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20.0 Executive Summary
Key Updates

1. Governance and Assurance Oversight
• Nine assurance activities completed on physical works sites in May 2025.
• Three facility assurance reviews completed (Devonport, Manukau, Waiheke depots) with advanced safety performance scores. Assurance findings included non-compliances: missing risk assessments, unavailable evacuation documentation, SDS, and 

meeting minutes.
• Post-incident review conducted with a Bus Operator after a serious crash (bus vs. tree) to evaluate fatigue management and wellbeing controls. Awaiting outcome of Incident Cause Analysis Method (ICAM) from Operator.
• Paper-based audit tool implemented temporarily, pending integration of audit module in Eco-Portal.
• 73 Authorizations to Work and ten Encroachments reviewed; maintained 1.7-day average turnaround.
• Development of a Ferry Operations audit tool scheduled for June 2025.

2.  Risk Management and Critical Incident Oversight
• PCBU responsibilities mapping underway between AOR and AT in the Rail Safety division.

• Learning review completed following suspicious package incident on May 26; briefed Auckland Transport (AT), Sky TV, and Automobile Association (AA) Executive teams.

• Working with Ports of Auckland on engineered controls (fencing) to prevent falls at a high-risk site on Tamaki Drive.

• Risk acceptance and design review underway for Drury’s three new train stations.

• Threat scenario debrief presented to Customer & Network Performance Senior Leadership Team based on incident at New Lynn.

• Participated in Harbourmaster Tier 2 desktop oil spill exercise with multi-agency involvement.

• Site safety concerns raised and addressed during parking officer safety walk and de-escalation support.

3. Workplace Wellbeing & Injury Management
 Counselling and Mental Wellbeing Support

• 76 counselling sessions in May (60% work-related (change, workload), 40% personal (family, anxiety).

• Increased support for cases involving disciplinary action, manager referrals, and performance management.

• Domestic Violence (DV) Tick requirements nearing completion; >70% manager training completed, and audit requirements met.

• Community of Care initiative continues with weekly cross-functional meetings for complex case support.

• St John Therapy Dog pilot introduced, with successful rollout in Auckland Transport Operation Centre (ATOC) and future sessions scheduled.

• Group wellbeing sessions initiated for Customer Care staff in response to Violence Threats & Aggression (VTA) impacts.

Workplace Incident and Injury Management

• Supported work and non-work injuries with Return To Work (RTW) coordination. Injury packs streamlined; urgent care review underway. Planning for video resources on injury processes.

• Ergonomic assessments and pain management in place.

Health Surveillance and Preventative Initiatives

• Rolled out skin checks for 340+ field staff. Provided opt-out for sensitive checks.

• Managed flu vaccines on site,  vouchers and clinic invoicing.
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30.0 Executive Summary
Key Updates

4. Stakeholder and Engagement Activities
• Safety Leaders Council (SLC) in May achieved 60% attendance with discussion on:

o Communications and Engagement timing
o Roles in return-to-work plans
o Suspicious package evacuation debrief

• Health & Safety divisional forum (Customer & Network Performance) achieved more than 80% attendance.
o Key issues raised: emergency procedures, de-escalation training, measles outbreak comms.

• Operation Whitiki (Snells Beach) child restraint checkpoint collaboration with Police and community partners.
• Active contribution to cross-agency work on disaster recovery risk management in Waitākere.
• Partnering with Tech Solutions Lead to evaluate lone worker technologies aligned with AT systems.

5.Training & Capability Building
• H&S Rep Training:

o 28 of 30 Reps completed training (Stage 1: 15, Stage 2: 13). Two reps completed both stages in the same week. Training was temporarily disrupted by May 26 evacuation but completed.
• Development of de-escalation training program with Resonate Solutions, Protect and WARN International.
• Positive feedback from Managing Challenging Conversations training for frontline staff.
• Fatigue and trauma policy in development with NZTA for ATOC SLT.
• Vicarious trauma training module in design phase.
• De-escalation training providers appointed to tailor to diverse teams and needs.
• People Leader packs in development to support wellbeing conversations.

6. Strategic Planning and Emerging Projects
• Completion of disaster recovery site visits in Waitākere to assess contractor risk mitigation strategies.
• Finalizing report from suspicious package learning review; improvements and controls identified.
• Working with Infrastructure & Place on revamping site inspection checklist for better tracking and consistency.
• Parent Pack resource for staff completed; people leader version under review.
• Ongoing Project Discovery engagement to highlight organizational wellbeing and safety opportunities; presentation to Safety Leaders Council scheduled for June.
• Wellbeing reporting transitioning from HR to HSW to improve accuracy, assurance, and visibility.
• Final selection underway for next 3-year GSS EAP provider contract.

April 2025 to May 2025 reporting period – June 2025 update 



40.0 Executive Summary

• Auckland Transport a finalist in three of the four nominations submitted for the New Zealand Workplace Health and Safety Awards 2025. These being:
o Category 1: Safety - Eliminating Risk for Parking Officers with License Plate Recognition(LPR) Technology
o Category 2: Health - Workplace Health : Podiatry led Injury Prevention
o Category 13: Mental Health Champion - Mental Health Champion: Sirr Christoffersen

 Winners will be announced at Dinners event on 17th June 2025.

Matters Arising
• Critical risk Framework paper submitted in June 2025 reporting period for discussion.

April 2025 to May 2025 reporting period – June 2025 update 
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2.0 Health, Safety and Wellbeing (HSW) Lead Indicators - Auckland Transport
Reporting period  - April 2025 to May 2025

Leading indicators

Health, Safety and Wellbeing key 
performance indicators Current period Previous period FY25 YTD FY24

Leadership safety Walks 26 18 73 27

Safety inspections 16 15 68 67

Safety audits 3 4 * *

Proactive safety documentation reviews 
(Authorisation to work (ATW) issued and 
Change variation notice (CVN))

124 72 361 331

Events closed in that period 91 77 401 396

Safety induction training completed 222 134 944 907

Safety engagement meetings 30 18 78* **

*   Data from September 2024
** No data available in that period

% HSW Reps attendance % HSW SLC attendance

% HSW representatives required at AT

% of events closed *% safety induction training completion

Safety index Score Let's Check-in AT survey

• One month lag.
    Reporting period March25 – April25

Target: 82% Target: 90% 

Target: 80% Target: 80% 

Target: 90% Target: 80% 



61.0 Health, Safety and Wellbeing (HSW) Lag Indicators - Auckland Transport

Health, Safety and Wellbeing key 
performance indicators

Current 
period

Previous 
period FY25 YTD FY24

Notifiable events to WorkSafe 0 0 2 0

High potential events 5 2 14 11

Lost time injuries 5 4 22 26

Medical treatment Injuries 1 1 11 8

Recordable injuries 6 5 33 34

TRIFR * 10.58 8.92 11.18 11.26

LTIFR * 8.82 7.14 7.45 8.61

* Measure calculated based on 1,000,000.

