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Notes about Commission reports
Korero tapiri ki nga purongo o te Komihana

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

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: Train similar to the incident train DT80

Final Report RO-2025-106 | Page iii



Part of Chart "Porirua 0.1m Urban Aerial Photos (2024)"
Sourced from Land Information New Zealand data
Crown Copyright Reserved

Figure 2: Location of incident
(Credit: Land Information New Zealand Toitd Te Whenua)
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1

Executive summary

Tuhinga whakarapopoto

What happened

1.1.

At about 0900" on 8 May 2025, a KiwiRail rail protection officer® (RPO) and two
subcontractors met at Plimmerton Domain car park, north of Wellington. They
travelled north for about one kilometre along the North Island Main Trunk (NIMT)?
access road to conduct planned maintenance work on a track grease applicator.*

1.2. At about 0920, they arrived at the worksite. The RPO established protection® for the
worksite and the subcontractors started work under the supervision of the RPO.

1.3. At 1014, an empty passenger train travelling north rounded the curve at
62 kilometres per hour on approach to the worksite. The trainee locomotive engineer
observed two people on the track ahead and immediately applied the train's
emergency brake.

1.4.  The two workers cleared the track as the train came to a stop only metres from the
workers location. No injuries to individuals or damage to rail vehicles or infrastructure
occurred.

Why it happened

1.5.  The RPO did not use the planned worksite-protection system as documented. This
allowed rail traffic to continue running as normal.

1.6.  The subcontractors were unaware of the type of worksite protection established and
were working under the direction of the RPO.

1.7.  KiwiRail did not regularly audit RPO worksite-protection documentation to ensure

RPOs were applying the correct method of worksite protection.

What we can learn

1.8.

1.9.

Following prescribed safety rules and procedures is important. They apply risk-based
safety control measures to prevent accidents and incidents and ensure a safe and
secure working environment for everyone.

Implementing a just-culture working environment® and strong safety leadership, with
internal auditing and regulatory assessment oversight, ensures that safety-critical
worker-protection systems are correctly applied and adequately managed.

" Times in this report are in New Zealand Standard Time (Universal Coordinated Time +12 hours) expressed in a
24-hour format.

2 Certified person who establishes worksite protection within the rail corridor.

3 The main rail network between Auckland and Wellington.

4 Applies grease automatically to the inside of the rail head to reduce wear and noise.
> To protect workers from moving rail traffic.

6 An organisational approach that balances accountability and learning when dealing with errors, incidents or
near misses.
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Who may benefit

1.10. Rail personnel and organisations that conduct safety-critical operations may benefit
from the findings in this report.
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2 Factual information
Parongo pono

Background

2.1.  The incident occurred on the NIMT, north of Plimmerton, Wellington, at the
25.65 kilometre (km) location. The track layout consisted of two tracks: the UP main
for rail traffic travelling towards Auckland and the DOWN main for rail traffic
travelling towards Wellington.

2.2.  The track leading into the incident area featured a slight upward gradient and a right-
hand curve rated for a maximum speed of 70 kilometres per hour (km/h). Visibility
along this curve was restricted; line of sight was limited to approximately
223 metres (m) from the approach to the incident location on the UP main line (see
Figure 3).

=R L. incident location

DOWN main line

train direction .'

Figure 3: Incident location and view line distance

2.3.  The worksite included an automatic grease-dispenser control box, a track grease
applicator and a train wheel sensor. The wheel sensor was positioned 8 m south of
the track grease applicator (see Figure 4).

2.4.  The automatic grease-dispenser system was fitted in October 2014 by Industrial
Lubricants and Services Limited (ILS).
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Figure 4: Worksite and equipment

Track workers involved

2.5.

2.6.

2.7.

KiwiRail rail protection officer (the RPO) was assigned to the job to ensure the
contractors had adequate protection from rail traffic.

Subcontractor one (SC1) was subcontracted by ILS to complete regular maintenance
on the grease-dispenser equipment in the Wellington rail corridor.’

Subcontractor two (SC2) was subcontracted by ILS to fix the grease dispenser’s
missing wiring and electrical components and inspect the solar-panel system.

Repair work and protection

2.8.

2.9.

2.10.

ILS had a contract with KiwiRail to fit and maintain grease dispensers and trackside
friction applicators to assist with rail adhesion at locations identified throughout
KiwiRail's rail network.

On 18 January 2025, approximately three months before the incident, routine
maintenance at the site identified that the grease dispenser had possibly been
vandalised and parts from the control box were missing.

ILS submitted a Track Access Request (TAR)® form to KiwiRail's Wellington metro
protection planning group. The form requested blocking protection at the worksite to
prevent rail traffic entering the worksite area, allowing the contractors to maintain
and fix the grease applicator.

7 The land between the legal boundaries of railway land, or land within 4 m of the centreline of any operational
track where the land boundary is less than this distance.

8 A formal request made to KiwiRail to secure specific dates and times for access to the rail network so that work
can be carried out safely on or near the tracks.
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211,

KiwiRail's Wellington metro protection planning group reviewed and approved the
TAR request. The planner completed an F1 form?® to approve the protection method.
This allowed the next stage of the request to be processed by KiwiRail's authority
department and to be recorded and published in the Daily Information Bulletin
(DIB).™

2.12.  The work was classified as light maintenance and therefore did not require the
protection group to undertake a train frequency assessment.

2.13.  SC1 was subcontracted to ILS to complete the scheduled repairs and maintenance.
SC2 was subcontracted to ILS to install the missing wiring loom and batteries, and to
inspect the solar-panel system.

Narrative

2.14. At about 0830 on 8 May 2025, a KiwiRail RPO arrived at Plimmerton Domain car park.
They were to meet SC1 and SC2, who were assigned to repair a trackside grease-
dispenser control box located approximately 1 km north of the car park.

2.15. By about 0918, both subcontractors had arrived. The RPO opened the access gate so
the contractors could follow them, in separate vehicles, to the worksite along an
access road next to the rail corridor.

2.16. At 0921, they arrived at the worksite and parked their vehicles on the access road (see

Figure 5). The RPO then realised they did not have their work-issued iPad or reading
glasses. They attempted to use their iPhone to complete the Individual Train
Detection (ITD)"" protection arrangements.

9 The F1 form records the approval process followed by KiwiRail's planning protection and records the details of
the TAR.

10 A document that contains information about worksites locations, protections to be used and train movements
on the rail network.

" A safe working system that does not prevent rail vehicles from entering an occupied section of track. It is a

safety check process that enables workers to access specific areas of the rail corridor as individuals, or as a
group. An observer must identify train movements and alert track workers to move to the designated safety

place.
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work area

safe place

Figure 5: Worksite location re-enactment
(Credit: TAIC and KiwiRail)

2.17. The RPO could not complete the ITD digital form using their iPhone, so instead used
a paper-based Mis 70R form (see Figure 6). KiwiRail rules and procedures did not
permit ITD at this location. It was also not the protection system outlined on the DIB

dated 8 May 2025. For additional information on the use of ITD see Section 3 of this
report.

KChv | R it g Mis 70R
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Individual Train Detection Safety Check

Mairss

Date :}rf'"

Locatior/km ' _
s PEANMER 120 EANCERUA S

jrl Ecoadine frall iakoes) 'k,_,-

A[ You mus-t be in your Safe Place 15 seconds
hicles
before the arrival of rail v

rll-ﬂ'ﬂuﬂ'l | Flhrcpreﬂ Sight L'bﬂl.ﬂ"ﬂ_l Tick the eppropriate bax aongside tha
E:ﬂ!d tar bt —{ sl speed which rall vehices
;:“:.II"‘ | Alone ::: Otserver | can ran #t this lcally.
| A L. ¥ you ara unfamiler wih the rosdmurm
L 25 L l:i spoed that apphes at this locadity Bwan
40 L 0 yoru st ume he i mum ing spesd
$ z:: 3ap | ©f 11akmn.
™ 300 A0
H B0 250 | 'Hﬂ_ If iy chouabt,
g0 | 400 B0 | contact KwiFtall Ares Infrastruciung
100 a0 | A | sea | Ofcs.
1m0 | s | a20 | (detals on lnsl poge of Dook)

conlinund o pagh Bolow.
' Emargency - call 0800 808 400 a2 T

Figure 6: ITD Mis 70R form
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2.18. Following the completion of the Mis 70R, the subcontractors began unloading tools
and equipment from their vehicles. The RPO and the two subcontractors crossed the
two tracks to the other side of the rail corridor where the control box was located.

