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Purpose: Explores injury on duty prevention and management strategies currently used in Western Cape higher education settings. 
Aims and objectives: To determine work-related injuries, examine approaches to prevent injuries and check staff health service provision models.
Methodology: After faculty ethics approval a mixed-method multiple case study design was applied to collect and triangulate data from documents, questionnaires, and semi-structured interviews. Confidentiality was maintained.
Main findings: Under reporting of injuries was common when comparing security records with injury claims. Slips, trips, falls and musculoskeletal injuries were the main types of injury claims. Injury prevention training, communication and information are not adequately supported. Documentation was available but awareness was low.
Conclusions: Injuries were similar to general industry. Policies were available but not applied. Occupational Health and Safety systems were deficient. Low response rates limited the study. 
Recommendation: Fully implement injury prevention programmes based on International Labour Organization standards and guidelines. 
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Introduction

Educational settings are rarely regarded as high risk environments thereby creating a false sense of security and a greater need for more stringent injury on duty controls.1,2
Higher Education Institutions are expected to produce graduates that meet the needs of the economic community.3 These expectations can be met by determining “what is”. Knowing the current state of health and safety will assist decision-makers in identifying the resources (whether human, capital or equipment) that is needed to get to “what should be”.2,3 Incorporating injury prevention and general health and safety education into curriculum could be a proactive means of equipping tomorrows employers and employees to work and plan for safer working environments. Waiting until people enter the labour market to begin training them about occupational health and safety may be the right thing at the wrong time. This study explored three aims by triangulating data obtained from formal documents, surveys and interviews. Assessing the application of the COID and OHS Acts clarified blockages and shortfalls that hindered commitment to safety practices at participating HEIs.4 The first aim determined the type of work-related injuries that occurred, the second aim examined strategies to prevent injuries in the workplace and the third aim studied systems in-place to manage occupational injuries. 

[bookmark: _Toc395534180]Conceptual model
The Embedded Occupational Injury Prevention and Management (EOIPM) model was adapted from the ecological model to encourage viewing injury prevention and management, safety climate, safety culture, organizational support and organizational quality as interconnected concepts (Appendix A).5 Safety climate is believed to be the sum of individual perceptions about safety.6,7 Employees are more likely to adhere to safe work practices if employers are serious about developing a safety culture.8 Quality, like organizational support, depends on employer and employee commitment to achieving the common goals of the organization.9,10,11  The commitment that employers make to employees precedes employee commitment to the employer.12,13,14 The quality of service delivery is difficult to manage, therefore the development of framework’s specific to HEIs are critical. 1,4,14 HEIs are essentially in the “business” of education and research, therefore the significance of safety while conducting these core functions is important. 


Literature review
[bookmark: _Toc395534181]Occupational health in higher education institutions
Injury prevention programmes foster trust relationships between employers and employees.15,16,17 These benefits manifest as increased productivity and provides cost savings through decreased equipment and property damages associated with occupational injuries.16,18,19,20, Injury costing is a largely unused approach to injury prevention even though the use of injury costing as a strategy to facilitate a safer society has been encouraged.21 The provision of occupational health and safety services is the responsibility of the employer, however the number of employers adhering to or attempting to adhere to these directives are unknown.22 Most organizations grapple with the implementation of an occupational health and safety management system and how to sustain commitment for long term benefits.23 HEIs tend to favour outdated prescriptive approaches when implementing OHS initiatives.24  The similarities of reported injuries and diseases supports the premise that risks in learning settings are consistent with hazards in work settings.25 The higher education sector has multiple hazards and many potential contacts (students, visitors, employees) thus the potential for risk exposures are likely to be more or equal to occupational risks in other sectors.25 

[bookmark: _Toc395534182]Prevention of occupational injuries and diseases
WHO experts agree that interventions addressing root causes of downstream outcomes will be most effective at dealing with negative health consequences.20 This task becomes daunting when employers have limited knowledge of risks in their workplaces, inaccurate data and under report work related injuries and diseases.26,27 In developing countries workers are often the first exposed to the highest levels of potential hazards.28 By 2020 the injury rates in Africa will be the second largest contributor to disability adjusted life years (DALYs).29 In South Africa unintentional injury rates are already higher than the global average.30 The integration of prevention measures in the workplace is essential to adequately control injuries and diseases.31 Timely, accurate and reliable injury statistics are an important part of injury prevention policies therefore injury statistics are powerful resources for stimulating research and directing policy.30 