Reporting period  - April 2025 to May 2025

Totals of AT adverse work events this reporting period

0

6

5

8.82

10.58

Notifiable to WorkSafe NZ
An event which is notifiable to WorkSafe under the Health and Safety at Work 
Act 2015.

Recordable injuries
Incident resulting in an injury that requires medical treatment and lost days.

High potential events
An event with the potential major or extreme risk consequence that is not a 
recordable injury.

LTIFR
Lost Time Injury Frequency Rate

TRIFR
Total Recordable Injury Frequency Rate

·

· · ·

·

1 1

# Notifiable event

April 2025 to May 2025 reporting period – June 2025 update 

1

5

0

5

3 3

1

0

1

2 2 2

32

1

1

2

1

2

1

2 1 1

2

1

1

1

1

3

1

2

5

May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Apr-25 May-25

Figure 1. High potential, recordable and regulatory events

Lost time injuries Medical treatment High potential event



73.0 Health, Safety and Wellbeing (HSW) Lag Indicators - Public transport operators
Reporting period  - April 2025 to May 2025

Totals of Public Transport adverse work events this reporting period

3

3

10

Regulatory notifiable events
An event which is notifiable to WorkSafe and Maritime NZ.

Recordable injuries
Incident resulting in an injury that requires medical treatment and lost days. 

High potential events
An event with the potential major or extreme risk consequence that is not a 
recordable injury.

· ·
·

Health, Safety and Wellbeing key 
performance indicators

Current 
period

Previous 
period FY25 YTD FY24

Regulatory notifiable events 3 1 10 5

High potential events 10 3 109 142

Lost time injuries 0 2 3 0

Medical treatment Injuries 3 0 8 5

Recordable injuries 3 2 11 5

** Synergi data source from May 2024 to May 2025

* Notifiable event not classified as high potential or recordable injury. 

Notifiable event#
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84.0 Health, Safety and Wellbeing (HSW) Lag Indicators - Physical work contractors
Reporting period  - April 2025 to May 2025

Totals of Physical Work (PW) adverse work events this reporting period

0

0

5

Regulatory notifiable events
An event which is notifiable to WorkSafe under the Health and Safety at Work 
Act 2015.

Recordable injuries
Incident resulting in an injury that requires medical treatment and lost days.

High potential events
An event with the potential major or extreme risk consequence that is not a 
recordable injury.

· ·
·

Health, Safety and Wellbeing key 
performance indicators

Current 
period

Previous 
period FY25 YTD FY24

Regulatory notifiable events 0 0 4 9

High potential events 5 5 43 24

Lost time injuries 0 0 0 2

Medical treatment Injuries 0 0 3 3

Recordable injuries 0 0 3 5

# Notifiable event

11 2

* Synergi data source from May 2024 to May 2025

12
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5. Appendices
5.1 Adverse work event details

A. Auckland Transport
B. Other PCBUs

5.2 Safety legal environment
5.3 Health and safety definitions

A. Injury severity classification
B. Event definitions
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5.1A WorkSafe Notifiable, Recordable Injuries and High Potential Adverse Events (Major & Extreme potential severity) - 
Auckland Transport 

April 2025 to May 2025 reporting period – June 2025 update 

Event Details –April and May 2025 reported events 

Event Description Actual Severity Potential Severity AT action(s) Status 

A passenger refused to present her Hop Card and became aggressive when asked to disembark 
due to not having a valid fare. She claimed her mother was in the hospital and needed to visit 
her. The passenger encroached on the personal space of the staff and verbally abused them. 
Transport Officer (TO) intervened, but the passenger continued to invade personal space and 
appeared to prepare for a physical confrontation. She grabbed the staff's RT from their vest, 
which Transport Officer retrieved. Inside the bus, she pushed Transport Officer, grabbed his RT, 
and threw it to the ground, causing damage. She made threatening remarks and used abusive 
language, then attempted to board another bus but was denied entry. After observing the 
physical assault on Transport Officer, the staff pressed the emergency button, and the police 
arrived within minutes to arrest the passenger. Passengers appreciated the professionalism and 
firmness of the staff during the incident .

Moderate Major

Transport Officer (TO) visited a GP on 05/05/25 and was deemed fully unfit 
05/05/25 - 07/05/25 and fit to return to normal work on 08/05/25. TO 
returned to work on 08/05/25 in full capacity.

A thorough review of the incident to include a dynamic risk assessment, 
security of communications equipment and liaison with Police has been 
conducted.

Closed

Upon arriving Airedale Street, Auckland Central, to tow a vehicle blocking the entrance, an 
intoxicated man, who was not the vehicle owner, approached aggressively. He slapped the driver 
on the chest and, when instructed to stop, escalated the situation by gripping the driver's neck 
and pushing him back. The security guard contacted the police, and the individual fled after 
shoving the driver again upon noticing law enforcement was on the way.

Major Major

TO visited the GP on 19/05/25 and was deemed fully unfit 16/05/25 - 
22/05/25 and cleared to return to full duties on 23/05/25.

The incident at 24 Airedale Street serves as a critical learning opportunity. 
By refining communication, enhancing support systems, and committing to 
ongoing training, we can better prepare our officers to handle similar 
situations safely and effectively. The officer's composed reaction and the 
proactive involvement of the security guard exemplify the professional 
standards we strive to uphold.

Closed

During a joint Police operation for child seat safety checks, a driver ignored directions from the 
officer at the entry point and parked incorrectly. Despite being instructed to reverse and drive 
forward to another officer, the driver continued reversing while ignoring signals from both officers. 
The driver angrily told one officer to "get out of the way" and parked incorrectly again. The driver 
then absconded from the Police checkpoint without the safety check being conducted. The 
vehicle was a black Hyundai Santa Fe with multiple children inside. The number plate was not 
recorded.

Minor Major

A Risk Assessment Management System (RAMS) was completed before 
the event, and the Police were always present to protect and assist AT Staff 
during the event.​

After the event, the Police debriefed the event with the AT staff team to 
highlight the gaps and avoid similar situations in the future.

Closed

A customer called the Auckland Transport (AT) contact centre and threatened to kill a Customer 
Service Representative because their HOP card was not working. The customer said, "if I cannot 
swipe, I'll kill you."

Moderate Major
Debrief completed with the team. They are implementing multiple corrective 
actions to better mitigate this risk by training the team in de-escalation 
techniques and conducting quarterly exercises.

Closed

An altercation occurred between wharf security guards and two female customers who appeared 
intoxicated and were refused boarding due to not having tickets. The customers became verbally 
abusive, and one attempted to run down the ramp. A security guard blocked her path and 
allegedly pushed her, causing her to fall into a ticket machine and hit her head. The customer 
later complained to Fullers, stating she required stitches at the hospital for her head injury. 
Information is being gathered to understand the incident better, and the query will likely be 
forwarded to AT for further investigation, as it involves AT-employed security on the wharf.

