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Abstract
Issues addressed: Skin cancer is highly prevalent but preventable, yet little research 
has been done on the challenges in generating political priority for skin cancer pre-
vention. This qualitative study aimed to identify the political challenges to, facilita-
tors of, and strategies to strengthen skin cancer prevention. The focus was on the 
case of Aotearoa New Zealand (NZ): a country with high skin cancer rates, but limited 
investment in primary prevention.
Methods: Data sources included 18 national key informant interviews and documen-
tary analysis. Data were analysed inductively for emerging themes and framed using 
a conceptual framework of political priority.
Results: Challenges to advocates for skin cancer primary prevention include limited 
resources and competing priorities. Political- level challenges include a lack of quick 
results compared with other initiatives vying for political attention, lack of negative 
externalities and, in NZ, misalignment with health system priorities. Challenges in the 
evidence base include the perceived conflict of sun protection with Vitamin D and 
physical activity, the lack of data on the financial burden of skin cancer and relatively 
low temperatures in NZ. Facilitators include strong policy community cohesion and 
issue framing, and weak opposition. Promising strategies to strengthen skin cancer 
prevention in NZ could include network building, using framing that resonates with 
policy makers and addressing key knowledge gaps in NZ, such as the financial burden 
of skin cancer.
Conclusion: Advocacy for skin cancer prevention faces challenges due to advocates’ 
limited resources, political challenges such as lack of quick results and gaps in evi-
dence.  Nonetheless, the initiative encounters little opposition and can be framed in 
ways that resonate with policy makers.
So what?: Skin cancer is highly preventable, but advocates for prevention initiatives 
have struggled to gain political traction. This study identifies several strategies that 
could help raise the political profile for skin cancer prevention.
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1  | INTRODUC TION

Since the 1980s, several jurisdictions have implemented skin cancer 
prevention programs to reduce the burden of skin cancer. Common 
elements have included mass media campaigns aiming to promote 
SunSafe behaviour, school sun safety programs, and environmental 
interventions, such as shade provision. To date, evaluation of skin 
cancer prevention programs has shown favourable outcomes for be-
haviour change.1,2 Evidence from economic evaluations also suggest 
that skin cancer prevention can avert numerous cases of skin cancer 
and save money in health care costs.3- 8 However, despite this evi-
dence, reports from several countries have suggested that the issue 
is not being taken seriously9; that upscaling is needed9- 13; or that 
investment has faltered in recent years.14

Previous research has identified several factors that may explain 
a lack of policy action in this arena. First is inconsistency in sun 
protection messaging. A comparison of sun protection recommen-
dations from four national organisations in the United States found 
considerable variation in the types of messages that were commu-
nicated.9 Second is the lack of evidence in some areas, such as the 
effectiveness of shade9 and the limited epidemiological data on 
keratinocytic carcinomas.15 Although less severe than cutaneous 
malignant melanoma (CMM), keratinocytic carcinomas, like CMM, 
are mostly caused by ultraviolet radiation (UVR).16 Exclusion of 
these cancers may therefore reduce the magnitude of the problem 
as perceived by policy- makers. Third is perceived conflict of sun pro-
tection with vitamin D synthesis and physical activity,17,18 which may 
conflict with other public health objectives.

When considering the political prioritisation of skin cancer, a lim-
itation of these studies is that they largely relate to barriers in the 
evidence base. While evidence has an important role, it is just one 
of many potential influences in the “complex” and “messy” policy- 
making process.19 A framework proposed by Shiffman and Smith 
(2007), hereafter referred to as the Political Priority Framework, 
identifies four categories to help explain the success and failure of 
health initiatives in policy agendas.20 These are: the power of actors 
involved with the initiative, the ideas they use to portray the issue, 
the political and economic environments in which actors operate, 
and the characteristics of the issue itself.20