[bookmark: _Toc395534183]The occurrence of injuries in higher education
The HE work setting is not excluded from occupational injuries and diseases.2,4,25,32,33 HEIs may outweigh the working environment as a higher risk setting due to the collection of industry wide risks in the learning setting.25 Preventive measures are well recognized yet implementation gaps pose a major challenge in bringing about meaningful changes in this sector.4,34,35,36 In the UK stress relating to work relationships and musculoskeletal disorders were highest among HE staff and is rapidly increasing.25 Publications to indicate the injury occurrences in the entire higher education landscape are limited. Where research publications could not be found, recent media reports of injuries in respective faculties verify that injuries do occur and is a useful method to identify areas requiring further future studies (Appendix B). 

[bookmark: _Toc395534184]Health and safety management in higher education
Worker participation and employee empowerment are behaviour-oriented techniques that are highly dependent on management style and attitude.37 There was limited data available to determine who managed health and safety at HEIs and how these systems are structured and supported in South Africa. The absence of health and safety guidelines on HE online fora indicates that this matter has not been considered essential to this sector. HE environments have public accountability which requires a careful balance between effective internal governance and external legislation.38,39,40 Audits can only be useful if the findings are used to enforce policies and support local and national laws.41,42 There is little information confirming that health and safety training is provided to students, employees and short term appointments (contract workers). The lack of information is not surprising because the provision of health and safety training and the effectiveness of training in this setting are rarely evaluated.43 A compelling argument for injury prevention programmes to staff, students and visitors is offered by a United Kingdom (UK) study stating that “postgraduate students work in the same workplaces as employees and are subject to the same hazards”.25 

Conclusions and recommendations
Participating HEIs managed incidences differently however the types of injuries were similar. The absence of injury prevention programmes was noticeable and the primary sites displayed poor support for the implementation of health and safety (Appendix D). 

Conclusions based on the first aim of the study
Most of the injury claims were related to slips, trips and falls, followed by musculoskeletal injuries. The musculoskeletal injuries included mostly back, knee and upper arm injuries as recorded on injury claim forms. The types of injuries varied according to the work activities at the time of the incident and the types of injuries corresponded with those reported in the UK. Security records confirm that HEIs experience similar problems of under reporting of injuries as noted in other employment sectors. In this setting injury prevention practices were not developed and incident reports more accurately recorded incidences and the provision of first aid. The records and reports indicated that injury on duty rates were highest in health science faculties and the departments dealing with student affairs (Residences, Administration and Sports).

[bookmark: _Toc395534185]Recommendations based on the first aim of the study
Injury management documents are valuable sources of information that are seldom fully used. The records could indicate faculties or departments that may benefit from targeted interventions. Accurate trending should be used to determine whether injuries are related to accidents or if work practices (set up and organization) contributes to repeated injuries. The repetition of injuries to certain personnel may signify that in some settings work adjustments may be required. In these cases further investigation of the tasks being performed is warranted. Incident records could monitor areas of health and safety oversights, particularly where subcontractors may be contributing to injury rates by not adhering with standard operating procedures. To elucidate this point consider the example in box 2 obtained from health and safety committee meeting minutes. In the example standard operating procedures were not enforced which resulted in unsafe conditions that triggered injuries on duty (Appendix C). 

Conclusions based on the second aim of the study
Policies and procedures do not incorporate preventive strategies and are not disseminated to all staff. Managers expected staff to know what they are supposed to do yet in practice employees did not know what to do when it came to health and safety. Injury prevention awareness and employee education drives are not actively promoted. Brief health and safety information sessions included in induction programmes did not provide adequate evidence to support that employers fulfilled the OHS Act duty to inform. Employees in this setting choose whether to attend lawfully prescribed training sessions. Contract workers and casual staff are not included in safety induction programmes despite their potential to introduce hazards in the work environment. Online and electronic communication methods appeal to academic staff but do not reach non-academic staff that mostly relies on signage and posters. Non-academics form the majority of the workforce and are more likely to fulfil the role of health and safety designees. This suggests that the majority of personnel receiving information do not routinely get involved in health and safety tasks. Where policies were not clearly understood or applied managers expressed a lack of training and a lack of knowledge. The perceptions of injury on duty abuse may be justified in this setting where lack of monitoring and lack of communication between departments reinforced opportunities for misuse to occur. 