Moderate Major
The incident was captured on CCTV. Fullers are completing an independent 
investigation and the security guard in question has been stood down whilst 
the investigation is carried out.

Under investigation



Event Description Actual Severity Potential Severity AT action(s) Status 

Duty security staff informed facilities operator that they had spotted a person of interest (POI) 
involved in misdemeanours, such as graffiti at Birkenhead Ferry Terminal Toilet and defacing the 
toilet wall aboard the Explore Ferry. Facilities operator found the POI on the gangway in a queue 
waiting for the 3:00 PM Devonport departure and AT and provided updates and was advised that 
the POI should not be allowed to access travel, and Fullers360 management was aware.
Facilities operator spoke with the skipper, who requested security assistance and called the 
attention of the POI before he could board the ferry. The POI displayed abusive and aggressive 
behaviour and tried to force themselves to board the ferry but was blocked by the crew due to 
the Skipper's order. The Skipper courteously advised the POI to leave, otherwise, the Police 
would be called to intervene if he did not listen. At this juncture, while the facilities operator was 
about to approach the POI to cool down his abusive and aggressive behaviour, he assaulted the 
facilities operator by abruptly spitting saliva towards twice, hitting the side of their face and 
uniform. The facilities operator maintained their composure and displayed maximum tolerance to 
avoid further escalation. The POI walked off-site after hurling abusive remarks towards the 
Fullers crews, pointing a dirty finger towards the Skipper and facilities operator, and throwing 
abusive words and threatening remarks, such as "you will die tonight, I will kill you tonight," 
before leaving the facility.

Major Major

The incident was reported to ATOC Team, and they requested that CCTV 
footage be saved.​
Police assistance was called PO62560067.​
Awaiting Police action for the POI to be issued a Trespass Notice.

Under investigation

A Transport Officer (TO) boarded a train at Henderson and noticed a group of youngsters 
causing a disturbance. The TO alerted other officers and moved towards the group. A passenger 
reported that one of the youngsters had a knife. The TO informed Comms and kept their 
distance. The passenger was on the phone with the police, providing updates. Comms advised 
the TO to monitor the situation and disembark with the group if necessary. The group 
disembarked at New Lynn, jumped the gates, and was followed by the passenger on the phone 
with the police. The TO checked on the passenger, who confirmed they were fine. The TO 
remained at the station as requested, and body-worn camera (BWC) footage was activated but 
may not be clear due to the distance.

Insignificant Major

The learning review concluded with a commendation for the officers 
involved in the incident. Their quick thinking, professionalism, and effective 
collaboration were instrumental in resolving a potentially dangerous 
situation safely.

Closed
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5.1A WorkSafe Notifiable, Recordable Injuries and High Potential Adverse Events (Major & Extreme potential severity) - 
Auckland Transport 

Event Details –April and May 2025 reported events 



Event Description Actual Severity Potential Severity AT action(s) Status 

An aggressive customer visited the New Lynn Customer Service Centre around 4:15 PM, 
demanding a pass to board the train. When informed that he needed to pay to enter, the 
customer responded with threats, stating he had just gotten out of jail and that he would return 
the next day with a gun and shoot the staff. He also directed additional racial insults at the 
employees. Due to his behavior, the customer was refused service

Moderate Major

• Provide and develop regular training on handling aggressive customers
• Review and reinforce security protocols, ensure interoperability 

between AROC and CSC
• Ensure Security are fit for roles in areas with high potential for VTA
• Collaborate closely with law enforcement to ensure swift actions 

against potential threats
• Develop and implement regular scenario-based training sessions for 

de-escalation
• Address employees concerns by improving communication, taking 

visible actions to support health, safety and wellbeing.
• Ensure incidents of this nature are reviewed with a full learning review.

Investigation complete

A customer approached a service window to inquire about the $50 weekly cap on his HOP card, 
displaying aggressive behavior from the start. Despite explaining the cap's timeline and the 
customer's balance, he accused the employee of lying and used offensive language. After the 
customer continued to yell and threaten, the employee pressed the duress alarm, prompting 
security to intervene. The customer left after further insults, leaving the employee feeling 
humiliated and distressed in front of other customers.

Moderate Major

The event was escalated to the Team Leader and also to the Manager. 
Time off was offered to the employee and also support from the Wellbeing 
Team and EAP. The staff member chose to use family as a support network 
instead.

Actions:
• De-escalation Training has been organised for the entire CSC Team 

and HSW currently working through that process.

Closed

April 2025 to May 2025 reporting period – June 2025 update 
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Auckland Transport 



6.1B WorkSafe Notifiable, Recordable Injuries and High Potential Adverse Events (Major & Extreme Potential Severity) – 
Other PCBU’s 

April 2025 reporting period – May 2025 update 

Event Details –April and May 2025 reported events 

Organisation Event Description Actual Severity Potential Severity AT action(s) Status 

PT – Bus

Driver reported that a Member of Public (MOP) sat in his bus and was abusive 
and arrogant towards him. The passenger was also carrying a big knife. The 
passenger eventually got off the bus and caught another bus parked at the 
opposite bus stop. There were no other passengers inside the bus. The police 
were called immediately, and the Day of Operations (DoO) team was notified. 
The driver of bus waited outside the bus for the police, who took the 
passenger away.

Insignificant Extreme Awaiting review event investigation report from operator Under 
Investigation

PT – Ferry

The skipper was entering the engine room and noticed that the bracket on the 
battery box was askew. When he stepped carefully onto the box, the lid flipped 
up, and a part of the bracket cut his leg. He went to A&E, received stitches, 
and was given a medical certificate for 10 days off work. The main cause of 
the incident appears to be that the battery box bracket was not reinstalled 
correctly after a safety check the previous day. An MNZ report was filed, and 
MNZ replied that they would take no further action at this time

Moderate Moderate

Notifiable event reported to Maritime NZ (Reference NET#1869) 
The crew member in question received medical treatment, sutures to his leg laceration 
and was given 10 days off work. To avoid recurrence, Fullers management has ensured 
that safety checks are conducted and that anything out of place, not tied down or 
unsecured is rectified immediately and reported to the Skipper. This campaign should 
mitigate these incidents in the future.

Closed

PT - Bus Bus Incident at West Gate – Passenger Injury Moderate Major

Notifiable event reported to WorkSafe NZ.
The event is currently under investigation. The responsible manager has added the 
pictures without providing further information. They are within the timeline to complete the 
full investigation report. A reminder has been sent to the bus operator. Pending further 
information is required.

Under 
investigation

PT - Bus

In Onehunga, a passenger punched the driver in the face and then ran away. 
Both the police and an ambulance were called to the scene. The on-call 
supervisor was also contacted to attend the scene, and ATOC was informed 
over the phone.