2.19. SC1 accessed the top of the control box to refill the grease tank. They could see that
it was already full as the dispenser had not been working.

2.20. SC2 opened the front access door on the control box and started to replace the
missing wiring loom. In this position they had their back turned to any approaching
rail traffic.

2.21. The RPO stood next to the control box to alert the two subcontractors of any
approaching rail traffic.

2.22. During the period that they were at the worksite (63 minutes), nine trains passed (see
Figure 7). The green lines represent the scheduled train movements as per the
timetable, while the red line indicates the actual time each train passed.

0900 0930 1000 1030 1100

A 4

| | i ,‘| down mainline direction ‘ LAl ALY Il T\
| ’ J T - = f
f ' \ .J -', l‘ Ll |
"‘ | F f v P
/ ! A A\ \ XV

worksite aria| / I_" ‘ ‘ A\
A ¥ 1 S0 W AT T

| up mainline direction |
0921 workers onsite 1024

Figure 7: Recorded train movements past the worksite area
(Credit KiwiRail annotated by TAIC)

2.23. SC2 installed the missing components and saw that when the last train passed over
the track grease dispenser it had failed to activate. They spoke to SC1 about the fault
and continued with additional checks of the solar panel on the side of the control
box.

2.24. SC1 walked south, away from the control box, alongside the UP main line outer track.
They were inspecting for damage to the wire that ran from the control box to the
wheel sensor (the sensor), approximately 8 m away.

2.25.  On arriving at the sensor, they determined that the supporting bracket had dropped
downwards. This meant the sensor was not functioning correctly when train wheels
passed over it (see Figure 8).
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Figure 8: Trackside wheel sensor

2.26. SC1 walked back to the control box and retrieved the tools needed to lift the sensor
to the correct height.

2.27. On arriving back at the sensor, SC1 knelt between the tracks and started lifting the
sensor into its correct location. As they were doing this, a northbound empty
passenger train (DT80),"* operated by Transdev Wellington, approached the worksite
on the UP main track.

2.28. The train was travelling at 62 km/h and rounded the curve approximately 220 m away
from SC1's location (see Figure 9).

RPO view line 3
.'

Figure 9: Track worker locations and approaching train

12 Used to oversee on-job training and supervision of locomotive engineers.
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2.29.

2.30.

2.31.

2.32.

The RPO saw the train approaching and called out to alert SC1. SC1 did not respond
because they were focused on removing a ring spanner that had become stuck
vertically on the sensor equipment. The RPO moved towards SC1 to get their
attention.

The trainee locomotive engineer' (TLE) of DT80 saw the two workers wearing orange
high-visibility vests in the middle of the UP mainline (see Figure 10). At 1014:55 the
TLE took swift action and applied the train’s emergency brake, approximately 180 m
from the workers' location.

Figure 10: Train forward-facing video footage of track workers on track

The RPO reached SC1 and pulled them upward and away from the track. At the same
time the ring spanner was dislodged.

At 1015:11, the train stopped approximately 5 m before where SC1 had been
working. Their tools and equipment remained in the centre of the track (see
Figure 11).

tools and equipment

/

Figure 11: Train forward-facing video footage once stopped

'3 A locomotive engineer undertaking on-job training as part of their certification process.
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After the incident

2.33. The locomotive-engineer supervisor (LES), who was supervising the TLE, opened the
train’s cab window to check on the wellbeing of the RPO and SC1. They asked
whether the train could proceed over the remaining hand tools and equipment left in
the centre of the track.

2.34. The RPO responded that neither of them was injured and that the tools would not
pose a hazard to the train's movement.

2.35. The train continued north to Pukerua Bay station. As the train departed the incident
site, a Transdev Wellington employee' on the train used their mobile phone to
contact train control™ to report the near miss.

2.36. Train control was unaware of any scheduled work at that location and initially
thought the workers were trespassers.

2.37. Train control notified the network control manager® of the incident, then contacted
the RPO. The RPO confirmed that their work group had been involved in the near
miss and had since completed work at the site. They acknowledged that they had not
reported the incident.

2.38. The RPO informed their manager of the incident and returned to the Wellington
depot to undergo post-incident impairment testing, which produced a negative
(clear) result.

Personnel information

KiwiRail rail protection officer

2.39. The RPO had been employed by KiwiRail since 2021. They had 20 years of industry
experience as an RPO and were certified for the role at the time of the incident.

Subcontractor one

2.40. SC1 had previously worked as an employee for ILS and had recently retired and
become a contractor. They did not have all the required KiwiRail qualifications to
undertake work in the rail corridor at the time of the incident.

Subcontractor two

2.41. SC2 was an automotive electrician who was contracted by ILS to fix the grease
dispensers. They did not have all the required KiwiRail qualifications to undertake
work in the rail corridor at the time of the incident.

Trainee locomotive engineer

2.42. The TLE was employed by Transdev Wellington and certified for the role at the time
of the incident.

4 A total of four Transdev staff were on the train: two driver supervisors and two trainee locomotive engineers
who were sharing the driving and supervision duties on the day of the incident.

15 A certified person who controls the movement of trains on the rail network.
'6 Rail personnel who oversee rail network operations and responses to rail incidents or accidents.
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Locomotive engineer supervisor

2.43. The LES was employed by Transdev Wellington and was supervising the TLE in the
cab of the train at the time of the incident. They had the correct certification to
supervise on-job training at the time of the incident.

Train information

2.44. The train DT80 was a Wellington-based electric multiple unit (EMU). The train
consist'’was a two-unit set comprised of four carriages. The train was a non-revenue
service for training purposes and was recorded on the DIB.

Recorded data

Train data recorders

2.45. Tranzlog data'® was extracted and obtained by the Commission and used in this
report (see Figure 12).

Unie Nasme FPSIAY * Clans MATANGIF2
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Times on 8/5/2025

Figure 12: Tranzlog data from train DT80

Other data sources

2.46. The Commission obtained the following data sources, which are used in this report:
e forward-facing video footage from DT80
e train control signal logs™
e train graph®® from the NIMT on the day of the incident

e train control voice logs?' between the RPO and train control

7 The configuration of a train's wagons or carriages, connected for a specific journey.

'8 Records and stores the trains operational inputs, location, speed and braking configuration.

19 Reply data of the signals aspects and train movements between stations.

20 Graph completed by train control that shows the position of each train as it travels along the track.
21 Recordings of radio and phone transmissions to train control.
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GPS data from the RPQO's vehicle.

Previous occurrences

RO0-2023-103 Safe-working irregularity 3.85 km mark Johnsonville line - tunnel 5,
04 May 2023

2.47.

2.48.

In 2023, a passenger train had a near miss with two track workers as they were exiting
tunnel 5 on the Johnsonville Line, Wellington. The Commission investigation
identified that the workers did not have permission to enter the corridor and
communication was via a mobile telephone, not the open radio channel. Further, the
train controller incorrectly recorded the location and applied protection at the wrong
points.

No recommendations were issued by the Commission because of the safety actions
taken by KiwiRail, namely:

working with relevant teams to update the Rail Operations Rules and Procedures
radios must be used for communication with train control

alternative methods are only to be used in the event of radio failure

train control will decline any track access request if radio communication is not
attempted in the first instance

review of the train control track occupancy authority matrix to ensure it aligns with
the Mis 71 form, and to investigate the practicability of developing a Train Control
Rule 908 paper authority template.

