	
	
	



[image: ]HEALTH AND SAFETY
Management System Review
and Audit Requirements

1	Purpose
To describe the requirements for management reviews and internal and external audits of the University’s health and safety management system.
2	Scope
These requirements apply to all staff, students, contractors, and other personnel at workplaces under the management or control of the University of Melbourne.
They apply to the University and wholly owned subsidiaries within the scope of the University’s health and safety management system.
3	Definitions
Audit
A systematic, independent, and documented process for obtaining audit evidence and evaluating it objectively to determine the extent to which audit criteria are fulfilled. (AS/NZS ISO 45001:2018)
Corrective action plan
A plan completed by the auditee to address deficiencies identified in the audit report.
External audit
An audit conducted by a third party for the purpose of certification to a recognised standard and/or self-insurance compliance.
Internal audit
An audit conducted by a University staff member or contractor for the purpose of:
•  reviewing conformance to the management system.
•  reviewing compliance with legal obligations.
•  preparing for external audits.
•  identifying opportunities for continuous improvement; and
•  maintaining compliance with conditions of self-insurance approval.
Key performance indicator (KPI)
Quantitative or qualitative measurement that gives an indication of progress against a specific health and safety objective or target.
Health and safety management system (HSMS)
That part of the overall management system which includes organisational structure, planning activities, responsibilities, practices, procedures, processes and resources for developing, implementing, achieving, reviewing and maintaining the Health & Safety Policy, and so managing the risks associated with the business of the organisation.
4	Requirements
These requirements support compliance with Victorian health and safety legislation, the University Health and Safety Policy and ISO 45001. The annual management review and internal audit intervals below are University requirements. Statutory risk-control reviews and external audit or assurance deadlines must also be met.
4.1	University management review
4.1.1	University health and safety management system review
The Director, Health & Safety must review the University’s Health and Safety Policy and strategic objectives at least every five years, or earlier when required by changes in legislation, University operations or review findings. Policy reviews must also follow the scheduled policy review date and the Policy Framework (MPF1308).
Annually, the Director, Health & Safety must coordinate a management review of the HSMS by University Executive or its authorised senior management forum to evaluate the system’s continued suitability, adequacy and effectiveness. 
The review must include:
•  University operational objectives and associated KPIs
•  University operational targets and associated KPIs
•  responsibilities documented in the health and safety procedures and other documents.
•  other elements of the health and safety management system identified as requiring review.
Reviews must take into account:
•  internal audit annual reports
•  results of external audits
•  accident/incident data, including injury, ill-health and near-miss trends
•  changes in legislation and other applicable requirements, and results of compliance evaluations
•  changes within the University (for example, structure, activities, or campuses)
•  relevance, practicability, and readability of documents under review.
•  status and effectiveness of actions from previous management reviews, audits and incident investigations
•  progress against the Health and Safety Policy, objectives and targets
•  changes in external issues, stakeholder needs, and risks and opportunities, including whether climate change is relevant to the HSMS
•  monitoring and measurement results, critical risks, and the effectiveness of physical and psychosocial risk controls
•  consultation and participation of employees and health and safety representatives (HSRs), and relevant stakeholder communications
•  adequacy of resources and opportunities for continual improvement.

Management review records, audit schedules and reports, corrective action plans, and verification and closure evidence must be retained in accordance with the Records Management Policy (MPF1106) and the applicable University records retention and disposal authority. The relevant record owner must protect personal and health information and use de-identified information where sufficient.