Moderate Major Police called. The Incident caused by uncontrolled MOP (no info about LTI injury) . Closed



Event Details – April and May 2025 reported events 

6.1B WorkSafe Notifiable, Recordable Injuries and High Potential Adverse Events (Major & Extreme Potential Severity) – 
Other PCBU’s 

April 2025 reporting period – May 2025 update 

Organisation Event Description Actual Severity Potential Severity AT action(s) Status 

PT - Bus

A bus service traveling on Elliot Street, Papakura struck 
a tree while traveling at 36 km/h. There were ten 
passengers on board, nine of whom were high school-
aged students. Police attended the scene, and the driver 
tested negative for drugs and alcohol.

Moderate Major

Notifiable event reported to WorkSafe NZ.

Outcome: The media are reporting inconsistent facts around the injuries. The last update we 
received from Police was that 5 passengers were injured, 4 were minor injuries and 1 was a 
category 2 (cut to the head). The driver is a 59-year male, he was checked out by his GP on the day 
complaining of chest pain but is uninjured. 

Actions Taken
• Reported to Worksafe NZ, who have confirmed they will not be investigating.
• The driver had an appointment with an Occupational Physician at 10am, Friday 9th to complete 

a full medical assessment – he has been stood down from driving until further notice. We are 
expecting the report tomorrow.

• The bus has been towed to our Takanini yard, where it has been sealed from weather – the 
Police have requested that it remains undisturbed until they have given us clearance.

• An accident investigation specialist has been engaged by us to independently review the bus.
• This bus is fitted with a driver protection screen; it is the first time we have had a real example of 

how it performs in an accident; this will also be reviewed.
• CCTV has been recovered and reviewed.
• ICAM investigation has been commenced.

Under investigation

PT - Bus

Bus drivers reported that an intoxicated male was 
verbally abusing them. The individual was heavily 
intoxicated and carrying a hammer. One of the drivers 
mentioned that the intoxicated person forced himself into 
the driver's seat while the bus was stationary. The 
situation escalated, prompting the drivers to notify the 
police. The police arrived at the scene and arrested the 
intoxicated individual. The police report number for this 
incident is 62416964

Minor Major

During the course of events, a heavily intoxicated member of the public (MOP) was encountered. 
The PT driver followed the correct procedure by promptly notifying the police. Police officers arrived 
at the scene and subsequently arrested the individual. The police report number is 62416964. The 
PT operator is instructed to proceed with the installation of the safety screen as soon as possible.

Closed

PT - Bus

At 18:22, an operator called Operations Call Centre to 
report a bus on fire. The Fire Brigade is present, and the 
Onehunga Depot Manager has been notified. AT has also 
been informed. The operator called the supervisor on the 
scene.

Minor Extreme Under Police investigation Closed

PT - Bus

A bus operator (Driver 1) clipped the mirror of another bus 
operator (Driver 2) at Sunnynook Station. Later, at Albany 
Station, the Driver 1 confronted the Driver 2 and 
challenged him to a fight, even retrieving a knife from his 
bus. The Driver 2 attempted to de-escalate the situation, 
suggesting they report the incident instead of fighting.

Minor Major
We are working with the two bus operator companies to ensure a thorough investigation is 
completed which will look at anger management and concerns surrounding bus drivers having 
access to weapons on board public transport.

Under investigation



Event Details –April and May 2025 reported events 

Organisation Event Description Actual Severity Potential Severity AT action(s) Status 

PT - Bus

The driver experienced an issue with the BDC and was advised by 
the office to continue driving without logging the trip. At the first bus 
stop, four students boarded, and the driver decided to reboot the 
system by turning off the master switch, located at the back of the 
bus. This action inadvertently released the automatic brake because 
the power was turned off, causing the bus to roll backwards down a 
hill. The driver quickly re-entered the bus, applied the brake, 
restarted the engine, and repositioned the bus. The front left of the 
bus hit the kerb, but no injuries were reported.​

The driver admitted that the decision to reboot was made hastily and 
acknowledged the policy to always apply the hand brake when 
exiting the vehicle and not to leave students onboard alone unless in 
an emergency. He now checks the brake twice before exiting. 
Unfortunately, the camera system was also turned off during the 
incident, so no footage is available.

Insignificant Major

The driver admitted that it was a last-minute decision and so he didn’t think things 
through properly.  He is aware of our policy to always apply a hand brake when 
exiting the vehicle and not to leave students onboard alone unless in an emergency.  
He said he always checks the school sign and the BDC prior to the first bus stop so 
the students wouldn’t normally be on board, but the decision to reboot it was a last 
minute one that he made at the first stop.  He is so shaken by the experience that he 
now checks the brake twice before exiting.

Closed

PT - Bus

In New Lynn, a driver was on a layover with the bus set to "Not in 
Service" when a group of 4–5 girls approached and asked him to 
open the door. He informed them that he was not in service and 
would not be driving. The girls then began verbally abusing him, 
including using racist language. One of them threw a perfume bottle 
at him, which he ducked, and the bottle hit the mirror without causing 
any damage. Additionally, three of the girls attempted to punch him. 
The police were called, and the driver, who was shaken but not 
injured, was taken back to the depot by the supervisor.

Moderate Major
This event highlights concerns around teenage anti-social behaviour and the 
potential risks bus drivers faced when refusing access to a service that is :Not in 
Service.

Closed

PT - Ferry

A skipper observed a passenger jump over the boarding gate at the 
Pier and asked them to stop. The passenger became physically and 
verbally abusive and was joined by another passenger from their 
group. The Deckhand came to the aid of the skipper and was also 
assaulted. Both the skipper and Deckhand sustained injuries, 
including bruising and cuts. The parents of the teenage boys in the 
group became verbally abusive when the service was cancelled. 
Police arrived within 10-15 minutes to take statements, and the 
assaulted crew were taken to the hospital. The offenders were taken 
into custody. Fullers is investigating the incident and providing support 
to the staff involved.

Moderate Extreme Under Investigation by fullers ( within the timeline) Under investigation
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Event Details –April and May 2025 reported events 

Organisation Event Description Actual Severity Potential Severity AT action(s) Status 

PW - Contractor The truck bin made contact with an overhead power line, resulting in the line 
being broken. Minor Major

Overhead powerlines in the work area had been identified as a risk 
during the pre-work plan. But this hazard was not discussed in the pre-
start meeting which resulted in the failure to assign a spotter when the 
truck operated under the overhead powerlines. Briefings have been held 
with the work crews and engineers to remind everyone that any 
identified risks must be added to the job pack and communicated during 
the pre-start meeting. Also, spotters must be assigned when a truck is 
driving in reverse, and the "Look Up and Live" man when operating in 
when there is poor lighting.

Closed

PW - Contractor
The truck driver ignored instructions from both the site supervisor and STMS 
on how to safely enter the worksite. Instead, the driver reversed from the live 
lane into the site, which was a dangerous manoeuvre.

Insignificant Major

1) The Transport Division will analyse the root cause to understand why 
the near-miss happened. 