R0-2024-102 Freight Train 882, near miss with track workers, Main South Line, Hornby 27 km,
7 March 2024

2.49.

2.50.

In 2024, a trainee RPO authorised workers to start work on the Main South Line in
Hornby before a scheduled train had passed through. The workers realised a train
was approaching when nearby level-crossing bells started ringing and were able to
get off the track in time. The Commission found that available engineering controls
(which physically reduce hazards) were not being used.

On 30 April 2025, the Commission recommended that KiwiRail utilise engineering
controls on track worksites to mitigate the risk of human error by track workers
carrying out safety-critical tasks. KiwiRail replied:

This recommendation is accepted. KiwiRail is working on a number of projects
including the Mobile Radio Warning System (MRWS), and other engineering
controls to keep track workers safe; along with opportunities to expand use of
the Machine Avoidance System which is currently approved for use.

Organisational information

2.51.

2.52.

KiwiRail Holdings Limited (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.

Industrial Lubricants and Services Limited (ILS) is an importer and distributor of
industrial and marine lubricants in New Zealand. They supply and fit trackside grease
and traction-gel applicators on the rail network and are contracted by KiwiRail to
maintain them on a regular basis.
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2.53. Transdev Wellington Limited operates passenger train services throughout the
Wellington metropolitan region under a lease agreement with Greater Wellington
Regional Council. The Council owns the electric multiple units.
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3 Analysis
Tataritanga

Introduction

3.1.  On 8 May 2025, a non-revenue passenger train undertaking locomotive driver
training rounded a bend north of Plimmerton on the NIMT, travelling at 62 km/h. The
TLE sighted two track workers positioned on the track and immediately applied the
emergency brake. The train came to a stop approximately 5 m from the workers'’
location.

3.2.  Section 3 analyses the circumstances surrounding the event to identify those factors
that increased the likelihood of the event occurring or increased the severity of its
outcome. The inquiry identified the following safety issues:

e selecting the correct type of worksite protection

¢ KiwiRail's management of subcontractors’ competencies
e auditing and assurance of RPOs

e emergency-brake alert system.

Selecting worksite protection

Safety issue 1: KiwiRail’s process for determining the appropriate worksite protection did not
identify all the relevant risks nor consider the practicality of the protection. This meant the
applied protection method differed from the approved method, increasing the risk to the safety
of track workers.

Planning and selecting worksite protection

3.3.  The selection of appropriate worksite protection requires effective planning. Having
clear rules and procedures in place to support this process is important to ensure the
safety of all personnel working within the rail corridor.

3.4.  All contractors working in the rail corridor must complete KiwiRail's six-stage
protection request and approval process before the work can be undertaken
(see Figure 13).
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3.5.

3.6.

contractor applies for a permit to enter to access the rail corridor,
the document is reviewed and is approved by KiwiRail

U

contractor submits a track access request (TAR) which includes the
protection method to KiwiRail

U

KiwiRail's protection planner reviews the protection request

U

The protection planner completes an F1 form confirming the
protection arrangements

U

F1 form is sent to KiwiRails authorities for uploading into the daily
information bulletin (DIB)

U

Contractor complies with approval documentation

Figure 13: KiwiRail's protection request and approval process

KiwiRail had four worksite protection options available, as set out in its Track Safety
Rules, Section 5.1. The protection options were:

Individual train detection (ITD) — certified personnel detect approaching rail
vehicles and move to a safe place 4 m from the centre of the track, 15 seconds
before the vehicle reaches them. Working under ITD does not need to be
acknowledged on the DIB. Personnel must comply with rules and guidelines.

Blocking protection — train control holds controlled signals at stop for
approaching rail traffic at each end of the worksite. It requires the certified person
to contact train control, fill out a Mis 71 document with train control, and then
cancel the protection within an agreed time.

Compulsory stop protection — certified personnel erect a series of trackside
warning and stop boards each side of the worksite. Once a train has stopped at
the board, the locomotive engineer (LE) and RPO communicate over radio to
allow the train to enter the worksite area when it is safe to do so.

Track and time permit — certified personnel close a portion of the main line to
complete planned maintenance work. This type of protection can also be used for
multiple activity worksites or in emergency situations where the track must be
closed for safety.

ILS had requested and was given blocking protection for the maintenance work. This
created a challenge for the RPO: the frequency of scheduled train movements on the
UP and the DOWN main lines only allowed short work windows of 6 to 11 minutes.
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3.7.

3.8.

A further challenge was that, during these short time periods between train
movements, the RPO was required to call train control, complete the Mis 71 blocking
document, clear the tracks and carry out the cancellation process.

During interviews with KiwiRail track maintenance staff, they commented that
obtaining blocking in high-frequency train periods on the Wellington passenger
network ‘is near impossible’.

Why was a lower form of protection used on the day?

3.9.

On the day of the incident, the DIB included ‘TS06 Blocking (as required)’ (see
Figure 14), giving autonomy to the RPO to select a suitable option of worksite
protection at the Plimmerton site.

Up & Down mains | Up & Down mains | (@s required)

Plimmerton Pukerua Bay TS06 0900 - 1500

Sandite Grease Unit
25.60km 23 45%m Blocking Inspections / Maintenance

3.10.

3.11.

3.12.

Figure 14: Excerpt from the DIB

The Commission requested documentation from KiwiRail to understand how the RPO
determined what blocking was required, but they were unable to provide any.

KiwiRail informed the Commission that the ‘(as required)’ wording has since been
removed from the DIB to prevent any confusion about the blocking process.

During interview, the RPO commented that the time restrictions on implementing
blocking at the worksite because of train frequency, meant they had elected to use
ITD protection.

Use of individual train detection

3.13.

3.14.

Under ITD protection, trains continue to operate through a worksite, and at normal
line speed. The RPO was responsible for alerting the subcontractors when trains were
approaching.

The use of ITD is only permitted in certain parts of the rail network, and different
conditions apply depending on the location, sightline rules and safe place rules (see
Figure 15).

Page 16 | Final Report RO-2025-106



Wellington
Station

KiwiRail ,45

703 ABC Pukerua Bay

Vaelincion TR ABC S 30 e )
o fon et Marve: Waikanae

ST Johnsonvile epe 1o | S (@ Oy e oo
10 Doy 17. Tkem .
Nartn Otsihanga
maramar,a “
Redwood .

12 Skem

Bericige O
. T

| Incident location |

Pelone i st &

" Ngauranga

& Bl AC
Kaiwharawhara Signal W1
U Main Melling
B Bum
201 AC Signal Broge 31
s . # por
Pomare
“Em Naenae Wingate zem Upper Hut
18 Sen 16 oin Jm

Blue Zone — Protection required from Train Control / local signaller. Use lockout
zones when available and if qualified.

Green Zone — ITD can be used in this area without an observer. ITD will not be
used to enter or cross tunnels or bridges at anytime.

Yellow Zone — ITD with an observer is required for this area. ITD will not be used
to enter or cross tunnels or bridges at any time.

~
()
IDII"‘

Red Zone — A higher level of protection is required.

Figure 15: Wellington ITD guidance map
(Credit KiwiRail, annotated by TAIC)

KiwiRail discontinued the use of the paper-based ITD pads in April 2025 and
transitioned to a digital application. However, the paper-based pads remained in
circulation and some RPOs continued to use them.
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3.16.

3.17.

/MR “‘“"'"'""
south approach

1 — multiple track rail corridor area

2 — insufficient distance between the hillside and track for safe place
3 — insufficient sightline distance of approaching trains

4 — safe place crossed multiple tracks from the work area

5 — insufficient sightline distance of approaching trains

Figure 16: Why ITD was not allowed at the worksite

The location of the worksite did not allow the use of ITD, and this was known to the
RPO (see Figure 16).

In addition, when using ITD the RPO is required to have a sounding device, such as a
whistle or air horn. The RPO informed Commission investigators during their
interview that they had carried a whistle, but did not use it on the day of the incident.

