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Executive Summary  

Incident summary 
On 15 March 2021, Fire and Emergency New Zealand (FENZ) attended a 
vehicle and vegetation fire on a rural property at  Stanley Road, 
Dromore. During this event, an IVECO Type 1 appliance-based out of 
Ashburton (ASHB622) was overcome and destroyed by fire.  Initial reports 
indicated no safety, health and welling (SHW) risk presented to the 
personnel involved.  Area Management determined that the incident would 
be investigated through an Operational Efficiency Review, and a health and 
safety investigation (level 2) was not actioned. At the end of 2021, following 
the realisation that FENZ personnel had been exposed to a risk during this 
event, FENZ commissioned an external health and safety investigation. This 
report details that investigation. 
 
Investigation approach 
This investigation was undertaken based on Incident Causation Analysis 
Method (ICAM) methodology, which reconstructs the sequence of events 
and systematically identifies contributing factors, (including absent or failed 
defences, individual and team actions, task and environment conditions and 
organisational factors) to the incident. There were constraints to the use of 
this methodology, and the nature of this report, as outlined in the limitations 
section of this report.   
 
Aim  
The aim of the investigation was to determine whether FENZ can 
demonstrate that all reasonably practicable steps to mitigate the risk of harm 
associated with this type of fire event were considered on the day.  

 
Scope 
In scope was the specific consideration of the event under the FENZ defined 
critical risk of ‘working in and around fire’ to determine: 
• The circumstances which led up to the incident response  
• The circumstances which led to the appliance being in a situation where 

it could be damaged, exposing people to risk  
• The contributory factors to the event 
• The adequacy of existing controls  
• The safety and health impact on FENZ personnel 

 
FENZ requested that the scope be limited to the events up to the conclusion 
of the incident response, but to include all documented evidence produced 
following the incident.  
 
Other reports 
This investigation was commissioned alongside MinterEllisonRuddWatts 
review (March 2022).  FENZ requested that information was not duplicated 
between the health and safety investigation and the 
MinterEllisonRuddWatts review, and that the two pieces of work be aligned. 
 
In addition, a number of internal reports have also been produced which 
relate to this event:  

i. Operational Review F3200236; July 2021 
ii. Ashburton Appliance Loss:  F3200236 Safety, Health, and 

Wellbeing Review; September 2021 
iii. Level 2 Investigations – A National Operations Perspective; 

January 2019 
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Incident Analysis 

 

 

 
 
 
 
 
 
 

 
 

The use of urban appliance and crew 
for rural environment fires has not 

been risk assessed completely. 
 

Urban vehicles have different 
capabilities to rural vehicles, which 
not all workers are fully aware of. 

 
 

Incidents are not always investigated 
thoroughly to understand root causes 
or additional factors within the work 

environment 

Learnings from incidents are not 
always shared. 

 

There are gaps in organisational 
structures and responsibilities across 

safety, health and wellbeing 
functions/activities 

 Incidents potentially not always 
reported, and reports not fully 

completed 
 

The way health and safety 
investigations are commissioned and 

paid for internally does not encourage 
open communication 

 

Inconsistencies in competencies 
between rural and urban crews despite  
FENZ being aware that urban crews 

attend 80% of rural fires. 
 

There are deficiencies in the training 
system to build FENZ worker 
knowledge, skills and abilities. 

 

FENZ does not fully learn from 
previous incidents and events. 

Organisational capability to learn 
(absorptive capacity) is constrained. 

 

While FENZ has identified hazards, 
there is ineffective determination, 

implementation, and monitoring of 
appropriate controls for those risks. 

Critical risk control management is in 
its infancy. 

 

Within FENZ there are unhealthy 
relationships based on low levels of 

trust and poor culture. 
 

ASHB622 crew parked an urban 
appliance on unburnt fuel 

The changing weather 
(wind) was not 
identified early 

indicating a failure of 
dynamic risk 

assessment and 
situational awareness 

Ineffective communication 
and command structure 

during the event 

The Tip of the Iceberg  
Following an event, the immediate cause is often apparent (the tip of the iceberg).  In this case, the 
immediate cause was parking an urban vehicle on unburnt fuel at a rural fire.  
 
It can be seductive to focus on this as the cause, and to stop inquiry this point. This however, would 
not support improvement nor be a true reflection of why the event occurred. The underlying factors 
which led to that situation- the environment, the system, the context, the individual factors within which 
the event occurred must be understood. This requires 'going beneath the surface' to uncover the latent 
conditions and situations which are present.  
 
If you only fix the symptoms – what you see on the surface – the problem will almost certainly return 
and need fixing repeatedly. However, if you look deeper to figure out what's causing the problem, you 
can fix the underlying systems and processes to reduce the potential for future recurrence. 
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Key Points Identified in the Investigation   

Key point 1: The appliance was not suitable for the situation 
1. When 111 calls are received it is FENZ procedure to look at 

the nearest available resources. The objective is for FENZ to 
respond to the call quickly. There is no discrimination during 
dispatch between rural and urban appliances / crews. 

2. FENZ respond to more than 6,000 vegetation fires annually 
(NZ Govt, 2020). Since 2017, urban crews have attended 
16,020 (80%), and rural crews 4,428 (20%) of these incidents.  

3. Considering the rural nature of the Canterbury geographical 
location, and the fact that urban appliances have responded to 
80% of vegetation fires, there doesn't appear to have been an 
assessment undertaken, or decision made on the prioritisation 
of rural appliance capabilities. There are significant 
differences between urban and rural appliances. In particular, 
urban appliances like the ASHB22 IVECO Type 1 have 
limitations, such as: 

o An inherent design feature that interlocks the braking 
system should it be compromised or have low air 
pressure.  

o It is fitted with a switch mechanism to go from one 
function to another, and so while a rural appliance can 
pump water and engage the engine (it can pump water 
and move), by comparison, an urban appliance only 
has the capability to pump water or engage the engine, 
meaning that the appliance is stationary when 
pumping water. 

o An urban appliance has lower ground clearance than a 
rural appliance, and doesn’t have off-road capability 
(4x4) like a rural appliance does. 

4. ASHB622 is an IVECO Type 1 urban appliance with an urban 
trained crew that was dispatched to a rural fire. This was not 
the optimal appliance for the situation.  
 

Key Point 2: The communication process to ensure workers are 
aware of the design features of IVECO type 1 appliance is not 
robust  

5. Information on the design features of the IVECO Type 1 is 
apparently on OSM. There is a systemic issue where rural fire 
brigades are not yet fully able to access OSM.  

6. There isn’t any verification undertaken to determine whether 
information about the appliance capabilities and limitations 
has been provided, received and understood. 
 

Key point 3: General health and safety, and specific risk related 
competencies and capabilities are not consistently built or 
maintained  

7. Training is not connected to risk management – the process of 
identifying, assessing, controlling and monitoring hazards and 
risks is not linked directly to the training programme.  

8. There isn't a clear competence framework for risk related 
training and general leadership / accountability training. Nor 
is there a skill matrix that details the skill mix that must be 
available on an appliance.  

9. During the investigation, workers within FENZ 
communicated different understanding of the various training 
