2) Present the findings at the next prestart meeting with the site-wide 
team, especially the foreman and STMS. Make sure the drivers clearly 
understand the instructions.

Closed

PW - Contractor
A member of the public refused to comply with a road closure and drove over 
cones, breaching into the closed area. The vehicle was eventually stopped by 
the traffic team, and the police were called to the site.

Moderate Major This case is under investigation. Under investigation

PW - Contractor A drunk driver breached a road closure on Nelson Street at high speed and 
clipped the arm of a Traffic Management Operation. Moderate Major

This incident is currently under investigation, but the initial findings are 
that a Member of Public travelling along Nelson Street at high speed 
breached the road closure. During the breach the car came into contact 
with the arm of the Traffic Management Officer (TMO), no major injuries 
were sustained with the TMO only requiring first aid treatment.

Under investigation

PW - Contractor

Due to damage, the jockey foot of the 1.7t digger trailer had been removed and 
was awaiting replacement. This required the trailer to be manually lifted when 
hitching or unhitching from the ute. As a result, the site supervisor experienced 
pain in their lower left back after unhooking the trailer. The discomfort, stiffness, 
and pain persisted throughout the evening and remained present the following 
morning.

Moderate Major

The incident was primarily caused by the heavy lifting being done by one 
person. In the future, a minimum of two people will be required for 
hitching and unhitching the trailer until the jockey foot is replaced. After 
replacement, no manual lifting will be allowed.

Under investigation

April 2025 to May 2025 reporting period – June 2025 update 

6.1B WorkSafe Notifiable, Recordable Injuries and High Potential Adverse Events (Major & Extreme Potential Severity) – 
Other PCBU’s 



Organisation Event Description Actual Severity Potential Severity AT action(s) Status 

PT – Rail
Rail bus driver who was using a phone had slammed the brakes, and a male 
passenger jerked forward and fell on Customer Service Assistance staff - 
Newmarket Station (NWMKT). She suffered injuries to her right side of face 
and left knee.

Minor Major
Medical support provided and returned to work after 2 days.
The incident has raised concerns about using mobile phones whilst driving. AOR 
have sent a safety alert that will address this concern.

Closed

PT – Bus

A car driver, in a rush, attempted to move from the left to the right lane and 
collided with a bus. Following the collision, the driver tried to assault the bus 
operator. The police arrived at the scene, but the car driver fled. Fortunately, 
no injuries were reported.

Minor Major

De-escalation completed by the bus operators to manage the situation with agitated 
member of the public (MOP) . The incident was caused by a car driver changing 
the lane suddenly (an agitated member of the public). The bus operator followed the 
protocol related to traffic accidents. No injury was reported by the bus operator. The 
Police was called for the bus and car road accident following the traffic accident 
management protocol. The investigation is not required 

Closed

PT – Bus

A passenger assaulted the driver, prompting a call to the police. The driver is 
fine and does not require medical assistance. Mangere Service Depot Station 
was informed. The police did not attend and advised the driver to continue 
when the offender left the bus. The Operation Control Centre instructed the 
driver to wait for assistance from the depot. A standby from Mangere Depot 
was dispatched to pick up the driver.

Minor Major

De-escalation completed by the bus operator. The bus operator followed the internal 
reporting process to ensure his personal safety infirmed OCC and Police assistance 
was provided by Depot. No injury reported, the driver was back to work at the next 
day . This is the emergency response established by the PT operator. The 
Investigation is not required. 

Closed

PT – Bus

The driver was finishing the bus trip at 21:45hrs trip and was  passing stop G at 
the Lincoln Rd interchange, he stopped at the traffic lights. When the lights 
turned green, he proceeded towards The Concourse. At the intersection where 
lanes reduced from three to two, a car sped up the bus lane on the left side of 
the bus and cut in front to avoid hitting a traffic light post. This caused the car to 
collide with the left-hand corner of the bus, resulting in extensive damage. The 
driver of the car did not stop and drove off at speed.

Moderate Major

Police and emergency services called and attended. Bus driver taken to Waitakere 
Hospital for check-over but was uninjured and released. Bus towed back to depot. 
Welfare checks made with driver over the weekend and Monday. Driver given two 
days off to recover .No recommendations for actions or for bus driver as incident 
not preventable from bus driver perspective. Bus driver not at fault. 

Closed

April 2025 to May 2025 reporting period – June 2025 update 
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6.1B WorkSafe Notifiable, Recordable Injuries and High Potential Adverse Events (Major & Extreme Potential Severity) – 
Other PCBU’s 



Organisation Event Description Actual Severity Potential Severity AT action(s) Status 

PW - Contractor

A subcontractor, was operating an excavator on the right side of the 
lane heading toward Smiths Road for excavation work. While loading 
excavated material onto a truck, he was distracted by a small amount of 
dirt that fell into the live lane. Concerned about cars running over it, he 
moved to remove the dirt and accidentally struck the overhead 
telephone cable. The issue arose from his approach to the work, as he 
excavated uphill towards the cable instead of away from it. Earlier that 
morning, during the pre-start meeting, the overhead cable was 
mentioned, and the team was reminded to be cautious of overhead 
hazards. All team members had completed the induction and signed the 
SWMS document, and it was believed that everyone understood their 
tasks and associated risks for the day.

Major Major
The operator excavating did not follow the pre-start meeting requirements to avoid 
the overhead lane. Contractors decided to implement flags to mark overhead lines 
as a preventative measure.

Closed

PW - Contractor

A man ran through the site with his shirt wrapped around his face after 
being stabbed during an altercation. He crossed the road to where a 
traffic controller (TC) was, swearing and yelling. The TC noticed he had 
a knife and alerted the team to stay clear and not provoke him. Security 
arrived and tried to de-escalate the situation. The team stopped traffic 
and cleared a path for the police. Another TC used stop-go paddles to 
manage traffic as the police apprehended the man. The team, 
especially the female TC, handled the situation calmly and effectively.

Moderate Major

Situation managed by the police.  The contractor managed the situation very well 
in supporting the police via traffic control as the police performed their duties.  
Based on the investigation the contractor are considering extra security in the 
CBD. 

Closed

PW - Contractor Subcontractor workers were found working within a 3-meter open pit 
excavation without the necessary critical controls in place. This situation 
posed significant safety risks due to the lack of proper measures to 
ensure the workers' safety.

Moderate Major

Root cause was identified as bad planning, not following their training and not 
knowing when to stop work and undertake a change management process. 
There has been good communication and learning review between contractor and 
sub-contractor to avoid recurrence.

Closed

PW - Contractor

A subcontractor was involved in an unsafe excavation process. The 
subcontractor was directed to cease work by an Auckland Transport 
representative due to inadequate excavation and environmental 
controls.

Moderate Major

There was no evidence to support a safe system of work had been formulated, 
discussed or implemented to deconflict the movements of both machines. The 
investigation was unable to review contributing factors or examine in the event in 
detail as the contractor did not provide a record of the pre-start brief, a formal 
methodology, or evidence of a safe system of work to coordinate the movements of 
the two excavators during benching excavation work.