Rule violations

3.18.

3.19.

Research shows that people are more inclined to follow rules when the rules are easy
to comply with, and when they see other people doing so (Kuiper, M. et al, 2022) (The
Behavioural Insights Team, 2024).

The RPO informed Commission investigators during interview that they believed
blocking would be difficult to attain in this situation because they needed to call train
control to request it. They also believed that using blocking would make it difficult to
complete the planned work because they did not expect to be granted a sufficient
block of time (approximately an hour) because of frequent train movements.
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3.20.

3.21.

3.22.

3.23.

3.24.

3.25.

In comparison, ITD could be applied without a request to train control. The RPO
perceived that this would allow the workers to conduct their work more flexibly
between train movements.

It is virtually certain that the RPO opted to use ITD even though they knew it was
not allowed. They perceived it to be both a simpler and more practical method of
protection than blocking, given the location and timing of the planned work.

The RPO'’s decision is an example of a ‘situational breach’: an intentional action that
results in non-compliance with known rules or procedures, resulting from
organisational and environmental factors that make it difficult for employees not to
commit violations (Hudson, P. T. W. et al., 1998)

The Commission investigators were informed it was common for RPOs to use ITD in
this location and other locations with limited sightlines (for example the Johnsonville
Line) for similar reasons. This indicates that non-compliant use of ITD may be
perceived by some as normalised, and that the misalignment between planned work
and compliant protection methods may not be isolated to this incident.

The Commission also found that the maintenance work programme for grease
applicators had not been risk assessed by KiwiRail or ILS at this or any other locations
with restricted view lines or busy network rail movements. Therefore, although the
challenges of using blocking in certain locations was known to RPOs, the issue had
not been assessed at a higher level.

Had KiwiRail conducted a risk assessment for maintenance tasks at each grease
applicator site, the RPO likely would have applied a more appropriate and effective
track protection control method.

Contractor competencies

Safety issue 2: The level of management and oversight by KiwiRail of contractors working within
the rail corridor was inadequate. This increased the likelihood of unqualified contractors
carrying out work within the rail corridor in an unsafe manner.

3.26.

3.27.

3.28.

3.29.

Without a clear and consistent contractor management process, established safety
protocols may be bypassed. Effective oversight ensures that all contractors operate
under approved accreditations and that every party complies with the required safety
conditions and contractual obligations. This structured approach reduces risk,
strengthens accountability and supports a safer working environment.

Rail-based and civil contractors are commonly used on KiwiRail's rail network to
perform critical maintenance and infrastructure upgrades.

The Railways Act 2005 (the Act) establishes a duty on rail participants and persons
working for rail participants to ensure the health and safety of persons so far as is
reasonably practicable.?? The Act further requires certain rail participants to be
licensed.?

Operators and rail access providers that are required to be licensed have to develop
safety cases, which must be submitted to and approved by the Rail Regulator,

22 Railways Act 2005, Section 7.
23 Railways Act 2005, Section 10.
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3.30.

3.31.

3.32.

3.33.

3.34.

New Zealand Transport Agency Waka Kotahi, as a prerequisite to the issuing of a
licence.

Section 30 of the Act specifies, among other requirements, that a safety case must
contain a statement or description, as appropriate, of the following:

(g) the arrangements in place to ensure that —
(ii) safety-critical tasks and activities are clearly identified; and

(iii) rail personnel carrying out safety-critical tasks and activities have received
appropriate training and instruction; and

(iv) the competence of rail personnel carrying out safety-critical tasks and
activities has been appropriately tested.

Section 22 of the Act imposes a licence condition on licensed rail operators and rail
access providers that:

If the rail activities are carried out by another person who does not hold a
licence, the licence holder must take all reasonable steps (including providing
necessary monitoring personnel and resources) to ensure that the person carries
out those rail activities in accordance with the licence, the approved safety case
and safety system and any relevant rules.

These sections of the Act require KiwiRail to provide appropriate training, supervision
and testing of all personnel who conduct safety-critical tasks within its rail operation,
including contractors and their subcontractors.

Specifically, Section 11(b)(i) of the Act states in part:

A licence holder must: ...provide appropriate training and supervision of all rail
personnel who do anything for, or on behalf of, it in respect of its rail activities,
and ensure that those persons comply with ... the conditions of its licence.

KiwiRail had a system in place to identify and record contractors that conducted work
in the rail corridor. KiwiRail required all contractors to have a current ‘permit to enter’
document, which outlined special conditions they must meet to conduct work in the
rail corridor. (See Appendix 2 for permit and see Figure 17 for special conditions).
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3.35.

3.36.

3.37.

3.38.

SPECIAL CONDITIONS:

Rail Protection:
* Any work that has potential to get closer than 5m to the track requires rail protection.
s  Workthat is greater than Sm from track requires a safety fence or barrier to be erected to prevent
any access to the railway.
+ Rail protection provided by KiwiRail contact our protection planners
s  All works done in the rail corridor must be notified to the region’s protection planner via the Track
Access Request (TAR) form. Filled in TAR form to be submitted 2 weeks in advance to
Northland (Swonson to Otirio) — northlandaccess@kiwirail.co.nz
Auckland (Pukekohe to Swanson) - Auckland.access@kiwirail.co.nz
Wellington - (Wellington to Masterton/Waikanoe) wellingtonmetro.access@kiwirail.co.nz
South Island — southisland.access@kiwirail.co.nz

Amendments to your permit/TAR will cost a minimum fee of 5600.
Should you be found working outside your permit conditions (including location, type of work,
dates), penalty fees may apply.

" & @8 & =

Fo

=

Electrified Areas - Auckland Metro, Wellington Metro:

= All persons working in Electrified Areas must hold KiwiRail’s Electrification Awareness competency.
Waorking at Stations and on Platforms — Electrification Awareness Basic

- Working between stations in the rail corridor — Electrification Awareness Intermediate

*» Works within the Minimum Approach Distances (MAD) must be approved by the traction
supervisor / Traction Protection Manager and have an Electrical Safety Observer (ESO) on site, or
isolation in place.

- Auckland Traction Protection Manager

- Wellington Metro Traction Supervisor

s Add MAD safety diagrams to permit.

kiwirail.co.nz
kiwirail.co.nz

Figure 17: Permit to enter special conditions
(Credit: KiwiRail)

KiwiRail's Track Access Request (TAR) planning document required the contractor to
record a competency number for each worker as evidence of ability to work in the rail
corridor. However, the TAR relating to the maintenance work was approved without
the details being supplied. The TAR did not require the contractor to confirm
competency or fitness for duty. The process was reliant on the contractor meeting
KiwiRail's obligations or the RPO checking them on the day of work.

On the day of the incident, the RPO asked SC1 and SC2 if they had the necessary
competencies, but did not specify whether they were referring to the competencies
required to allow them to work in the rail corridor under the special conditions or to
do the work needed to fix the control box.

SC2 questioned what the RPO meant by ‘competent’ and both subcontractors said
they were competent to do the work on the control box.

The RPO then wrote the letter ‘C" in the column in the Job Plan Book (JPB) to mark
them as ‘Competent and Current’ (see Figure 18).
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3.39.

3.40.

3.41.

3.42.

Figure 18: TS90 competency extract
(Credit: KiwiRail)

The RPO had no means of verifying the subcontractor's competencies as they did not
have authorised access to any individual’s training certifications other than their own.

KiwiRail requires the following competencies and medical certification to be
completed before work can be undertaken in the rail corridor (see Figure 19).

Rail HSE Induction
Finished on:

EmUnlimited  English (GB) 4\ Passed <33 Online

" Electrification Awareness Basic (EAB)

KiwiRail 2

Finished on

atsnmerng

EnUnlimited  English (GB) 4\ Passed <3 Online

Electrical Awareness Intermediate (EAI)
Finished on

=)

I - 'l_! N L il
. lfé‘;‘f;"‘*‘mf"“”"f gl % Unlimited  English (GB) 4\ Passed <3 Online

Figure 19: KiwiRail's required training certifications for contractors
(Credit: KiwiRail)

The Commission found that neither subcontractor held the required competencies or
a current medical certification from a Rail Medical Officer to enable them to work in
the rail corridor.

