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Abstract 
New Zealanders are twice as likely to be killed at work than Australians and seven times more likely 
than workers in the United Kingdom (UK). This article explores why health and safety auditing to meet 
due diligence requirements may not have had the intended impact on occupational health and safety 
(OHS) outcomes in New Zealand and considers what might be done to improve this. 

Keywords 
occupational health and safety; audit; auditing; due diligence; Health and Safety at Work Act; 

Introduction 
Many elements contribute to OHS performance, and this article draws attention to only one of these – 
the due diligence requirements of officers (s.44, Health and Safety at Work Act 2015 [HSWA]), and 
the use of OHS auditing to verify a person conducting a business or undertaking (PCBU) is meeting 
its legislative requirements (HSWA s.44[4][f]). This article considers why auditing to meet due 
diligence requirements may not have contributed to improving OHS outcomes, with particular 
reference to the work-related fatality rates in New Zealand, Australia, and the UK. Potential 
opportunities (requiring further research) for improvement are discussed – including audit practices 
and the behaviour of officers.  

Legislative context 
In 2015 (following the Pike River mining disaster) new OHS legislation was introduced in New 
Zealand based on Australia’s Model Work Health and Safety Act 2011 and the UK’s Health and Safety 
at Work Act (Peace et al., 2017). The new legislation introduced a due diligence duty for officers 
PCBUs (s.44, HSWA). Officers must carry out governance activities to make sure their PCBU is 
legislatively compliant but do not need to manage processes directly (Campbell, 2016) – a positive 
duty requiring officers to take an active role in monitoring OHS performance (Cosman et al., 2017; 
Peace et al., 2017).  

New Zealand’s OHS performance 
When compared to the rate of work-related fatalities in Australia and the UK, New Zealand workers 
are significantly more likely to be killed at the workplace (Figure 1). Although the fatality rate appears 
to be decreasing year on year, on average (2016 – 2022) New Zealand workers are twice as likely to 
be killed at work compared to Australian workers, and seven times more likely than workers in the UK 
(Table 1) (Health and Safety Executive; 2023; OECD, 2024a; OECD 2024b; Safework, 2024; 
Worksafe, 2024). 
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Figure 1: Comparison of work-related fatalities rate per 1,000,000 workers (15 – 64 years) in 
New Zealand, Australia, and the United Kingdom 2016 – 2022 
Notes on 2019 New Zealand data:  In December 2019, Whakaari White Island erupted during tourism 
activities resulting in the deaths of 22 people leaving 25 people with life-altering injuries.  

WorkSafe NZ has now published revised data including 2023 at www.worksafe.govt.nz  
 

Country  
New Zealand Australia United Kingdom 
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related 

fatalities 

Working 
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population 

Fatality 
rate per 
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workers 

Work-
related 

fatalities 

Working age 
population 

Fatality 
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million 

workers 

Work-
related 

fatalities 

Working age 
population 

Fatality 
rate per 
million 

workers 
2016 74 3,097,098 23.89 187 15,941,869 11.73 147 42,146,016 3.49 

2017 80 3,162,798 25.29 190 16,158,258 11.76 135 42,265,600 3.19 

2018 62 3,219,957 19.25 144 16,378,352 8.79 141 42,386,168 3.33 

2019 110 3,261,245 33.73 191 16,572,360 11.53 149 42,482,892 3.51 

2020 69 3,333,950 20.70 196 16,701,405 11.74 113 42,596,435 2.65 

2021 64 3,327,261 19.24 172 16,620,136 10.35 145 41,153,964 3.52 

2022 59 3,320,352 17.77 195 16,782,434 11.62 123 43,071,360 2.86 

Table 1: Worker-related fatalities in New Zealand, 2016 – 2022 

Why might the HSWA s.44(4)(f) duty not have improved OHS outcomes in New Zealand?  
New Zealand has no mandatory OHS audit standard (Martinov-Bennie et al., 2014). OHS audits are 
completed by internal assurance personnel or by third-party auditors using generic standards 
(Cosman et al., 2017): 

• ISO45001 – international OHS management system standard 
• Safe Plus – New Zealand-specific standard for OHS best practice 
• ACC AEP – injury management and OHS standard for PCBUs who are part of the ACC 

Accredited Employers Programme (work-related injury self-insurance). 

Specialised audits are utilised for high-risk industries/activities, such as major hazard facilities or 
adventure tourism (Worksafe, 2023). 

A PCBU that chooses internal auditing rather than external audit standards may find that internal 
politics and other pressures influence audit design and outcomes (Blewett & O’Keeffe, 2011; Frick, 
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2011; Martinov-Bennie et al., 2014; O’Neill et al., 2016). Generic audit criteria that are not matched to 
the risk profile of a PCBU may not measure as intended and can produce corrective actions that do 
not address the actual issues (Hutchinson et al., 2024; Martinov-Bennie et al., 2014: Robson et al., 
2017; Zwetsloot et al., 2011).  