The first component, actor power, concerns the individuals and 
organisations involved with the issue. Actors are more likely to ac-
quire political support if they are well- resourced, coordinated and 
exhibit effective leadership.21,22 Expanding the scope of actors 
involved has been identified as an important strategy for advo-
cates.20,23,24 The second component, ideas, concerns the ways in 
which actors understand and frame the issue. Frames that resonate 
internally ensure cohesion among actors, whilst frames that reso-
nate externally can broaden support for the initiative.20 The third 
component, political and economic environments, concern the 
context of policy- making. An important aspect is policy windows, 
defined as moments in time when conditions align favourably for 
an issue, giving advocates the opportunity to reach policy- makers.20 
The fourth component, issue characteristics, refer to the nature of 

the issue itself. Issues are more likely to attract political priority if 
they are easily measured, cause substantial harm and have simple, 
cost- effective solutions.20

Aotearoa New Zealand (NZ) is a useful country in which to ex-
plore the political prioritisation of skin cancer prevention. NZ has 
one of the highest incidence rates of CMM in the world, but little 
investment in primary prevention.25 National mass- media campaigns 
promoting sun protection behaviour were common between 1990 
and 2007, but rare in the years since.14 While there seems to be high 
knowledge of the sun protection message in NZ,26 recent cross- 
sectional surveys have shown poor prevalence of sun protective 
behaviour in both adults and children.26- 30 Tanning beds are avail-
able for adult use in NZ, in contrast to a complete ban in Australia.31 
Sunscreen products sold in NZ are classified as cosmetics not thera-
peutic products, with many failing to meet specified sun protection 
factor claims.32 There is no legislative requirement for local coun-
cils to develop policies around sun protection or shade provision.33 
Outdoor recreation spaces in NZ have minimal shade available for 
public use28,34,35; a nationwide survey found that 85% of playground 
areas in NZ had no shading,34 compared with around 16%– 54% of 
playground areas in Sydney, Australia.36

In this study, the Political Priority Framework is used to investi-
gate the challenges to, facilitators of, and strategies to strengthen 
skin cancer primary prevention in NZ.

2  | METHODS

2.1 | Conceptual framework and scope

Similar to previous studies using the Political Priority 
Framework,20,37,38 data were derived from a combination of key 
informant interviews and documentary analysis. Key informant 
interviews are valuable for gathering perspectives of the range of 
people involved in policy processes, and can help provide access to 
information and institutional knowledge not available elsewhere.39 
Documentary analysis is useful for understanding policy content 
across time, triangulating with interviews and understanding how 
the issue is framed formally by actors.40

2.2 | Key informant interviews

Interviews were conducted with 18 purposefully selected partici-
pants in 2018/19. Initial participants were selected based on their 
expertise in skin cancer prevention or policy- making. As few people 
work in the area of skin cancer prevention in NZ, most experts in this 
space were known to the research team and were recruited based 
on existing networks. Other participants were identified using web 
searches and through a snowball technique, in which participants 
were asked to nominate others.41

Of the 18 participants recruited, seven were considered to 
have expertise in skin cancer prevention, having published relevant 
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scientific articles and/or been involved in implementing, or advocat-
ing for, skin cancer prevention in NZ. Four of these were academics 
who worked in research institutions. The remaining three worked in 
non- government organisations (NGOs) focused on cancer prevention. 
Those without expertise in skin cancer prevention (n = 10) either had 
expertise in policy- making or worked in leadership roles in sectors 
relevant to skin cancer prevention, such as the education sector. Six 
were public servants, three worked for Crown entitites and two were 
politicians.

Interviews followed an iterative approach, in which the content 
of the discussion was adapted over the course of the interview. Main 
lines of questioning related to the challenges to, facilitators of, and 
strategies to strengthen skin cancer prevention. Interviews took 30- 
100 minutes to complete and were recorded with consent and tran-
scribed. Ethical approval was obtained from the University of Otago 
Ethics Committee (Health) (D18/022). As per the ethical agreement, 
interviewees’ names and organisations were kept anonymous in the 
results, but a general description of their role is reported when quot-
ing them.

2.3 | Documentary analysis

Documentary analyses were performed to identify how actors have 
framed the issue of skin cancer. To ensure the capture of current 
thinking, only documents published from 2010 to 2020 were in-
cluded. Media releases and news articles were excluded from this 
analysis, given the availability of a recent analysis of sun- safety media 
coverage over springtime in NZ.42 Documents included publicly 
available reports (n = 26), position statements (n = 4), information 
sheets (n = 19), government submissions/consultation documents 
(n = 11) and webpages (n = 4) (see Supplementary Table 1 for details).