Neither the RPO nor ILS were aware that the workers did not hold all required
competencies to work in the rail corridor. ILS did not hold or maintain records of
subcontractors’ competencies or their current medical certification.
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3.43.

3.44.

KiwiRail advised the Commission that this was not an isolated case. Following this
incident, KiwiRail had identified other contractors with missing or lapsed training and
medical certifications.

Had there been a system in place to verify contractors’ competencies, it is likely that
both ILS and KiwiRail would have identified that the contractors did not hold the
required competencies or current medical certification to work within the rail corridor.

Worksite protection and compliance-assurance processes

Safety issue 3: KiwiRail’s process to assure itself that rail protection work is being carried out
safely and as required is not adequate. This increases the risk of unsafe work being undertaken
within the rail corridor.

3.45.

3.46.

3.47.

3.48.

3.49.

3.50.

3.51.

3.52.

Rail corridors are high-risk zones with live tracks, moving trains and heavy equipment.
Rail protection systems (eg, blocking protection, lookout systems, warning
technology) are the last lines of defence for workers, and their implementation relies
on workers completing the right actions at the right time.

Audits and external assessments provide regular and independent verification and
assurance that these systems are being implemented correctly and that risks are
being mitigated.

At the time of the incident, KiwiRail had a rail protection system in place that required
the worksite to have an RPO present while the subcontractors completed the
scheduled work on the grease-dispenser unit.

KiwiRail required the RPO to be certified and to carry out work in accordance with the
organisation’s rule-based requirements.

Before starting any work within the rail corridor, the RPO is required to complete the
JPB. The book provides information and prompts designed to ensure that risks have
been identified, assessed and mitigated before work starts. Each job plan consists of
five pages:

i.  Job Plan Form and Pre-Start Meeting Record
ii.  Work Site Register (form TS90)

iii.  Worksite Plan

iv.  Job Safety & Environment Analysis

v.  Job Plan Debrief.

The Commission found that the RPO involved in the incident had completed the JPB
incorrectly on several occasions. The book was missing mandatory safety information
that should have been recorded and communicated to rail workers.

Furthermore, there was no robust audit system in place for the JPBs or the ITD pads
that RPOs completed. The auditing process relied solely on RPOs voluntarily
presenting their JPBs to a health and safety representative for review, and this
occurred on an ad hoc basis.

Had KiwiRail completed regular auditing of worksite protection, ITD paper-based
pads and JPBs, it is likely non-compliance with the required work practices, including
the use of a non-compliant and unsafe protection method, could have been
identified.
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Automatic emergency alert

Safety issue 4: Wellington passenger trains do not send an automatic radio call to train control
when emergency braking is applied. This could result in a delay in implementing a response to
an emergency situation.

3.53. Engineering controls are mechanisms that respond when human performance and
time-based controls are insufficient. An example of an engineering control is an
automatic emergency alert (such as an automatic radio emergency response alert)?*
to train control when a train's emergency brake is applied.

3.54. Automatic emergency alerts are widely used elsewhere in the rail industry, both in
New Zealand and internationally. The absence of such systems on metropolitan
passenger trains could delay an emergency response and notification to other rail
vehicles operating on the same network.

3.55. At the time of the incident, Wellington metropolitan passenger trains were equipped
with a manually activated emergency radio button (the button) located on the LE's
control console (see Figure 20). Activation required the LE to intentionally depress the
button during an emergency.

in-cab main radio '

driver control console

Figure 20: Driver’s in-cab equipment positions

3.56. In this incident, after the TLE applied the emergency brake, they did not activate the
emergency radio button, nor were they instructed to do so by the LES. As a result,
train control was not immediately alerted to the incident, and the appropriate
post-incident procedures were not initiated.

3.57.  When the Transdev Wellington staff member on board the train contacted train
control by mobile phone, there was initial confusion about which work group was

24 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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3.58.

3.59.

3.60.

3.61.

involved. During the delay this caused, the work group continued operating at the
incident site while train control carried out its enquiries. This increased the workers’
exposure to risk by keeping them in the rail corridor without appropriate protection
measures.

Had an automatic emergency alert been fitted to the train, train control would have
received an immediate notification when the TLE activated the emergency brake. This
would have enabled train control to recognise the incident in real time and initiate
the appropriate after-incident procedures without delay.

The Commission has previously identified this safety concern in the Kapiti passenger
train derailment report RO-20217-104 (Transport Accident Investigation Commission,
2024).

In that inquiry, the Commission issued a recommendation to Transdev Wellington
calling for the adoption of systems that automatically notified train control when
emergency braking is activated. Transdev Wellington replied:

This recommendation is Under Consideration. Transdev Wellington will raise an
engineering change request to implement this recommendation and submit it
to Metlink for approval and funding. Greater Wellington Rail Limited via Metlink,
own the rolling stock and approve and fund any alterations. We note there may
be occasions where an emergency radio call would be appropriate, a trackside
fire for example, but the use of the emergency brake would not be applied.
Similarly, testing the emergency brake (a frequent occurrence) would not
require an emergency notification to train control.

On 4 February 2026, the Commission met with Transdev Wellington to determine
whether progress had been made toward the recommendation under consideration
and whether the engineering change request had been submitted to Metlink and
Greater Wellington Rail Limited.

On 5 February 2026, Transdev Wellington updated the Commission on the safety
action taken in response to this recommendation. In the Commission’s view, the
safety action taken addresses the safety issue. The details of this safety action are
discussed in Section 5.
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4.1.

4.2.

4.3.

4.4.

45.

4.6.

4.7.

4.8.

4.9.

4.10.

Findings
Nga kitenga

The required level of worker protection was not applied; the inadequate level of
protection increased the risk of harm to track workers.

It is virtually certain that the RPO opted to use ITD even though they knew it was
not allowed in the worksite location. They perceived it to be both a simpler and more
practical method of protection than blocking, given the location and timing of the
planned work.

Had KiwiRail conducted a risk assessment for maintenance tasks at each grease-
applicator site, the RPO likely would have applied a more appropriate and effective
track protection control method.

The Commission found that neither subcontractor held the required competencies or
a current medical certification from a Rail Medical Officer to enable them to work in
the rail corridor.

Neither the RPO nor ILS were aware that the workers did not hold all required
competencies to work in the rail corridor. ILS did not hold or maintain records of
subcontractors’ competencies or current medical certification.

Had there been a system in place to verify contractors’ competencies, it is likely that
both ILS and KiwiRail would have identified that the contractors did not hold the
required competencies or current medical certification to work within the rail corridor.

The RPO had not filled out the Job Plan Book correctly on multiple occasions; it was
missing key safety information that should have been captured and disclosed to the
subcontractors.

Had KiwiRail completed regular auditing of worksite protection, ITD paper-based
pads and JPBs, it is likely non-compliance with the required work practices, including
the use of a non-compliant and unsafe protection method, could have been
identified.

A member of the train crew called train control as the train departed the incident
site. The RPO and workers continued to complete their tasks with an inadequate form
of protection.

Had an automatic emergency alert been fitted to the train, train control would have
received an immediate notification when the TLE activated the emergency brake. This
would have enabled train control to recognise the incident in real time and initiate
the appropriate post-incident procedures without delay.
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5 Safety issues and remedial action
Nga take haumaru me nga 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 has the potential to 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: KiwiRail’s process for determining the appropriate worksite protection did not
identify all the relevant risks nor consider the practicality of the protection. This meant the
applied protection method differed from the approved method, increasing the risk to the safety
of track workers.

5.3.  No action has been taken to address this safety issue. Therefore, the Commission has
made a recommendation in Section 6 to address this issue.