4.1.2	University health and safety management system reporting
Following each review, the Director, Health & Safety will report to the Occupational Health and Safety Committee (OHSC) on the review outcomes and any resulting recommended changes to the health and safety management system. Outcomes must also be reported to University Executive through the current health and safety governance arrangements. The OHSC provides consultation and recommendations; changes must be approved by the authorised decision-maker under the Policy Framework and relevant University delegations.
Review records must document conclusions about the system’s suitability, adequacy and effectiveness; decisions on improvements, changes and resource needs; action owners and completion dates; opportunities to integrate health and safety with other University processes; and implications for the University’s strategic direction. Matters requiring further oversight must be escalated through the Risk Management and Compliance Committee and Council’s Audit and Risk Committee in accordance with their respective responsibilities.
The Director, Health & Safety is responsible for communicating changes to the health and safety management system to all relevant areas of the University.
Relevant management review outcomes must also be communicated to employees and their HSRs.
4.2	Faculty/divisional management review
4.2.1	Faculty/divisional health and safety management system review
The Dean/Head of division must ensure the following are reviewed once a year by the relevant faculty/divisional senior management:
•  division operational objectives and associated KPIs
•  division operational targets and associated KPIs
•  assigned responsibilities (for example, those documented in position descriptions)
•  other elements of the health and safety management system identified as requiring review.
Reviews must take into account:
•  results of internal health and safety management system audits
•  results of external health and safety management system audits
•  accident/incident data
•  changes in legislation
•  relevant changes in the Faculty/division (for example, structure, activities or campuses)
•  relevance, practicability, and readability of documents reviewed.
•  other management review inputs specified in section 4.1.1 relevant to the faculty/division.
4.2.2	Faculty/divisional health and safety management system reporting
The Dean/Head of division must ensure that review outcomes are reported to the division health and safety committee and relevant senior management. The committee must discuss the review and recommend any changes necessary to maintain the relevance of the system and ensure its continual improvement. Authorisation of changes must be sought from relevant parties. Review records must include the applicable decisions and actions specified in section 4.1.2.
The Dean/Head of division must ensure changes made to the system as a result of a review are implemented.
The Dean/Head of division, supported by the division health and safety committee and local Health and Safety Business Partner, must ensure changes are communicated to all relevant parts of the division and to the Director, Health & Safety where appropriate.
4.3	Monitoring implementation of changes
The Health and Safety Business Partner must support the Dean/Head of division in communicating and tracking adoption of revised University and local health and safety management system requirements. The Dean/Head of division remains responsible for their implementation.
Managers must review and, where necessary, revise risk controls when required by applicable legislation. For psychosocial hazards, this includes before changes likely to affect risks; when new information becomes available; when a psychological injury or psychosocial hazard is reported; after a notifiable incident involving psychosocial hazards; when controls are ineffective; and following an HSR request made on the grounds in regulation 16 of the Occupational Health and Safety (Psychological Health) Regulations 2025.
Before deciding changes that may directly affect health or safety, the responsible manager must consult affected employees so far as is reasonably practicable and involve their HSRs. Consultation must also include independent contractors and their employees where the University’s statutory duties apply, in accordance with the University’s Consultation, representation and committee requirements.
4.4	Internal audits
The Director, Risk and Assurance, in consultation with the Director, Health & Safety and Deans/Heads of divisions, must develop an annual internal health and safety audit schedule.
The Director, Risk and Assurance must ensure:
•  the internal audit schedule is based on previous audit results, and the level of health and safety risk associated with the activities and operations of the division or local area to be audited
•  for health and safety management system audits, each Faculty, division, non-faculty department and wholly owned subsidiary within the scope of the HSMS is audited at least once over a four-year cycle.
•  internal auditors are sufficiently qualified, competent and experienced to perform health and safety audits, or else supported by other experts to enable them to perform audits competently.
•  internal auditors are independent of the direct management control of the faculty, division, non-faculty department and wholly owned subsidiary that they are auditing. Potential conflicts of interest must be managed in accordance with the Internal health and safety audit methodology.
The nominal audit frequencies in the Internal health and safety audit methodology are two years for high risk areas, three years for moderate risk areas and four years for low risk areas. Audit frequency must be increased where previous findings, incidents, regulatory activity or changes in risk warrant it.
The University will audit its health and safety management system against ISO 45001, applicable legal and University requirements, and any additional criteria required by WorkSafe for the University’s self-insurance assurance program.
The Director, Risk and Assurance, in consultation with the Director, Health & Safety, will develop, publish and maintain the Internal health and safety audit methodology. 
The methodology must include:
•  definitions for internal audit findings
•  scope of internal audits
•  opening meeting requirements
•  audit process requirements
•  closing meeting requirements
•  audit report requirements.
•  audit criteria, evidence and sampling requirements, including employee and HSR participation
•  corrective action follow-up, verification and closure requirements.