2.4 | Thematic analysis

Thematic analysis of interview transcripts and key documents was 
undertaken to identify the challenges and facilitators of skin can-
cer prevention and potential strategies for strengthening it. Each 
document and transcript was reviewed independently by two re-
searchers. Important themes were decided based on the number 
of respondents/documents identifying each theme and relative im-
portance attached to each theme. Key themes were subsequently 
grouped according to the four components of the Political Priority 
Framework.20 The final interpretation of themes, including their clas-
sification in the conceptual framework, was decided through discus-
sion among authors and cross- checked with several key informants.

3  | RESULTS

While less than half were considered experts in skin cancer preven-
tion, thematic analysis revealed a good understanding of the risk of 

skin cancer and its lack of prioritisation in NZ. Interviewees identi-
fied several key challenges and facilitators to skin cancer prevention 
(see Table 1 for key themes and Figure 1 for a summary of key strat-
egies). Themes were relatively consistent across interviewees, with 
no noticeable difference between experts in skin cancer prevention 
and non- experts. Exceptions included specialised sector knowledge, 
which, when applicable, has been differentiated from the general 
themes in the text below.

3.1 | Actor power

Limited capacity and resources among skin cancer prevention actors 
was identified as a key challenge.

We’re not spending money on it. We have not had a 
social marketing campaign on SunSmart for 15 years. 
TV is changing, but even so… there’s nothing out 
there really. A drop in the bucket compared to obesity 
prevention (Health advocate –  NGO).

Competing priorities were another key challenge, particularly since 
many actors worked in health organisations where skin cancer was just 
one of several policy foci.

The problem is there is so much going on in the cancer 
space. You can’t harp on to the Minister of Health for 
thirty things. You have to prioritise (Health advocate 
-  NGO).

For organisations not specifically involved in skin cancer preven-
tion, competing priorities was also seen as a challenge.

[Local councils] have many other responsibilities. To 
stand a chance, you need a good case, with an eco-
nomic argument because of the budget rounds (Public 
servant –  Local Government).

One participant, in reference to sun safety in schools, said,

You’ve got poverty and learning the tough subjects. 
Sun safety can seem like icing on the cake for schools. 
Problem is it takes ages to see a difference. Give a hat 
today, and you won’t see a difference in melanoma 
for a while. Give a kid shoes today…. (Health advocate 
–  NGO).

Similarly, an interviewee from the Sport and Recreation sector, 
said,

What you find is that there are multiple agencies shout-
ing for attention. For us it’s drowning prevention, road 
accidents, home accidents, domestic violence and sun 
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protection. It just gets to be white noise (Public servant 
–  Sport and Recreation).

Many interviewees identified a lack of top- down leadership as a 
key barrier to skin cancer prevention, both in terms of implementation 
and advocacy.

The main problem is a lack of identifying it as a pub-
lic health issue of significance. In the United States, 
the Surgeon General identified skin cancer as a public 
health problem. That sent signals to other agencies 
and helped coordination. We lack that coordinated re-
sponse in NZ (Academic).

Some suggested that improved top- down guidance would be 
valuable.

If there were guidelines about best practice the sport 
community would lap it up. We need to make sure the 
advice we give is the best advice (Public servant –  Sport 
and Recreation).

There’s a potential audience for local authorities, but 
understanding by council candidates that we have a 
role, that could be useful (Councillor).

Some experts in skin cancer prevention, in reference to SunSmart 
campaigns in Australia, noted the importance of grassroots advocates 
and the lack of such action in NZ.

In Australia, they had an individual that was young and 
articulate who fought very hard for the last few years 
of her life. It is sad that you have to wait until something 

TA B L E  1   Challenges and facilitators to generating political priority for skin cancer prevention in NZ

Component Definition* Challenges Facilitators

Actor power The strength of actors (individuals 
and organisations) concerned 
with the issue. Relates to policy 
community cohesion, leadership, 
guiding institutions and civil 
society mobilisation.

• Limited resources for advocates
• Competing priorities for advocacy 

and implementation
• Lack of top- down leadership
• Limited interest from grassroots 

organisations in civil society

• Strong policy community cohesion

Ideas The ways in which those involved 
with the issue understand and 
portray it. Relates to internal and 
external framing.