Safety issue 2: The level of management and oversight by KiwiRail of contractors working within
the rail corridor was inadequate. This increased the likelihood of unqualified contractors
carrying out work within the rail corridor in an unsafe manner.

54.  On 14 November 2025, KiwiRail informed the Commission of the following safety
actions taken:

e Check Safe competency system currently being rolled out.

e System to be accessed by RPOs, managers and elected personnel.

e Alerts to managers and competency holders when certifications are about to expire.
e Auditing oversight system for KiwiRail to have oversight of contractors.

e Full rollout of the Check Safe system in July 2026.

5.5.  In the Commission'’s view, these safety actions have addressed the safety issue.
Therefore, the Commission has not made a recommendation.

Safety issue 3: KiwiRail’s process to assure itself that rail protection work is being carried out
safely and as required is not adequate. This increases the risk of unsafe work being undertaken
within the rail corridor.

5.6.  No action has been taken to address this safety issue. Therefore, the Commission has
made a recommendation in Section 6 to address this issue.

Safety issue 4: Wellington passenger trains do not send an automatic radio call to train control
when emergency braking is applied. This could result in a delay in implementing a response to
an emergency situation.

5.7.  On 5 February 2026 Transdev Wellington informed the Commission of the following
safety action taken:

An engineering modification request to modify the Matangi EMU fleet to send
an automatic alert when the train's emergency brake is activated was accepted
by Greater Wellington Regional Council. An agreed trial period between

16 September 2025 and 14 December 2025, was completed successfully, with
the system operating as intended.
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On 2 March 2025 following a successful trial Greater Wellington Regional
Council has agreed to modify the Matangi fleet to incorporate the automatic
alert system. One EMU unit has been fully modified and in service, 13 Tranzlog
units have been upgraded to support the new alert system and are awaiting
installation in the EMU cabs. The project is scheduled for completion by

June 2027.

5.8.  In the Commission’s view, this safety action has addressed the safety issue. Therefore,
the Commission has not made a recommendation.
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6

Recommendations
Nga tutohutanga

General

6.1.

6.2.

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 have the potential to contribute to future transport accidents and
incidents.

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.

6.4.

6.5.

6.6.

On 30 July 2026, the Commission recommended that the chief executive of KiwiRail
review and improve the protection planning process to ensure all associated risks
controls are applied and the practicality of the protection is considered when
selecting the worksite protection method. [024/26]

On 18 August 2026, KiwiRail replied:
This recommendation is accepted.
KiwiRail will provide further information to the Commission in due course.

On 30 July 2026, the Commission recommended that the chief executive of KiwiRail
implement procedures to formally audit worksite rail protection measures being used
by RPOs to ensure they are complying with protection requirements. [025/26]

On 18 August 2026, KiwiRail replied:
This recommendation is accepted.

KiwiRail will provide further information to the Commission in due course.
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7 Other safety lessons
Nga akoranga matua

7.1.  ltisimportant to follow risk-based rules and procedures when operations involve an
interaction between plant and people.

7.2.  Adequate and frequent auditing and oversight of safe-working systems supports the
identification of gaps in a safety system and allows corrective measures to be
adopted.
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8 Data summary
Whakarapopoto raraunga

Vehicle particulars

Train type and Matangi EMU operating as a non-revenue passenger
number: train for training purposes — DT80
Classification: Passenger

Year of Manufacture: 2011
Operator: Transdev Wellington Limited

Date and time 8 May 2025, 1014

Location Plimmerton, Wellington

rail protection officer (RPO)
subcontractor one (SC1)
Operating crew subcontractor two (SC2)
trainee locomotive engineer (TLE)
locomotive engineer supervisor (LES) of the TLE

Injuries nil

Damage nil
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9 Conduct of the inquiry
Te whakahaere i te pakirehua

9.1.  On 8 May 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.

9.2.  Commission investigators attended the site on 21 May 2025 and conducted a site
examination, which included site measurements and photographs.

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

e interviews

e training and certification records

e Tranzlog data from the locomotive
e train control graphs

e GPS data for the RPO's truck

e train control voice call logs

e train protection documentation

¢ signal logs of train movements

e forward-facing video footage from train DT80.

9.4. On 29 April 2026, the Commission approved a draft report for circulation to ten
interested parties for their comment.

9.5.  Five interested parties provided a detailed submission and three interested parties
replied that they had no comment, two interested parties did not respond despite
efforts to contact them. Any changes as a result of the submissions have been
included in this final report.

9.6.  On 30 July 2026, the Commission approved this final report for publication.
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Abbreviations
Whakapotonga

DIB daily information bulletin

EMU electric multiple unit

GPS global positioning system

ILS Industrial Lubricants and Services Limited
ITD individual train detection

km kilometre

km/h kilometres per hour

LE locomotive engineer

LES locomotive engineer supervisor
m metre

NIMT North Island Main Truck

RPO rail protection officer

TAR Track Access Request

TLE trainee locomotive engineer
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Glossary
Kuputaka

blocking

control box

DT80

emergency brake
application
gauge face

grease applicator

individual train detection
(ITD)

locomotive engineer

locomotive engineer
supervisor

permit to enter

rail corridor

a protection method used by train control to place trackside
signals at stop to hold trains from entering a section of track
where work may be undertaken

trackside infrastructure configured to apply grease to the track
at various locations on the rail network

driver-training train

maximum air-brake application made when a rail vehicle must
be stopped in the minimum distance possible using only the
air-brake system

the portion of rail head that faces inward on a railway track, to
which grease can be applied

linked to the control box to allow grease to be applied to the
gauge face of the inside of the rail head

a type of protection that allows workers entry to a part of the
rail corridor whilst keeping watch for train movements and
enabling workers to move to a safe place when the train passes
their location

a person certified by examination to operate in-cab controls for
train speed and braking applications to conform with the signal
indications or written authority on the rail network

a certified person that observes on-job training of locomotive
engineers

a formal safety authorisation issued by KiwiRail that allows people
or organisations to enter, work in or carry out activities in or near
the operational rail corridor in New Zealand

the land between the legal boundaries of railway land, or land
within 3 m of the centreline of any operational track where the
land boundary is less than this distance
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formal operational request used to obtain permission and
Track Access Request protection to access the track itself, usually by rail-qualified
(TAR) workers, where the work may affect train movements or require
control of the railway

train controller the person who controls the movement of all trains and
authorisation of maintenance occupancies within a specific
area on the controlled network

wheel sensor device that detects the train’s wheels as it passes over the top
of the sensor
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Appendix 1 DIB on the day of the incident

— 4 —
Information Bulletin — continued

Thursday 08 May 2025
Wellington — Waikanae, Johnsonville Line

Wellington Junction — Masterton and Branches

Wellington — Walkanae continued:

Frotected Work Area Rule Work Details
Forirua Faekakanki TS08 0001 = 0430
- Spark Gap Testing
19.50km AL, 10LABC Blocki )
Sianals g clear of existing worksites)
Up & Down mains g (as required)
Up & Down mains
Plirmmenon Pukerua Bay TS086 0300 = 1500
- Sandite Grease Unit
km 45km Iocki
25,60 29.45 Blocking Inspections / Maintenance
Up & Down mains | Up & Down mains | (@5 required) _
South Junction Morth Junction TS06 2030 previous day to 0430
BRAB Signal 10L Signal Blocki 2030 to 0430 next day
J J n-g. signals Maintenance
Up & Down mains | Up & Down mains | (as required)
Paekakariki Paekakariki TS06 2030 previous day to 0430
IR, 4RABC Signals | 8L, 10LABC Blocking 2030 to 0430 haxt aay
Up & Down mains (as required) | clear of existing worksites
Up & Down mains
Paekakariki Paraparaumu TS06 0045 = 0400
BR, 10RA, 10RB 10L. 12LAC Blocking Rail Grinding Tumouts and
Signals Signals

Loop, Up & Down
mains

Up & Down mains

Tanienls
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Appendix 2 Permit to enter and special conditions

Kiwiﬁait.;?’