Closed

5.1B WorkSafe notifiable, recordable injuries and high potential adverse events (Major & Extreme potential severity) – 
Other PCBU’s 
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5.2 Safety Legal Environment
From the Courts

Prowash Wellington Limited
Industry: Building and construction

Date of offence: 19 April 2023
Final decision date: 15 April 2025

• On 19 April 2023, a worker, Mr Joshua Bowles, sustained multiple significant and life changing injuries when 
carrying out cleaning product testing on a new iron roof in wet weather conditions. Mr Bowles fell 
approximately six metres from the roof onto the ground below. He was taken by ambulance to Wellington 
hospital and admitted to the intensive care unit. His injuries included but were not limited to trauma to the brain; 
fractures to his skull, facial bone, rib, neck, and femur; and a dental injury.

• Prowash Wellington pleaded  Guilty. Decision: Convicted

• Offence section:

• Sections 36(1)(a)and 48(1) and 48(2)(c) of Health and Safety at Work Act 2015

• Maximum fine available:  $1.5 million

• Fine imposed:   $325,000 reduced to $40,000 taking into account the financial incapacity of the defendant.

• Reparation: Emotional harm – $60,000

• Consequential loss – $17,456 Costs – $1,490.24 (50% of legal costs); $7,038.69 (accountant's costs)

The report details two court cases involving workplace safety incidents from March/April 2025.
Penalties and fines were imposed on the involved parties, highlighting the importance of adhering to safety regulations and ensuring the well-being of workers.

Ballance Agri-Nutrients Limited
Industry: Manufacturing

Date of offence:  27 July 2023
Final decision date: 18 March 2025

• A worker, Mr Wesley Tomich (the victim) sustained fatal crush injuries when cleaning a conveyor belt system. When 
attempting to step over one belt, which was moving, he lost his footing, fell onto the belt and was dragged underneath 
the metal frame of another conveyor belt.

• Balance Agri-Nutrients Limited pleaded Guilty. Decision: Convicted

• Offence section:

• Sections 36(1)(a), 48(1) and 48(2)(c) of HSWA.

• Maximum fine available: $1.5 million

• Fine imposed:  Starting point for Ballance at $700,00. Following discounts of 40% fine imposed at $420,000.

• Reparation: Emotional harm – $130,000; however, no award made as defendant made payments to the whānau of the 
victim totalling $287,202.86.

• Consequential loss – $102,000; however, no award made as defendant made payments totalling $287,202.86.
Costs – $2,166.60.

Safety lessons learned:
• It was reasonably practicable for the defendant to have:

• Provided, maintained, trained workers on, and monitored compliance with an effective safe system of work for cleaning 
and maintenance of the conveyor system, including developing and implementing an effective Standard Operating 
Procedure for this task.

• Ensured that the conveyor system was fitted with effective guarding and emergency stop devices, in accordance with 
industry guidance and standards (including AS/NZS 4024 Safety of Machinery

Safety lessons learned
The defendant failed to ensure the provision and maintenance of an effective safe system of work for working on the 
roof which:

• included an effective risk assessment of the work, including risk presented by working in wet weather conditions 
on a new iron roof;

• ensured work was not done on the roof beyond the access scaffold until appropriate controls were in place, for 
example effective edge protection or a harness system; and

• included provision of effective and consistent training and supervision that was necessary to protect workers from 
a fall from height.

April 2025 to May 2025 reporting period – June 2025 update 



205.3 Health and Safety Definitions 
A. Injury severity classification

B. Event definitions

Event type Definition

LTI Lost time injury: A lost-time injury is defined as an occurrence that resulted in a fatality, permanent disability or time lost from work of one day/shift or more.

MTI Medical treatment injury. Requiring treatment by, or under the specific order of a registered Medical Practitioner or any injury which could be considered as being one that would normally be treated by a registered Medical Practitioner; 
and • Results in less than a full shift being lost from work; and • Requires treatment beyond the scope of normal first aid treatment such as sutures or the issuing of prescribed medication.

Recordable injuries A recordable injury is a work-related incident that results in: medical treatment beyond first aid and one or more days away from work.

Notifiable events An event reported to:
• WorkSafe: When as a result of works being undertaken, a death, notifiable illness or injury or notifiable incident occurs.
• Maritime NZ: Accidents, incidents and mishaps reportable to Maritime New Zealand in accordance with Section 31 of the Maritime Transport Act 1994 and Section 56 of the Health and Safety at Work Act 2015.
• Waka Kotahi NZ Transport Agency: Accidents and incidents associated with the operation of a rail vehicle, the use of the railway infrastructure or the use of railways premises in accordance to Railways Act 2005 and  Health and 

Safety at Work Act 2015.

High potential event An event classified as major or extreme risk consequence that is not a recordable injury.

Near miss Any unplanned incidents that occurred at the workplace which, although not resulting in any injury, disease or damage, had the potential to do so.

Harm An event involving Verbal abuse, Intimidation and threats or Assault

Hazard A source or a situation with a potential for harm in terms of human injury or ill-health, damage to property, damage to the environment, or a combination of these.

Event Consequence Severity

Insignificant Minor Moderate Major Extreme

No Injury or illness, near miss, minor soreness or 
discomfort requiring no treatment; Little damage 
or no threat to health; Property damage

Injuries with service up to first aid; Discomfort 
requiring intervention i.e. Physio up to 2 visits; 
Minor health effect, fully reversible in short time; 
Asymptomatic or mild symptoms; clinical or 
diagnostic observations only, intervention not 
indicated; Non-physical stress

Medical treatment injury/ Lost time injury/ 
Restricted work injury/ Notifiable event*; A 
diagnosed occupational illness case; Moderate, 
minimal, local, or non-invasive intervention 
indicated but not immediately life threatening; 
Moderate, minimal, local, or non-invasive medical 
intervention indicated.

Major lost time/ Notifiable event**; Permanent 
disability or irreversible health problems resulting 
from injury or occupational illness; Unlikely to 
return to work with significant modifications

Fatality; Notifiable event

* It could be a cut requiring stitches due to contact with a sharp object, a minor fractured limb after being caught in something or falling from height, minor electric shock (not static
** It could be an escalation of any of the moderate/minor examples of incidents. Major electric shock or burn injury, admittance to hospital, loss of consciousness or entrapment of a person, loss of limb or feeling

April 2025 to May 2025 reporting period – June 2025 update 
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21. Executive Summary

Fatal Crash Reporting 
• Auckland Transport (AT) road safety engineering continue to undertake fatal crash investigations in 

partnership with New Zealand Police.

• In 2024, we have investigated twenty-five fatal crashes on local (AT) roads, with twenty-four 
recommendations for safety improvements on those roads. Of these, eighteen have been implemented 
and six remain open. 

