Strikes, patient outcomes and the cost of failing to act

Ryan Essex', Sorcha Brophy?, Veena Sriram®

1. Institute for Lifecourse Development, University of Greenwich
2. Mailman School of Public Health, Columbia University
3. School of Public Policy and Global Affairs | School of Population and Public Health, The University of British Columbia

Corresponding author:

Ryan Essex

University of Greenwich

Old Royal Naval College, Park Row, London SE10 9LS

r.w.essex@aqre.ac.uk

***This version has been accepted for publication in the British Medical Journal. Please refer to

the final published article where possible as there will be a number of slight changes.


mailto:r.w.essex@gre.ac.uk

Strikes, patient outcomes and the cost of failing to act

The issue of patient safety has dominated debates about healthcare strikes—and yet, often overlooked are
the broader set of ethical questions at play. These include investment in healthcare systems and the tradeoffs
of both striking as well as failing to address health workers’ grievances. Globally, health workers have
become increasingly vocal about their dissatisfaction with the conditions of the healthcare systems in which
they work. In the first year of the COVID-19 pandemic there were at least 6500 protests by health workers
globally. This number represents a significant increase from prior years—available data indicates a 62%
increase in health worker protest activity between the 2019-2020 and 2020-2021 periods *. Strike action is
one form of protest that often prompts passionate and polarising debate, as worker concerns such as safety,

working hours, and compensation are often pitted against the risks of strikes for patients.

This conflict has dominated the academic literature 2. In the 1970s it was asserted that "grief, distress,
physical harm and, almost certainly, unnecessary death™ would almost be inevitable consequences of strike
action . In the 1980s, strike action was likened to "airline pilots threaten[ing] to parachute from their planes

and leave their passengers without a pilot in mid-air" *

. While not every argument we find is as dramatic,
these concerns persist to this day. The question of patient harm is frequently raised by government and
regulatory bodies. For example, in 2016, in the UK, the General Medical Council (GMC) instructed junior
doctors to call off their planned strike, citing the potential harm patients would suffer. The GMC went as
far as threatening sanctions, reminding junior doctors they could be “struck off, for unprofessional conduct”
if they participated in the strike ®>. Governments also leverage concerns about patient harm to prevent strike
action. In Australia for example, the government "repeatedly used ‘patient safety’ to name, blame and
shame the nurses for their action and to falsely attribute the ‘everyday’ deficits and failings of the health
care system to the industrial action being taken" ®. In response to the 2022 — 2023 national nursing and
ambulance worker strikes in the UK, Health Secretary Steve Barclay accused unions of taking a “conscious
choice to inflict harm on patients” ’. In this article we seek to expand upon and challenge this overly limited
framing. First, we highlight the fact that the majority of strike action occurs in response to structural failings

of health systems; as such, concerns about patient harm must be contextualized alongside concerns about

health system resilience and sustainability. Second, we argue that there are risks in failing to strike, insofar



as strike action has the potential to change the trajectory of failing healthcare systems. Put another way, we
challenge the framing of strikes as unquestionably harmful to patients, asking the inverse and often
overlooked question—that is, how might failure to strike adversely impact patients? We consider this final

point in light of the recent industrial action in the UK.

Structural failings and strikes

The drivers of strike action by health workers are multiple and the evidence indicates that this is a complex
and multifaceted issue. An exclusive focus on immediate patient safety shifts attention away from the
broader structural failings that frequently drive strikes. A number of years ago, Veatch ® argued against
assessments of strikes only considering providers’ obligations to their individual patients, arguing that this
mindset “oversimpliflied]... a complex set of social interactions”. Making a similar point, Neiman ° argues
that several parties share responsibility for healthcare delivery—the government, hospital management and
insurance companies, the public, and others. As such, an accurate assessment of health workers’ moral
obligations regarding strike action must incorporate the actions of other members of the healthcare
community which influence the quality of patient care. An awareness of the interrelatedness of these actors’
actions is well reflected in the ways striking health workers frame their grievances. A recent analysis of
protest action during the first year of COVID-19 found that while globally, the vast majority (66%) of
health worker protests concerned remuneration or working conditions, these issues were frequently framed
as part of larger systemic failures *°. Before the pandemic, Binkowska-Bury et al. ** found that striking
Polish nurses linked concerns about wages and working conditions to government reforms and general
neglect of the healthcare system. In many low- and middle-income countries, strikes about remuneration
and working conditions also reflect historical patterns of underinvestment in the health sector, and a
prioritization of health policies that do not address fundamental questions of governance 2. Importantly,
health workers also use strikes as tools to address public policy concerns (such as military coups or
repressive government policy **)—occasionally for reasons that are at odds with ‘progressive’ health policy,
such as resisting government regulation or expanding medical student enrollment * . In assessing the
legitimacy of strikes, it is also imperative to pay attention to who strikes, as strikes are often indicative of
deeper issues of power and hierarchy within the health professions. In many countries, occupational groups

that are dominated by women and are responsible for much “frontline” care, such as community health



workers, have resorted to strikes to voice to deeply unjust workforce policies, wage delays and other
challenging working conditions because of their lack of representation in policy platforms ¢ %', Strikes are
rarely only about pay or working conditions — they serve as a window into the consequences of austerity,
underinvestment and de-prioritization of health, occupational hierarchies and intersectional power

dynamics in health services, and larger societal issues.