The Director, Risk and Assurance must ensure that an interim internal audit report consistent with the Internal health and safety audit methodology is provided to the Dean/Head of division within four weeks of the internal audit closing meeting. The report must include a corrective action report for each non-conformance and requires correction finding.
Within four weeks of receiving the interim report, the Dean/Head of division must ensure that a corrective action plan is provided to the Director, Risk and Assurance, for each non-conformance finding and requires correction finding. 
Corrective action plans must include:
•  audit criterion
•  audit result
•  audit finding description (from audit report)
•  proposed corrective action to address adverse audit finding(s)
•  timeframe or date and priority by which planned corrective action(s) should be completed.
•  responsible officer for ensuring planned corrective action(s) is completed.
•  causes of the finding and whether similar deficiencies exist elsewhere
•  evidence and methods for verifying implementation and effectiveness.
Within three months of receiving the interim report, the Dean/Head of division must ensure that each non-conformance finding and requires correction finding has been actioned in accordance with the corrective action plan. An alternative completion date must be formally agreed with the Director, Risk and Assurance, in consultation with the Director, Health & Safety. Any extension must record the reason, remaining risks, interim controls and revised completion date.
Immediate or interim controls must be implemented promptly according to the level of risk. Audit reporting or corrective action timeframes must not delay necessary risk controls or compliance with a statutory notice.
The Dean/Head of division must provide evidence of completion. The Director, Risk and Assurance must ensure implementation and effectiveness are verified and closure is recorded. Overdue or ineffective actions must be escalated to the responsible Dean/Head of division and Director, Health & Safety, and through the relevant governance arrangements where necessary.
The Dean/Head of division must ensure that the division’s audit reports and progress against corrective actions are tabled at the budget division’s health and safety committee meetings.
The Director, Risk and Assurance must report health and safety internal audit results and corrective action status annually to the OHSC and through the University’s current risk and assurance governance arrangements.
4.5	External audits
4.5.1	ISO 45001 certification audits
The Director, Health & Safety will engage an appropriately accredited certification body with competent and qualified auditors to certify the University’s health and safety management system to ISO 45001.
The Director, Health & Safety will coordinate the planning and scheduling of certification audits. The certification body determines audit scope, sampling and duration in accordance with applicable accreditation and certification requirements.
The certification program includes annual surveillance audits and a recertification audit every three years, replacing the surveillance audit for that year.
The Director, Health & Safety will advise Deans/Heads of divisions of the certification auditor's proposed audit schedule.
The Director, Health & Safety will distribute relevant sections from certification audit reports to Deans/Heads of divisions that have been subject to certification audits.
The Dean/Head of division will ensure that the audit reports are tabled at Faculty/divisional health and safety committee meetings.
The Dean/Head of division must develop and implement corrective actions for findings affecting their area and provide evidence of completion and effectiveness to the Director, Health & Safety. The Director, Health & Safety must coordinate responses and verification with the certification body within its required timeframes, and escalate overdue or ineffective actions.
The Director, Health & Safety will report external audit results and corrective action status annually to the OHSC and through the University’s current risk and assurance governance arrangements, including other senior management committees as required.
4.5.2	WorkSafe self-insurance assurance
The Director, Health & Safety must coordinate participation in WorkSafe’s OHSMS assurance program and the University’s agreed assurance plan. This includes WorkSafe assessments, quarterly Victorian safety performance indicator reporting, the annual safety presentation and review, information updates and responsible persons declarations.
Deans/Heads of divisions must provide the information, records, personnel and site access needed for assessments and implement corrective actions affecting their areas.
For WorkSafe findings, the Director, Health & Safety must submit a corrective action plan within 14 days, or another period approved by WorkSafe. Progress and closure evidence must use the required WorkSafe template. 
All submissions, presentations and progress updates must meet the deadlines in the current WorkSafe guideline and the University’s assurance plan, unless WorkSafe approves a variation.
5	References
Occupational Health and Safety Act 2004 (Vic), particularly sections 21–23 and 35
Occupational Health and Safety Regulations 2017 (Vic)
Occupational Health and Safety (Psychological Health) Regulations 2025 (Vic), particularly regulations 9 and 14–16
Workplace Injury Rehabilitation and Compensation Act 2013 (Vic), Part 8
WorkSafe Victoria: Self-insurance occupational health and safety management system assurance program guideline
AS/NZS ISO 45001:2018 Occupational health and safety management systems — Requirements with guidance for use, including ISO 45001:2018/Amd 1:2024
IAF MD 5:2023 Determination of Audit Time of Quality, Environmental, and Occupational Health & Safety Management Systems
ISO/IEC 17021-1:2015 Conformity assessment — Requirements for bodies providing audit and certification of management systems — Part 1: Requirements
University Health and Safety Policy (MPF1205)
University Policy Framework (MPF1308)
University Records Management Policy (MPF1106)
6	Responsibilities
Director, Risk and Assurance
Director, Health & Safety
Dean/Head of division
Local Health and Safety Business Partner
University Executive or its authorised senior management forum
Managers and supervisors
7	Associated documentation
Health and safety audits and management system review webpage
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