• In 2025, we have thirteen fatal crash investigations in progress on local (AT) roads with five 
recommendations for safety improvements, one has been completed and four remain open.

Speed management – Reversals 
• The Land Transport Rule: Setting of Speed Limits 2024 requires Road Controlling Authorities, by 1 July 

2025, to reverse the speed limit on specified roads and install variable 30km/h speed limits outside 
affected schools to comply with the Rule, 1,464 roads need to have their speed limit reversed and 136 
schools are to have a variable speed limit installed. 

• This programme was unplanned and not identified for funding in the National Land Transport 
Programme (NLTP). However, a budget of $6.22m has been approved with NZTA contributing 51%. 

• The speed limit on 26 urban connectors (arterials) were reversed during March and the remaining roads 
are scheduled to have the speed limits reversed by 19 June 2025. 

Railway Incidents
• Now included in this report as we move towards multi-modal safety reporting (customer).

Rolling 12 months of deaths and serious injuries (DSIs) reporting from June 2024 to May 2025

• The rolling 12-month fatality rate (June 2024 – May 2025) is 47 compared to 31 in the previous 12 months. While 
serious injuries have decreased by 7%, from 563 to 552, they remain relatively static. 

• There is a general fluctuation due to the partially random nature of crashes.
• The majority (88%) of harm continues to occur on our local roads, with half (50%) of these being people outside 

of vehicles (people walking, cycling and motorcyclists). 

Financial Year to date: 554 DSI – this is a provisional figure only as the Crash Analysis System (CAS) 
requires NZ Police investigation.

• Our SOI target for the 2024/25 financial year is no more than 576 DSI. Financial Year to date, there have been 
554 provisional DSIs on the Auckland Transport network (1 July 2024 to 31 May 2025). The number is provisional 
as a traffic crash report can take up to 3 months to be investigated and entered into CAS.

Key progress Key insights

June 2025 update

Please note: all data is correct as at 3 June 2025

SOI Performance tracking:
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Context
The Auckland Plan 2050 has a vision of a safe transport network, free 
from death and serious injury. Aucklanders expect to travel around 
their region safely. 

The Government Policy Statement (GPS) on Land Transport 2024 
reaffirms the government's commitment to safety. Road safety is a 
responsibility we all share, and improving road safety in an efficient 
manner is a priority for this Government. 

This revised GPS provides us with opportunities to work towards the 
Auckland Plan 2050 outcomes by:
• Continuing the strong partnership with the New Zealand Police, 

supporting their enforcement and deployment activities.
• Advocating for the review of safety-related fines and penalties
• Delivering fit-for-purpose safety infrastructure,
• Targeting behaviour change through our road safety education 

efforts. 

Key progress:

• Monitoring and Evaluation Tool: This tool will support the road 
safety engineering programme by providing a standard method of 
evaluating the effectiveness of road safety interventions before and 
after implementation. The final report has been received, we have 
provided our recommendations for refinements and have had 
confirmation we can complete the refinement in-house.  The 
Analytics Team have programmed this work to start in two weeks. 

Deaths and serious injuries (DSI) reporting

The Statement of Intent (SOI) deaths and serious injuries (DSI) target on the road network in Tamaki Makaurau for 2024/25 is no more than 576. 

Key insightsTransport safety progress

June 2025 update

SOI Performance tracking

Overall DSI insights (past 12 months from June 2024 to 
May 2025)

• 599 people were killed or seriously injured on Tamaki 
Makaurau roads. 

• Year on year there has been an increase in fatalities, 31 to 
47, and a slight decrease in serious injuries, 563 to 552. 
The overall number of DSI crashes does remain relatively 
static over the past five years. 

• The majority of  harm has occurred on our local roads (89% 
in the past twelve months). 

• 51% of reported deaths and serious injuries are experienced 
by people outside of vehicles (people walking, people 
cycling and motorcyclists).

• Males account for the majority of deaths and serious injuries 
(70% in the past twelve months).

• Young people between 15-24yrs. are overrepresented in 
deaths and serious injuries. This age group represents 13% 
of Auckland’s population, but 25% of people killed or 
seriously injured.

• There was an 11% decrease of these crashes occurring at 
Intersections in this twelve-month period, with 66% 
occurring at midblock locations, and 34% occurring at 
intersections.  This corelates to the 20% decrease in side 
impact crash types over this twelve-month period.

• Passengers had a significant increase year on year (2 to 11) 
in the past twelve months.
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Advocacy 

Transport safety FY24/25 critical success factors -  Auckland Transport

Context: Our strategy for improving the safety of 
the Auckland transport system is built on the Safe 
System. This approach acknowledges that people 
make mistakes and that we need to work with our 
partners to strengthen all parts of the system. As 
part of this work, we are focusing on providing 
relevant data and insights to inform planning and 
decision making.

Context: The Safety Advocacy Plan identifies the 
priority focus areas for policy and legislative 
changes to improve road safety outcomes across 
Tamaki Makaurau. These are long term priorities 
which will require Central Government support and 
commitment to achieve.

Advocacy plan implementation update

• Auckland Transport is providing a submission to the Government’s proposed changes to the graduated driver licensing system.  Our proposal supports longer times in 
license and a better system of education for young drivers, who are overrepresented in Auckland deaths and serious injuries.

Safety Cameras:
• On 21 May 2025, a workshop with the Tamaki Makaurau Transport Safety Governance Group discussed the status and next steps for Auckland's safety camera 

programme.  The different safety camera types and their uses are shown on the next slide.
• The national camera funding within the current GPS has been allocated, facilitating the transfer of all existing cameras and the establishment of the enforcement 

processing system. Nationwide approval has been granted for 51 new cameras, including 23 new cameras within the AT network. Further expansion of safety cameras 
will be considered in the next GPS.

• The transfer of all existing cameras to NZTA is progressing well, with the back-end/enforcement processing system being established. Enforcement for mobile cameras 
commenced in May 2025 and is expected to be fully operational in the second half of 2025, as indicated in the timeline chart below.

• Early results have demonstrated a significant reduction in speed at the mobile camera sites deployed since May in Auckland. To date, 600 sites in the Auckland region 
have been identified by the NZ Police, with approximately 20,000 hours allocated in the Auckland region and a national target of 80,000 hours per annum.

• The subsequent phase involves a collaborative effort with the Tamaki Makaurau Transport Safety Governance Group to ascertain the optimal number of surveillance 
cameras and enforcement mechanisms required in Auckland. This initiative aims to effectively address and alleviate safety concerns related to speeding and red light 
running.

Safe System 

Legend: On track On watch Off track

Partnership and strategy update
• In October the Government released the New Zealand Road Safety Objectives Document. This replaced the previous Road to Zero strategy and action 

plan. The Ministry of Transport, working with other Government road safety partners, will be accountable to the Minister of Transport for monitoring road 
safety outcomes and the delivery of road safety actions. It is expected that quarterly monitoring will be developed to ensure performance and delivery 
remains on track.