Patient safety and strikes

While the drivers of strike action are complex, patient safety is still an important factor in considering such
action. On this, there is a relatively small body of evidence. A recent meta-analysis *® for example, which
accounted for over 1.8 million admissions or presentations and almost 20,000 deaths, primarily in high-
income countries, found that in the aggregate, there were no clear negative impacts of strike action related
to patient mortality. Similar results were found in another review that examined a range of patient outcomes
(other than mortality), with the majority of studies reporting that strike action had a neutral or mixed impact
on patient outcomes *°. While the headline finding could be that that strike action does not negatively impact
patient outcomes, caution is warranted. The studies included in these reviews were highly variable in
quality, and also included studies that were unable to rule out the possibility that strikes were harmful to
patients. There are several studies that speak to this point. For example, a study from the US that examined
patient mortality data from all hospitals in New York State over a 20-year period, finding that in-hospital
mortality was over 18% higher for those admitted during a strike %. Beyond these studies, further caution
is also warranted because of the narrow focus on specific outcomes, and due to the overrepresentation of
high-income countries in literature regarding health care strikes. For example, the six studies from low and
middle-income countries included in the above reviews suggest substantial variability in patient outcomes,
findings that must be interpreted in light of weaknesses in “safety nets” in these contexts to absorb the
impacts of strike action through alternative services. Finally, while we know little about the knock-on
effects of strike action, a small number of studies suggest strike action in low-resource settings increases
mortality in nearby facilities dealing with surges in patient pressures because of strike action, once again, a

reflection of systemic concerns around health service access 2.



One further limitation of the above studies is that they say little about the impact of strike action on
healthcare delivery. Studies that measure outcomes such as hospital attendance and wait times indicate that
strike action is clearly disruptive. Across studies we generally see a substantial decrease in the number of
presentations or admission to hospital during periods of strike action; cancellations are also common, along
with disruption to other services such as outpatient appointments . In many cases these disruptions are
dependent on who strikes. When junior doctors strike for example, studies suggest that waiting times and
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length of stay in hospital either do not change or that services actually become more efficient during

strike periods, with patients waiting for less time and staying in hospital for shorter periods 2>,

Patient safety and failing to act

During the 1982 UK nurse strike, a student nurse wrote to the Guardian, making the point that “we owe it
to our patients to strike, to improve their conditions, to improve our morale and to increase the incentive so
that more people join the profession” *!. Two decades later, Jennings and Western *? argued that for nurses
in the UK, the question was “not whether that action is ethical but whether it is unethical not to take action”.
This question, the inverse of what is often asked, has surprisingly received little attention; what are the
potential costs in failing to strike? An answer to this question will depend on a range of contextual factors
related to health systems governance, the ability of health workers to make their voices heard within policy
processes, and the social and political context in which it is occurring. As such, it is instructive to think
about this question in light of recent industrial action by nurses, ambulance workers and junior doctors in
the UK. At the time of writing, there are almost daily stories in the UK about lengthy patient wait times,
limited equipment, staff and bed shortages ** with these conditions linked to tens of thousands of deaths 3.
Rather than respond to this crisis, the UK government has, for a number of years, either ignored or dismissed
these concerns **. While the evidence about the impact of strike action is inconsistent, the evidence about
the dire state of the NHS is clear. Reframing the issue in this way, strike action can be seen as an act of

patient advocacy that is not only permissible, but in some circumstances may be necessary.

One caveat to this point is that we have little evidence of the ‘effectiveness’ of health worker strikes; there
is no systematic data about the number of strikes that have their demands met either in full or partially *°.

If strikes were effective (i.e. resolved quickly with their demands met) it would add to the case for strike



action. While the evidence is sparse, we can still find several examples where strikes have secured important
gains. For example, the 1982 UK nurse strike not only led to the government offering a pay increase of over
12.3% by also introducing a national pay review body 3. Beyond strikes themselves, there are several
studies that point to the benefits of industrial action and union membership more generally. There is
evidence to suggest that increased levels of union membership are associated with better working conditions

for health workers * and improved patient safety *® amongst other benefits.

Strikes as advocacy

Above we have sought to expand and challenge the often-narrow framing of strikes as harmful to patients.
While patient safety obviously matters, the almost myopic focus on this by many has shifted focus away
from the structural failings that often drive strike action. We have sought to challenge this dominant framing
by arguing that when health workers lack other avenues to voice concerns, the failure to strike may actually
be more harmful to health in the long run. Looking ahead, multiple dimensions of healthcare strikes deserve
further attention. Further work is needed to explore how the impact of strike action on patients can be
mitigated, with only a handful of studies reporting on contingency planning *. More research is needed
regarding salient differences in who strikes and where — as well as deeper analysis of policy processes that
might be utilized to incorporate the concerns of health workers, and potentially avert future strike action.
There is at least one urgent action point that follows from our analysis—many countries, including the UK,
are seeking to restrict the right to strike for health workers and others *°. This should be resisted, not only
as a right fundamental to any democratic country, but because strike action can be an act of advocacy to

demand better of our healthcare systems.
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