KIWIRAIL HOLDINGS LTD (KIWIRAIL) PERMIT TO ENTER
| PERMIT NO: 535-23N vd

KIWIRAIL OF FICE DETAILS
Comidor Access Advisor

convacr N v R Coo

PROTECTION RECQUIRED BY: Signals & Comms [ YN Traclon - | Parmit to Work EF201) [ ¥IN ]

[ESSLANG DATE: 28 Movember 2023 PERMIT APPROVAL: | Signature) _-:

APPLICANT'S DETAILS

COMPANY: Industrial Lubricants & Services Lid CONTACT:
MODRESS: 115 Accent Drive MOE #
East Tamaki, Auckliznd BUSINESS #
e-mml

PERMIT TO ENTER DETAILS
THES PERMIT IS ONLY VALID FOR THE FOLLOWING

DATES: 12M223 2824 1o 12N 2025
DU RING HO UIRS: 0B0O0 1o 1700
LOCATION: NORTHLAND = ALL LINES

AUCKLAND METRO - ALL LINES

WELLINGTON METRO = ALL LINES

MDLND 0.008M TO MDLND 1 .00KM - ROLLESTON
MSL 000KM TO MSL 16,00 KM - HORNBY

MHKL 0.00KM TO MNL 10000 KM - ETHELTOMN

ACTIVITY: WORKS DIRECTED BY KIWIRAL | INSTALLING AND MAINTAMNANCE
CHECKS ON TRACKSIDE GUAGE FACE LUBRICATORS TO REDUCE WEAR
ON CURVES.

Pera FEE PAYASLE | o'vs 65T amendment fee
KIWIRAL SPONSORED ANNUAL PERMIT

DETAIL OF PROTECTION REQUIRED (g0 to a separate page if requined)
[RAIL PROTECTION IS REQUIRED AND PROVIDED BY KIWIRAIL. SEE SPECIAL CONDITIONS BELOW

Fwafs ard e Appdoand agres Thal e Agpican! may ey Te Lociton solely (or e pusee of carryseg oul Te ALY, Lubpd o

e kioweyg conddons

G ereral

1 This permdl st Be shown wihen ragussied by any KesRal Hodings Lid, or Feafusl Lmited (ingeier reliered o as "Kwiltal™ )
employes, confraclar or agert, or e Proed Consruclion Marsger

2 The pail is nad ranslerahin

. | The parml may be canoslead al any bme by FwiRal, and lor vy reason.  The Apphocan! shall have no dam agansl FoseRaid
whars Tis parrel & s noiad

] The Aoplcart must ooy Uhe lees and oo s chageabie under s Permil  For nov-accoun holders, oermls wilnol be supoieed

wrll paymen] e made The cosls inglude withou! Erslafon
E} siaf snd exfemdl conbracios’ snd agerils’ Lame i assesming Tes applicslon and assooaled walh pl'nud-n; e
nchuding mealings 10 éacabish wodk el hods and poedion Systans. The may inchede sk, sceecsmenis e incuson n
hoalth and salely plans
b stafand ederral conraciory’ and agenis’ lave and milesgs ooss, and
e comla ol sy eguigrme il sppled By KeeBal
- | Whes any nkastro e ohei lFan Raela! e ruciure & 0 be nslalal, e Appbkoan! mus] enler milD 8 separale agreeven
wallh e Grart s = wilte FKiw iRad s Propedy deparlmeend sabsg o 1he netalabon, maintemancs snd cniinesd aoiss o axd

s of T ilsatnuct s Indoweng) © anslnuc bon
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17
b1 3

a0,

KiwiRail =&

The Appkzanl whal edemndy Keirsl Ie ol Deem wulfemd by KinFal (mebdng wihod riakon e e, and busess
iarrpiion loesed) a8 8 meull o Tie AcSvilly, whe P sriming in o or confrec o of Fecsies

The confirued aperafion of B ral coridor and ral cosaBons in and sound Te Locason al all mes durig Te enscefon of e
Aty i of oroal epoftance 0 KsdPial Accordngly, and sifuaal eelng cliuss 13 @ the Appiecand s unEppenved of
unplamed derupicn o Fan sewoes Fen Be Applcand shal be abe o e laloweng kgudsied damages:

A FL500 per 15 minute peddd o pad | el Belesan TP Bours of DB I8 000 and 1501 i TR0, amd

b 3500 pav 15 minuis peicd o pad Taed al ol ofher e

The Apgiicant and Kiwilad agree hal the guidaled demages all dawse 14 s 3 genuine pee-esimale of KwiRal's ioss in he
vl of 5n rmmproved oF unpiaesd g supl on

Mo liguidaied demage under dause M ahall apply lbr delays less uan S minuies in ol desSon

1 a15 rewie pedod eddends owld i Bree pivods Bl Sul abdwe. Then e damages thall apply Tor Pue Ll 15 meules of T
mmrnmu:uhuw:mn

Fur Bee purposes ol tha dause a delay shall be deemrad o Fave come o an end | whems e sereoes have been deared by
Hiwiftal 1o heve redumal 1o normal soheduled opemion on thal opemling day, or he eliecls of e delay(s) coausad by the
Al Fgred bedn ovemome Koo will 301 48 5 red sl 3n0d pradent reteoh aoces ol o milgas Te efack of
suchdaaye

The Apghcan] & egured b Fold pubiic Bbily newsaos s ol sl oy o KiwilRad (minmon 5100000000

The wevh sle musl al oF Sy be uep! secure agairsd bespae

The Agpheoant shal kesp confelenieal s meke o dsdosse J Pe cuslerce and conlers of Tus pamed ad all nf omakas
dhtared For wilad e e geeml

SPECIAL CONDITIONS:

Rall Protection:

Amy work that has potential to get doser than 5m to the track requires ral protection.
Work that ks greater than S5m from track requires asaffety fence or barder to be erected to prevent
iy access bo the railway,

Rail protection provided by KiwiRail montact our protection plnners

Al works done in the rall cormidor must be notified to the reghon's protection planner via the Track
Arcess Request [TAR) form. Filled in TAR form to be submitted 2 weeks in advance 1o

Northland {Swansan to Otira) - pethlandacces @kiwirail.co.ng

Auckland [Pukekohe fo Sworman) - Auckbnd acoms@kwiral.cong

Wellington — {Welling ton to Ma sterfon/Wokanoe | wellingtonmetro. acces s kiwirail.co.nt
South Island - southigland. acces

Amendments to your permit/TARwill cost a minimum fee of 5600,

Should you be found working outside your pemit conditions (including location, ty pe of work,
dates), penalty fees may apply.

For Electrified Areas - Auckland Metro, Wellington Metro:

-

Al persons working in Electrified Areas must hold KiwiRall's Electrification Awareness competency.
Waorking at Stations and on Platforms - Electrification Awareness Baslc

Working between stations in the rall comridor - Electrification Awamnes Intermediate

Waorks within the Minimum Approach Distances {MAD) must be approved by the traction
supervisor [ Traction Protection Manager and have an Electrical Safety Obsenver (E50) on sie, or
izolation in place.

Auckland Traction Protection Manager

Wellington Matro Tradion Supervisor

Add MAD safety diagrmms {o permit
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Appendix 3 Track Access Request (TAR)

Waellington Track Access Request

Sheasp subimit this request 1o WllingtonMatro. scoessi kiwirall. co.nz along with all Permit to Enter £ 53523 UShd

redesvant documentation. Reforence / SWOE | 122463317

Phease allow two waeks matice fod your SOCREE reque it PO
e p—
b sy

Organisation undertaking the works LCL

KiwiRad Spomsar | Council job
Briet desorigt|ca of raguested work Daing electrical works on sandite and gréase units at three different lication, 7. 3k

Baxhill, 25.60km Plimmerton and 29 449km Pukurua Bay

Detall Network Authorities

IL:I:::I.::‘:‘“I far works to ——— Planned fimish date: 08 May 2025
Requested stast time: | 0900 Finksh Thme: 15:00

Wehich Bne are the works taking place MIAT [ wiL O Johinscnyille [ Meling Brarch line O

— uP [ oM up O ou O Simgle O

Dther [Shdings, Lodps a):
Wil the bne/s be impassable?