• A partnership-based operation to reduce drink-driving through combining NZ Police random breath testing with marketing supported by AT and NZTA is now 
live. This includes radio, out of home and social media messaging till July 2025.

• In May 2025 Road Safety Partners from New Zealand Transport Agency Waka Kotahi (NZTA), Accident Compensation Corporation (ACC), Auckland 
Council, National Public Health, New Zealand Police, Fire Emergency New Zealand (FENZ), came together to share their knowledge and opportunities for 
AT to expand our safety camera network, in a way that aligns with the national programme being led by NZTA. This workshop was well attended and a 
commitment to complete tasks and actions has been made by the group and a follow up meeting will be held to maintain momentum. 

• The next Hot Topic is 21 August, it will discuss Safety Performance Indicators and the collective opportunities for partners to work together on performance 
indicators. 

Insights update
• We have successfully launched, with positive feedback, the public-facing Local Board Crash Data Dashboard, with additional sessions planned with Local 

Board Members.  Feedback for improvement will be captured by the CRM system. Here is the link:  https://at.govt.nz/about-us/reports-publications/where-
crashes-are-happening-in-auckland 

• The Urban KiwiRAP risk mapping tool is now being internally tested for release at the end of June 2025.
• The mapping of roadside hazards with Vector power poles overlayed with deaths and serious injury crash data, is in the prioritisation mapping phase with 

Business Technology (BT), and we are providing the preferred methodology. Internal work has begun to understand the complexity and methodology to 
progress this data insight.

June 2025 update

Safety Transport dashboards

https://at.govt.nz/about-us/reports-publications/where-crashes-are-happening-in-auckland
https://at.govt.nz/about-us/reports-publications/where-crashes-are-happening-in-auckland
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Safety Cameras on the Auckland network

30 Cams

46 Cams

7 Corridors

Circa 20,000 hrs p.a.
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Death and serious injuries from Crash Analysis System (CAS) calendar years 2022 – 2025 (provisional data)

Road user DSI dashboard

June 2025 update

Deaths and serious injuries (DSI) reporting



7Railway incidents Reporting 
Railway Trespass Incidents 

June 2025 update

Reported Railway Trespass Incidents (2018-2025)

• A total of 1,439 trespassing incidents have been recorded on the railway network from 2018 to 2025 (to 
date). This includes 1,384 reported incidents between 2018 and 2024, and 55 incidents recorded so far in 
2025. It’s important to note that the 2025 data is incomplete, due to both reporting delays and the year still 
being in progress.

• There was a slight increase in trespassing incidents from 2023 to 2024 (up 1%). However, the overall trend 
from 2018 to 2024 shows a decline.

• This general decline in reported incidents has continued even in the years following COVID-19 restrictions.

•  Between 2018 and 2022, there was an average of 201 incidents per year (1,211 total), compared to 173 
incidents in 2024 — a 14% reduction relative to the earlier five-year average.

• Network initiatives such as the Network Fencing Programme, level crossing removals, and HOP gating are 
likely contributing factors to this reduction.
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Railway Trespass Incidents (2018-2025) Only partial data 
available for 2025

• From 2018 to 2025 (to date), the three most common types of trespassing incidents on the railway 
network have been:

• General trespass (41%)
• Potential self-harm incidents (27%)
• Entry to rail crossings from platforms (12%)
• Together, these categories account for approximately 80% of all reported trespassing incidents 

during this period.

• There has also been a significant decline in train surfing incidents. In 2014 alone, there were 108 
recorded cases, compared to just 10 incidents between 2018 and 2025. This reduction is largely 
attributed to the introduction of electric multiple units (EMUs), which have design features that discourage 
train surfing.
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Reported Railway Trespass Incidents (2018-2025)

Note this is preliminary data that will be verified with KiwiRail and Auckland One Rail



8Railway incidents Reporting 
Level Crossing Collision and Near miss Incidents Railway Potential self-harm Incidents insights 

June 2025 update

• A total of 389 potential self-harm incidents were reported on the railway network between 2018 and 
2025 (to date).

• While the number of reported incidents has fluctuated year to year, there is no clear long-term trend over 
this period.

• Incident levels were generally lower during the COVID-19-affected years, likely due to reduced network 
activity and public movement.

• In contrast, 2024 recorded a higher-than-usual number of incidents, with reported potential self-harm 
cases rising from 49 in 2023 to 65 in 2024 — a 33% increase. Additionally, the average annual number 
of incidents from 2018 to 2023 was 52, meaning the 2024 figure was approximately 25% higher than the 
six-year average.
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Annual Reported Railway Potential self-harm Incidents (2018-2025)

Only partial data 
available for 2025
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Reported Level Crossing Collisions and Near Misses (July 2013–2025)

 Barrier Arm Collisions  Near Miss (Ped)  Near Miss (Road)  Collisions (Road)

• Between 2012 and 2025 (to date), a total of 1,242 level crossing collisions and near-miss incidents 
were recorded. Of these, barrier arm collisions accounted for 68% of all events.

• Only partial dataset available for 2025 and pedestrian collisions have been omitted from this dataset. 

  

Reported Railway Potential Self-Harm Incidents Reported Level Crossing Collision and Near miss Incidents 

Only partial dataset 
available for 2025 and 
pedestrian collisions 

are currently 
excluded.

Note this is preliminary data that will be verified with KiwiRail and Auckland One Rail
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Railway Fatalities insights

June 2025 update

• From 2012 to 2025 (to date), a total of 55 people outside of trains have lost their lives on the Auckland 
controlled rail network.

• Between 2012 and 2023, the network averaged approximately four fatalities per year.

• In 2024, there were three reported fatalities, indicating a slightly lower number than the historical 
average. However, due to the relatively small sample size, this difference is likely the result of natural 
variation rather than a confirmed reduction in risk or a sustained safety improvement.

  Of the 55 reported fatalities on the Auckland Controlled railway network:

• 22 fatalities (40%) occurred at level crossings
• 7 fatalities (13%) occurred at station platforms
• 26 fatalities (47%) occurred elsewhere on the controlled network

In terms of road user types involved:

• 2 fatalities were reported to be motorists
• 53 fatalities were reported to be have pedestrians

Railway Fatalities (2012-2035) 

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025
Total 6 3 2 7 6 5 3 6 5 2 3 3 3 1
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2, 4%

53, 96%

Fatalities on the Auckland Controlled Rail 
Network - Road User Type

Motorist

Pedestrian

Only partial data available for 
2025. This graph also 

excludes any occurrences 
from the Glenbrook Vintage 

Railway

Railway Fatalities (2012-2035) 

Only partial data available for 2025. Please note that one of the fatalities included in the analysis occurred 
on a section of railway not used by AT train services. These graph also excludes any occurrences from the 

Glenbrook Vintage Railway

Note this is preliminary data that will be verified with KiwiRail and Auckland One Rail
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