
The Psychosocial 
Risk Gap

What Australian organisations reveal about 
the distance between policy and practice  
— and how to close it



T H E  P R O B L E M

Psychosocial risk management exists  
in most Australian organisations.  
It is working in very few.
The infrastructure is largely in place. Policies have been written. Employee  
assistance programs are funded. Awareness campaigns run on schedule. In 
many organisations, psychosocial risk now appears on the enterprise risk  
register. None of that is the problem.

The problem is that most organisations have confused having a system with  
operating one. A policy in a shared drive is not a control. An EAP that goes  
unused is not an intervention. Awareness without action is not risk  
management. It is documentation, and documentation does not prevent harm.

This whitepaper draws on self-assessment data from 62 organisations across 
Australia — each completing a 13-question diagnostic covering every  
critical dimension.

Psychosocial risk is a legal duty under Australian WHS  
legislation. The obligation is not to acknowledge it but to  
manage it, systematically and in good faith. The data shows  
a consistent gap between intent and practice.  
Most organisations are meeting the  
first obligation. Far fewer are  
meeting the second.

The findings are not alarming because organisations 
don’t care. They’re alarming because organisations are 
trying to do the right thing and still falling short where it 
matters most.



T H E  D A T A

The policy exists. The system doesn’t.

AVERAGE MATURITY SCORE

Organisations have momentum. The 
opportunity now is to shift from doing 
‘some’ to doing it consistently and well.

The data shows organisations are taking action; the opportunity now lies in  
recalibrating priorities to strengthen the areas that matter most.

Most organisations have some sort of reporting mechanism, but frequency and 
follow up of controls is poorly implemented. This reduces the effectiveness and 
erodes trust from workers that the system works.

Reporting mechanisms	 69%

Capability needs acknowledged	 67%

Governance frameworks	 64%

Embedded into daily operations	 54%

Hazard identification frequency	 52%

System-level risk controls	 50%

59%



T H E  G A P S

Where the practice falls short of  
the policy.

Organisations are managing the aftermath, not the risk.
64.6% act only after an incident or complaint1

Only 16.7% have early-warning indicators and defined response pathways in 
place. An organisation without early detection is not managing psychosocial 
risk. It is managing the aftermath, and those are fundamentally different  
activities with fundamentally different outcomes for workers.

Organisations are treating the person, not the work.
58% rely on individual-focused responses2

Resilience training, EAPs, and mental health days. Only 10% said their primary 
focus is job design, systems, and processes. Under the hierarchy of controls, 
individual-level measures sit at the lowest tier of effectiveness. They do not 
reduce the hazard. They ask the worker to absorb it.

Workers are not part of the conversation.
51.9% describe consultation as minimal or reactive4

Only 21.2% said workers actively shape decisions. Meaningful consultation  
is a legislative requirement in Australia, not an optional feature. Workers are 
the most reliable observers of psychosocial hazards in their own environments. 
Excluding them creates a blind spot no governance framework can  
compensate for.

Psychosocial risk management is bolted on, not built in.
48.8% treat it as standalone or compliance-driven5

Only 11.6% said it is fully integrated into governance, decision-making, and  
everyday operations. When psychosocial risk sits in a silo, owned by one  
function and triggered by incidents, it cannot function as a genuine risk  
management system. It functions as a response mechanism, and response 
mechanisms operate after the fact.

Hazard identification is ad-hoc at best.
58.2% have no defined frequency or consistent approach3

Only 14.5% said identification is systematic and ongoing. Psychosocial  
hazards shift with every restructure, every leadership change, every pressure 
on resourcing. Identifying hazards once, or only when something goes wrong, 
means an organisation is always behind the conditions it is trying to manage.



T H E  C O S T

What the risk register isn’t telling you.
Every percentage point in this data represents a real decision about how an  
organisation manages the conditions people work in. 

For Workers For Organisations

Workloads that should have 
been redistributed — carried by  
individuals until something 
breaks.

Turnover and absenteeism that 
is measurable, recurring, and 
preventable.

Role ambiguity left unaddressed 
for years.

Workers’ compensation  
exposure and regulatory  
liability under psychosocial  
risk legislation.

Harm managed through  
supports that were never  
designed to address its cause.

Trust that erodes when safety 
commitments don’t translate 
into anything visible.

Preventable harm that was not 
prevented.

Legal and reputational  
consequences when a system 
that looked adequate, wasn’t.

When something goes wrong, the question will not  
be whether your organisation had a policy.  
It will be whether your organisation had a  
system that actually functioned.

THE HIDDEN RISK



B E S T  P R A C T I C E

What distinguishes organisations  
that are actually managing  
psychosocial risk.
The highest-performing organisations in this dataset were not operating in  
fundamentally different conditions. They were applying a small number of  
practices consistently and at a systems level.

Structured hazard identification
Not “do we have a process?”  
but “does the process run  
consistently?”

Defined procedures mapped to 
roles, teams, and organisational 
change events. Running on a  
consistent schedule. Reviewed 
when circumstances shift. Hazard 
identification treated as ongoing 
practice, not a periodic event.

Controls that address the work
Not “how do we support workers?” 
but “what about this work needs to 
change?”

Job design, workload distribution, 
role clarity, and decision-making 
authority are the levers that reduce 
psychosocial risk at source.  
Individual-level measures follow 
once the work itself has been  
examined.

Early warning mechanisms
Signals that surface risk before 
harm occurs.

Defined indicators, mapped  
response pathways, named owners. 
Not sophisticated technology — 
deliberate design. Knowing what 
to look for, who’s looking, and what 
happens when a signal appears.

Workers as genuine contributors
Input that visibly shapes decisions.

Workers can see where their  
feedback went and what changed. 
That visibility is what makes  
consultation meaningful and  
what makes workers willing to  
raise concerns early.

Integration, not attachment
Present in change management, 
performance frameworks,  
restructures.

When psychosocial risk thinking is 
embedded in how the organisation 
makes decisions rather than  
triggered by incidents, it functions 
as a genuine risk management 
system.



The system either 
works or it doesn’t.
The question is no longer whether your organisation takes psychosocial 
risk seriously. It is whether your system works under real operating  
conditions. Policies do not prevent harm. Controls do. 

The organisations that manage psychosocial risk well are not doing 
something radically different. They know exactly where their gaps  
are and they close them systematically. That work starts with an  
honest assessment.

Take our Psychosocial 
Maturity Survey.

Book your demo today — www.myocchealthrecord.com