• Difficulty communicating the 
need for policy intervention, 
given thinking around personal 
responsibility

• Consistent policy community 
framing

• Collective responsibility framing
• Political appeal of frames 

communicating personal stories, the 
financial burden of skin cancer, NZ’s 
outlier status in terms of skin cancer 
risk and the need to protect the 
health of children

Political contexts The environments in which 
actors operate. Relates to 
governance structures, economic 
environments and policy 
windows.

• Benefits of prevention well 
outside short political timeframes

• No negative externalities
• Limited political appeal of 

prevention relative to disease 
treatment

• Low rates among Māori thus 
unlikely to reduce health 
inequalities which Māori endure

• Relative lack of opposition compared 
with advocacy to reduce harm from 
tobacco, alcohol and junk food

• Harmony with manufacturers of 
sunscreen, sun protective clothing 
and shade

Issue 
characteristics

Features of the problem. Relates 
to the availability of credible 
indicators of the disease and 
effective interventions.

• Limited data on the financial 
burden of skin cancer and 
the effectiveness and cost- 
effectiveness of intervention in 
NZ

• Perceived conflict with vitamin 
D accumulation from the sun and 
outdoor physical activity

• Confusion distinguishing between 
UVR and temperature

• Relatively low temperatures in NZ
• Normalisation of excessive UVR 

exposure and cultural tanning 
norms

• Strong evidence about the cause of 
skin cancer and how to prevent it

*Source 37.
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like that, but sadly the reality is that that helps put it on 
the policy agenda (Health advocate –  NGO).

Several thought there was strong cohesion among actors con-
cerned with the issue. As noted by one interviewee,

We know what causes it. We know what to do about it. 
We have all the pieces. We just need to make environ-
ments that support it (Health advocate –  NGO).

However, despite this cohesion, connections were perceived to be 
weak with sectors who could play a larger role in skin cancer prevention. 
As such, many suggested the importance of building strong networks.

It’s a two way thing. If it’s all government down it will 
stop. If there is no support from the wider community 
it will stop. People need to speak out. We need support 
from community voices (Health advocate –  NGO).

Improved leadership, particularly from government, was identified 
as crucial for forming broad networks.

We need a national coordinating committee to focus 
it and recognise that it is a multi- agency issue and that 
everybody has got to take some responsibility (Health 
advocate –  NGO).

It needs a coordinated and concerted national effort 
from all bodies that are interested (Health advocate 
–  NGO).

3.2 | Ideas (framing of skin cancer)

Actors have framed the issue of skin cancer prevention in largely 
consistent ways. Skin cancer has been described as a public health 
problem. Advocates have emphasised the importance of collective 
responsibility in order to build supportive environments to make sun 
protection behaviour easy. However, they also identify the impor-
tance of individual responsibility in sun protection.

While interviewees supported ideas of collective responsi-
bility, they identified that counter framing around individual re-
sponsibility was a key challenge to this framing. As noted by one 
interviewee,

There is very little government stewardship in this 
area. It is difficult to communicate the need for in-
tervention because the government has focused so 
much on personal responsibility (Health advocate 
–  NGO).

In terms of strengthening skin cancer prevention, many interview-
ees suggested the need to form strong arguments in favour of col-
lective responsibility. To achieve this, many noted the importance of 
economic arguments.

It is an easy fix. It’s not a hugely expensive thing. It’s 
asking people to be proactive and use common sense. 
This is not a multi- billion dollar problem, except when 
people don’t do it (Politician).

Some noted the importance of personal stories.

F I G U R E  1   A diagram of key strategies for advocates and researchers that may help generate political priority for skin cancer primary 
prevention
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Personal stories may have the biggest effect. People 
don’t want to hear the hard facts, and policy makers 
don’t want to tell it (Academic).

We get bombarded with health advice. Don’t smoke, 
don’t eat sugar, don’t do this. But personalising it is good 
and more relatable (Politician).

Others suggested that framing skin cancer as a uniquely NZ prob-
lem can be effective.

NZ is an outlier. People don’t want to be an outlier on 
the bad side of the spectrum (Public servant –  Health 
advisor).