Which Dna/fs? sk

LA 72 kam nd KM LmR |

[i#f ko) : [ ko)

Stan Location

[he. Station, sIgnsl, 1raction past) o e Location | Puburis Bay

Do you regulre the tarvices of @ | Protadtion Satnal Traction
el 2 | Form 3 O | Form s O SEI Diagrams
5P O Permitradig O E50 C
Ara you providing your cwn qualified | mg [ Tei L
Rall Protection Officer?
Pratacthon Methodology Baingused - | poL "= 0] S8 it [ Track Warramg a7 Bliocking A== [
W ol | T—— —
Mo &war ] | Lockout a0 RN {8 Non Interocked e [
Dahar Praiicmary = d /8 Bl h (e i)
Will you be using any Plant or
O 5
Machinery? Mo OO HiRall O Rubber Tracked wehick [-] Hiab/Crane [
Oihar:

At what lacation will yeu be entering
the Rail Corridor?

Cantsct
(Wi e
KiwilRail I

Work EF20] holder Namae:

Work P Ak
e compatandy
[N

Roll Pratection Officer / She prodectar

Waork site supervisor [ ]

2y submitting this form you are acknowledging that all parsonmel included in the works detailed within this dooument, and whio will be
exitering the ril cornider, have attended CiwiRadl Track induction and Electrical Awareness Coursesfior electrified area's.)

Wigllnpton PLANNING TEAR LISE DMLY

Arcess Gluen YES - N0 | Updated on Intevface Planning Calendar: YES - NO I Woek Numbaer :
Ti : WES - ND Dwits Reeived:
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Appendix 4 Planning application for work F1 Form

- - sy = Application for Planned Work F1 -Form 1
KIW.RE.I- dmrFarmII Reference No.: | 45.25

Mote: This form must be submitted to / by the Regional Protection Planning Team, complete with all additional forms
and diagrams, no later than the agreed minimum application period

Regicnal Protection Planning Team (select): MWoellington Metro Access - Email: wellingtonmetro.access@kiwirail.co.nz]

p— ﬁ"i“g g e - ‘ -:
RPO - Rail Protection Officer(s): Day | Name L

[Holds appropriate protection certification) Nigl‘ll Name t-
= =

Additional RPO Info) HRV
Day(s) of Operation: From To
Each Day /Daily | | 24hrs Continuous Date 8/05/2025 Date 8/05/2025

Day THU Day THU

Excl. Days (specify):

Hrs 0900 Hrs 1500
Protection Method required: EI Single Line Area |:| Station Limits l:] Loop / Sidings
D Special Conditions (specify) Multi Line Area All Mains |:] Up Main
[ ] Track Warrant [__| Foul Time [ ] centre / Middle Main [ __] Down Main [ ] Other Lines
Blocking [ ] Lockout (specify) Other Lines / Lockouts / Special Conditions (specify): (specify)

[ ] Track and Time Permit (Mis 60)

l:l Compulsory Stop Protection (CSP| BLOCKING AS REQUIRED
MAP Use - OMS Eprotect Ref #

Description of Work: (specify requirements for SANDITE GREASE UNIT INSPECTIONS AND MAINTENANCE
any track machines / work trains / etc.)

Note: Working in Multi Line Area - When protection is not planned for adjacent line, safe working armangement discussion he

and Network Access Planning contacted. Date | Hrs |
PWA . Protected Work Area: Line NIMT
Between - Stations / Locations Stn PLIMMERTON Stn PUKERUA BAY
= =
Between - Metrages / Signals / Points From 25.600 KM To 29.449 KM
Between - Stations / Locations Stn PLIMMERTON Stn PUKERUA BAY
Between - Metrages | Signals / Points From 25600 KM To 29.449 KM
CSP - Compulsory Stop Protection: Km h Km b
N o Signal Signal
Boards erected near / beside signals? B &/ St &/ Sm

Reduced Safety Buffer apply? (specify) l:l

If unable fo erect CSP Advanced / Inner
Warning Boards as specified, name location(s):

Call Sign (specify):

|:| RPO Location outside of PWA (specify) Communication Plan required |:| attached
5&I Diagram(s) sketch showing CSP / Work limits: (required for all CSP / Line Impassable worksites) |:| attached
Secondary Protection Arrangements: (Form 9) Line Impassable Requirements:
Multiple Worksite apply? I:l From To
Line Impassable required? (specify details) Day Day
Hrs Hrs
Limits Limits

Signalling & Interlocking Arrangements:
Signalling Equipment affected? l:l } Signals Form 3 must accompany this Form 1

Traction Overhead Power Arrangements:
Is Your Work Under Or Near Traction Overhead? I:l AC Traction: Form T (NIMT) / Form & (AEA)
Do you need the Overhead Power Cut Off? [] ] DC Traction: Form 6 (WEA}

Applicable Days / Nights? (specify)

NAP - Network Access Planning use:

I:] Bulletin preparedlj Drawn on graph Prepared by . Checked by ...
lssue Wazs Eob.23
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Kowhaiwhai - Maori scroll designs

TAIC commissioned its four kowhaiwhai, Maori scroll designs, from artist Sandy Rodgers (Ngéati Raukawa,
Tawharetoa, 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 marama’ (i te ara
haumaru) is ‘a vessel/vehicle in pursuit of understanding’. Waka is a metaphor for the Commission. Marama
(from ‘te ao marama’ — the world of light) is for the separation of Rangitane (Sky Father) and Papattanuku
(Earth Mother) by their son Tane Mahuta (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

(ONGXONTXONGKOK

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 Tane Mahuta 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 Tane Méahuta in the creation of this Kdwhaiwhai.

Aviation: Nga hau e wha - the four winds

€ B4 DY g8y DY gy S

To Sandy, ‘Nga hau e wha’ (the four winds), commonly used in Te Reo Maori 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 Tawhirimatea (God of wind) in the creation of this Kdwhaiwhai.

Maritime: Ara wai - waterways

VRONY RO ZONY 20N

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 Kdwhaiwhai.

Rail: rerewhenua - flowing across the land

b ¥

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 Papatdanuku (Earth Mother) and Tane Mahuta (God of man and forests and everything
that dwells within) in the creation of this Kdwhaiwhai.
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Transport Accident
Investigation Commission

Recent Rail Occurrence reports published by
the Transport Accident Investigation Commission
(most recent at top of list)

Freight train MP8, Collision with hi-rail vehicle, 72.28 km East Coast Main Trunk line
Near Kaimai Tunnel, 06 April 2025

Wellington Station signalling power outage, Wellington, 27 March 2025
Bridge 57 Main South Line, Pier 8 collapse, Rangitata, 12 April 2024

Mainline shunt, Train 170S, Signal passed at danger and near miss with passenger
train, Westfield, Auckland, 1 February 2025

Y20 shunt, runaway rail vehicle collision and near miss with rail crew, Port Chalmers,
Dunedin, 23 January 2025

Freight train MR1, Signal passed at danger and near miss with HRV, Kereone
Station, 2 August 2024

Train 931, safe working irregularity, 553.82 km Main South Line, Mataura, 12
January 2025

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

Freight Train 882, near miss with track workers, Main South Line, Hornby 27 km, 7
March 2024

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

Loaded coal train 850, signal passed at danger, Cora Lynn, Midland line, 27
February 2024

Passenger train (Te Huia) signal passed at danger and potential conflict, Penrose,
Auckland, 17 June 2023

Passenger train 6205, train derailment, Kapiti, 17 August 2021
Freight train 360, derailment, Te Puke, 29 January 2023

Hi rail vehicle collision near Te Puna, 86.43 km East Coast Main Trunk Line, 10
January 2023
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