[bookmark: _Toc395534186]Recommendations based on the second aim of the study
The study highlighted a counterproductive culture of tolerance for health and safety non-conformances. Closer relationships with other support service departments may provide opportunities for knowledge sharing, problem-solving and pooling of resources. The shared interactions may help to streamline monitoring and evaluation processes. Closer working relationships could offer potential benefits by increasing awareness of operations and what each department could offer the other towards achieving common goals of the institution. A similar framework was applied to successfully address lower-back injuries in the workplace.   

Conclusions based on the third aim of the study
There are no national policies enforcing implementation of OHS services in HE settings. The study cases managed injuries differently according to their own interpretation of what injury prevention management should entail. Safety committees were not overseen by appropriate authorities, which may contribute to the protractions noted in committee minutes. In these settings beleaguered personnel cited health and safety infringements to expedite completion of maintenance jobs. These scenarios are problematic as it may result in genuine health and safety infringements being ignored. The occupational health and safety organograms did not support a centrally enforced OHS management system and generated reactive responses. The ILO advocates a policy driven management system based on the “Plan-Do-Check-Act” approach to management for improvement. The absence of occupational risk exposure profiles restricts the application of medical surveillance programs recommended by the ILO. 

[bookmark: _Toc395534187]Recommendations based on the third aim of the study
HEIs should do more to encourage safe practices by entrenching health and safety in all activities whether in the form of curriculum development, research or support operations. Under reporting of incidences indicates that occupational injuries and diseases are likely to be under reported in this setting. Incident reporting systems should be updated into a central system to enables accurate trending of injury cases. Most hazardous conditions are preventable therefore primary prevention efforts offer the most cost-effective strategies.
Recommendations for policy makers
Training, Communication and Organizational support were consistently cited as factors necessary for the implementation of injury prevention at HEIs. The findings indicate that problems in realizing health and safety goals lie beyond the staff and middle management levels and should be addressed at the policymaking level. A consultative process should ensure an all-inclusive structure to address the needs of all stakeholders.5 Policies should incorporate how health and safety is viewed by HEIs and include performance reviews of practical applications of the policies. Ineffective safety structures resulted where a heavy reliance on bureaucratic communication (executive to executive) created opportunities for safety reports to be diluted. Health and safety oversights have legal consequences for those accountable for health and safety of employees at HEIs. Effective prevention and management of injuries requires an injury prevention programme that empowers individuals to act responsibly as well as ensuring that employers inform staff of risks in the work environment (safety climate). The encouragement of workplace collaborations practically facilitates employee interactions and simplifies the interpretation of organizational policies and procedures (safety culture). Training management to understand and value the benefits of OHS can have a beneficial impact on staff morale as well as on the development of constructive work structures (organizational support). Benefits to the employer extend beyond reduced injury rates and translate into overall increased operational value (organizational quality). Implementation gaps are puzzling yet not surprising, when considering that HEIs are adept at educating occupational health and safety specialists yet do not practice what they teach.
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[bookmark: _Toc395534188]Suggestions for further research
This study was limited in scope and warrants a broader investigation of injury prevention and management at other HEIs. Studies of the injury rates in the research and teaching environment are not well explored. Perceptions of injury on duty misuse was reported however it was beyond the scope of this study to further explore this issue. More studies on the actual use or misuse of injury on duty provisions in the local settings would be of interest particularly to the agencies overseeing the Compensation Fund. More inferential studies are required to elucidate the impacts of safety climate, safety culture, organizational support and organizational quality on injury prevention and the management of occupational health and safety. During this study a lack of relevant data was apparent.
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Lessons learned

1. [bookmark: _Toc395534189]Determining the safety climate
Health and safety value statements should be made explicit and be enforced via measures that employees can identify as observable quality statements. Without basic information individuals are likely to establish their own understanding which may result in misperceptions, unsafe acts and unsafe conditions. 
2. [bookmark: _Toc395534190]Building a safety culture
Changing the safety culture requires managers that are knowledgeable about health and safety, injury prevention and risks of the environments that they oversee. Risk assessments are invaluable tools to help institutions become aware of and responsive to the risks and needs in their work settings.
3. [bookmark: _Toc395534191]Linking training and work practices to company policies
Work structures must be designed to support activities to raise awareness of injury prevention practices. Practical applications dealing with how to include health and safety as a dimension of quality should add value to the overall operations of the organization. The expectations of employees, managers and employers can be realized by implementing knowledge improvement plans that address key standards contained in company policies.
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