and equalisation times of brake applications  

• emergency train brake stop button 

• radio call testing to train control.  

8.3. The Commission obtained records and information from sources that included:  

• interviews   

• training and certification records 

• Tranzlog data  

• CCTV footage 

• previous occurrence data.  

8.4. On 19 November 2025, the Commission approved a draft report for circulation to five 

interested parties for their comment. 

8.5. Two interested parties provided a detailed submission and two interested parties replied 

that they had no comment, one interested party did not respond despite efforts to 

contact them. Any changes as a result of the submissions have been included in the final 

report. 

8.6. On 24 March 2026, the Commission approved the final report for publication. 
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Abbreviations 

Whakapotonga 
 

DIB daily information bulletin  

km  kilometre  

km/h  kilometres per hour  

kPa Kilopascals  

m  metre  

RCO  remote control operator  

RIC rail incident coordinator  

RO rail operator  

t tonnes  
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Glossary 

Kuputaka 
 

air brake  a braking system activated by change in air pressure 

brake application  the act of applying the air brakes, generally accomplished by the 

operation of the automatic brake valve on a locomotive 

brake cylinder  Rail-vehicle component that converts air pressure to force, which 

typically presses a block/pad against the wheel tread or disc 

producing a retardation force  

cab  the area of a motive power unit or track vehicle containing the 

operating controls and crew workstations 

catch on  to attach vehicles when the couplers have been brought together 

and a positive connection has been made  

couple join rail vehicles together  

danger zone  the zone in which rail personnel may be struck by flying debris 

from couplers or transition heads breaking while catching on to 

another rail vehicle.  

draw gear the system of connecting rail vehicles together. It includes the 

coupler and uncoupling lever, yoke, draft gear, followers, draft 

lugs and striker casting 

emergency brake 

application  

maximum air-brake application made when a rail vehicle must be 

stopped in the minimum distance possible using only the air-

brake system 

park brake/hand brake  means by which an unattended or unpowered vehicle can be 

secured against unplanned movement. The retarding force is 

usually applied either by spring or ratchet handwheel through 

the brake mechanism to press the brake block/pad to the wheel 

tread or disc 

rail marshalling yard  a series of storage roads for placing rail wagons 
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rail operator  qualified person who assists the locomotive engineer/remote 

control operator with the movement and general working of the 

train 

train crew the locomotive engineer or operator, rail operator, train manager, 

passenger operator and other rail personnel provided to assist 

with running of the train under the direction of the locomotive 

engineer or operator 

wagon  rail vehicle used to transport goods and equipment on the rail 

network 

rail yard  area comprised of multiple tracks used for the storage and 

marshalling of rail vehicles 
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Kōwhaiwhai - Māori scroll designs 
TAIC commissioned its four kōwhaiwhai, Māori scroll designs, from artist Sandy Rodgers (Ngāti Raukawa, 

Tūwharetoa, MacDougal). Sandy began from thinking of the Commission as a vehicle or vessel for seeking 

knowledge to understand transport accident tragedies and how to avoid them. A ‘waka whai mārama’ (i te ara 

haumaru) is ‘a vessel/vehicle in pursuit of understanding’. Waka is a metaphor for the Commission. Mārama 

(from ‘te ao mārama’ – the world of light) is for the separation of Rangitāne (Sky Father) and Papatūānuku 

(Earth Mother) by their son Tāne Māhuta (god of man, forests and everything dwelling within), which brought 

light and thus awareness to the world. ‘Te ara’ is ‘the path’ and ‘haumaru’ is ‘safe’ or ‘risk free’.  

Corporate: Te Ara Haumaru - the safe and risk free path 

 
The eye motif looks to the future, watching the path for obstructions. The encased double koru is the mother 

and child, symbolising protection, safety and guidance. The triple koru represents the three kete of knowledge 

that Tāne Māhuta collected from the highest of the heavens to pass their wisdom to humanity. The continual 

wave is the perpetual line of influence. The succession of humps represents the individual inquiries.  

Sandy acknowledges Tāne Māhuta in the creation of this Kōwhaiwhai. 

Aviation: Ngā hau e whā - the four winds 
 

 

 

 

To Sandy, ‘Ngā hau e whā’ (the four winds), commonly used in Te Reo Māori to refer to people coming 

together from across Aotearoa, was also redolent of the aviation environment. The design represents the sky, 

cloud, and wind. There is a manu (bird) form representing the aircraft that move through Aotearoa’s ‘long 

white cloud’. The letter ‘A’ is present, standing for a ‘Aviation’.  

Sandy acknowledges Ranginui (Sky father) and Tāwhirimātea (God of wind) in the creation of this Kōwhaiwhai. 

Maritime: Ara wai - waterways 
 

 

 

 

The sections of waves flowing across the design represent the many different ‘ara wai’ (waterways) that ships 

sail across. The ‘V’ shape is a ship’s prow and its wake. The letter ‘M’ is present, standing for ‘Maritime.  

Sandy acknowledges Tangaroa (God of the sea) in the creation of this Kōwhaiwhai. 

Rail: rerewhenua - flowing across the land 

 

 
 

 

 

The design represents the fluid movement of trains across Aotearoa. ‘Rere’ is to flow or fly. ‘Whenua’ is the 

land. The koru forms represent the earth, land and flora that trains pass over and through. The letter ‘R’ is 

present, standing for ‘Rail’.  

Sandy acknowledges Papatūānuku (Earth Mother) and Tāne Mahuta (God of man and forests and everything 

that dwells within) in the creation of this Kōwhaiwhai. 

  



 

   

 

Recent Rail Occurrence reports published by 

the Transport Accident Investigation Commission 

(most recent at top of list) 

RO-2024-104 Freight train MR1, Signal passed at danger and near miss with HRV, Kereone 

Station, 2 August 2024 

RO-2025-101 

Train 931, safe working irregularity, 553.82 km Main South Line, Mataura, 12 

January 2025 

RO-2023-105 

Derailment of Tamper 703, Purewa tunnel, Auckland, 9 October 2023 

RO-2024-102 

Freight Train 882, near miss with track workers, Main South Line, Hornby 27 km, 7 

March 2024 

RO-2023-106 

Passenger train 804, TranzAlpine, train parting, Arthur’s Pass, 17 December 2023 

RO-2024-101 

Loaded coal train 850, signal passed at danger, Cora Lynn, Midland line, 27 

February 2024 

RO-2023-104 

Passenger train (Te Huia) signal passed at danger and potential conflict, Penrose, 

Auckland, 17 June 2023 

RO-2021-104 

Passenger train 6205, train derailment, Kāpiti, 17 August 2021 

RO-2023-102 

Freight train 360, derailment, Te Puke, 29 January 2023 

RO-2023-101 

Hi rail vehicle collision near Te Puna, 86.43 km East Coast Main Trunk Line, 10 

January 2023 

RO-2023-103 

Safe working irregularity, 3.85km, Johnsonville line, tunnel 5, 4 May 2023 

RO-2022-104 

Shunt train L51 and heavy goods vehicle, level crossing collision and derailment, 

Whangārei, 7 December 2022 

RO-2022-102 

L71 Mainline Shunt, derailment and subsequent rollover, Tamaki, 1 June 2022 

RO-2022-101 

Passenger train, fire in auxiliary generator wagon, Palmerston North, 11 May 2022 

RO-2022-103 

KiwiRail W6 shunt and Metro (Go Bus) Route 60 bus, near miss at Selwyn Street 

level crossing, Christchurch, 8 August 2022 
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