The immaturity of the OHS audit industry and a limited number of skilled and experienced OHS 
auditors in New Zealand may reduce the effectiveness of verification activities (Gallagher et al., 2001; 
Gul et al., 2013; Martinov-Bennie et al., 2014; Robson & Bigelow; 2010; Robson et al., 2012). Auditors 
need experience to deal with the interpretive nature of OHS legislation otherwise they may produce 
an insufficient level of detail for officers to be able to effectively oversee the PCBU (Blewett & 
O’Keeffe, 2011; Cahan et al., 2022; Martinov-Bennie et al., 2014; O’Neill et al., 2016). 

Difficulty measuring the intangible and qualitative aspects of OHS may reduce the effectiveness of 
verification activities (Hohnen & Hasle, 2011; Hutchinson et al., 2024; Martinov-Bennie et al., 2014). 
Single or one-off OHS audits are unlikely to accurately capture and assess the reality of complex 
organisational systems and processes and an officer relying solely on audit reports may not receive a 
complete picture of their PCBU’s performance (Karanikas, 2017; Le Coze, 2005; Martinov-Bennie et 
al., 2014). As a result, OHS auditing can become a tick box exercise with officers seeing a narrow 
slice of information that does not verify the full nature of their PCBUs practices (Hohnen & Hasle, 
2011). 

How can the effectiveness of OHS auditing be improved in New Zealand? 
The HSWA does not specify how officers are to meet s.44(4)(f), however, it is accepted that audits 
can be used to review occupational health and safety management systems (Cosman et al., 2017; 
Martinov-Bennie et al., 2014). As officers are often removed from operations, they need to be able to 
rely on the data from performance measures to ensure OHS is being effectively managed in their 
PCBU (O’Neill et al., 2015).  

A focus on audit practices and officer capability may contribute to improving OHS outcomes in New 
Zealand. PCBUs using audit outcomes as performance measures need to ensure the audit is 
measuring as intended on a consistent basis (Robson & Bigelow, 2010). Although still susceptible to 
factors such as management pressure (Gul et al., 2013; Stice et al., 2022), adopting models and 
practices from other well-established fields could strengthen OHS auditing (Gallagher et al., 2001; 
Wheelwright, 2005; Martinov-Bennie et al., 2014). Using certified auditors who have the required 
technical expertise and interpersonal skills may improve the quality of audit outcomes (Martinov-
Bennie et al., 2014). Conflicts of interest can be avoided by utilising auditors separate from any 
consulting and advice services or involvement in previous audits (Blewett & O’Keeffe, 2011; Martinov-
Bennie et al., 2014; Robson et al., 2012)’ however, this may be difficult to achieve in a small country 
like New Zealand. 

Audit outcome reports have limited due diligence value if the officers reading them do not understand 
what is being reported or do not have a thorough knowledge of OHS from which to ask meaningful 
questions (Campbell, 2016; Cross & Locke, 2009; Martinov-Bennie et al., 2014). Officers can attend 
training to assist with understanding the requirements of OHSMS (Institute of Directors & Worksafe, 
2016). This may help officers understand that lone audits can be a narrow window into a PCBU’s 
health and safety performance, but building a range of audits with specific themes can allow auditors 
a better chance of uncovering deficiencies (Hutchinson et al., 2024). 

Officers can require an in-depth and wide-ranging auditing process that is not a box-ticking exercise 
but rather an “…ongoing critical self-examination” (Hutchinson et al., 2024, p.8). An in-depth auditing 
process utilises a mixed-method approach, where auditors directly interact with groups of workers to 
obtain a fuller picture of the organisation and do not just use a desk-based approach (Gallagher et al., 
2001; Martinov-Bennie et al., 2014). Auditors compare work-as-imagined (in processes and 
documentation) with work-as-done (in observations, interviews, worker focus groups and other 
operational activities) (Hutchinson et al., 2024). Any discrepancy between work as imagined and work 
as done is identified and rectified in the form of corrective actions (Hutchinson et al., 2024). Auditing in 
this manner will provide officers with information about the current overall state of OHS in the 
organisation, including the verification of actual risk exposure (O’Neill et al., 2016).  

Conclusion 
Work-related fatality data indicates that despite legislative changes the overall OHS outcomes for 
New Zealand workers continue to be poor when compared to Australia and the UK. The due diligence 
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requirements introduced in 2016 increased the accountability for officers to be more active in the 
governance of OHS outcomes; however, despite this specific set of duties workers continue to be 
injured and killed in the course of their work at a rate up to seven times higher than their counterparts 
in Australia and the UK. 

Officers of a PCBU can utilise OHS auditing to meet their HSWA s.44(4)(f) duty, although generic 
audit criteria, the immaturity of the OHS industry, limited availability of skilled auditors, and the narrow 
focus of OHS audits may reduce the effectiveness of this activity. Adopting practices from well-
established fields, educating officers on what to look for in audit results, and expanding the scope of 
audits may contribute to reducing work-related fatalities in New Zealand. Further research is needed 
to determine the link between HSWA s.44(4)(f) duties and OHS outcomes in New Zealand before 
realistic solutions may be identified. 
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