Some thought that framing the issue around the need to protect 
the health of children can resonate well with policy- makers.

A lot of damage happens to children, when they’re too 
young to be making smart skin decisions themselves. 
That’s something the government should be taking 
charge of because it’s not their fault if their parents ar-
en’t being responsible (Health advocate –  NGO).

3.3 | Political contexts

Interviewees thought the political and economic environment had 
both challenges and facilitators for skin cancer prevention. Largely, 
these environments were perceived as unsupportive, with the com-
bination of several factors creating difficult conditions to gain politi-
cal traction.

Many participants noted that politics generally favours issues 
for which policy can have an immediate benefit. In this regard, skin 
cancer prevention was perceived to be at a disadvantage because 
of the considerable delay between harmful UVR exposure and the 
onset of skin cancer.

If parks and recreational facilities don’t provide toi-
lets and places to wash hands it would be considered 
a health hazard. But if they don’t provide shade, it’s 
not. The problem is that it is not an immediate issue 
(Academic).

The relative lack of visible consequences was also seen as a barrier.

It is less in your face than tobacco smoke. Smoking is 
visible. We see the damage. We smell it (Politician).

Others pointed out the lack of externalities asso-
ciated with skin cancer prevention. Alcohol affects 
others through drink driving and other harms… Host 

responsibility around alcohol does not translate to 
UV. [Some of the harms from alcohol] are at the time 
of consumption. Skin cancer is after and doesn’t hap-
pen to everybody (Local councillor).

Several interviewees identified that disease treatment had more 
political appeal than prevention.

We have a health system that is geared towards treat-
ment services. We need to broaden this out so that 
wellbeing is not just a part of treatment services but 
also prevention (Health advocate –  NGO).

In terms of moving past these challenges, some stressed the im-
portance of highlighting existing policies in other areas that have ad-
dressed long term harms, such as tobacco control. One interviewee, in 
contrasting exposure to UVR to asbestos, said,

Chronic exposure to UVR is not any different to expo-
sure to asbestos resulting in asbestosis or mesotheli-
oma. In both there is a considerable time lag between 
exposure and the subsequent disease development and 
in both the evidence is extremely clear on the causal 
pathway between exposure and disease (Academic).

Another political barrier was the relatively low incidence of skin 
cancer among Māori.

We’ve got significant issues in cancer in our indigenous 
population in areas outside of skin cancer. We know 
of skin cancer’s importance, but there has to be some 
shuffling down to be realistic (Health advocate –  NGO).

However, some participants suggested potential for health system 
savings that could be redistributed to other areas.

Most people treated for skin cancer are non- Māori. So, 
the money is spent on treating cancers that could be 
prevented. That money could have gone to the health 
system to alleviate the inequitable distribution of dis-
eases in other areas (Academic).

A potential facilitator in political environments was the relative lack 
of opposition to skin cancer prevention. Only the tanning bed industry 
was identified as a direct opponent, and only in the context of tan-
ning bed regulations. In contrast, skin cancer prevention was seen to 
harmonise with some corporate interests, such as manufacturers of 
shade, sun protective clothing and sunscreen. Many saw this as an op-
portunity for attracting alliances, although some suggested that such 
partnerships could have some drawbacks.

There is potential for partnerships with [the sunscreen in-
dustry]. However, the public might say ‘they just want to 
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sell sunscreen’. There are risks there, but they can hope-
fully be appropriately managed. I think anything would 
be better than nothing, but there would still be that per-
ceived conflict of interest (Public servant –  health advisor).

While most interviewees perceived the political environment in NZ 
to be unfavourable for skin cancer prevention policy, several opportuni-
ties were identified that may assist in creating policy windows of polit-
ical action. An example was the establishment of the Te Aho o te Kahu 
Cancer Control Agency in 2019,43 which was seen as having the potential 
to offer a powerful voice given the limited capacity of actors in this arena.

Many suggested the need to be ready for any policy windows 
that surface.

We have to keep pushing it from the bottom and to try 
and move it up. There are certain times when you can get 
all the ducks lined up and you can make change, but you 
have be ready for that moment (Health advocate -  NGO).

Some participants suggested that policy windows could arise if 
high- profile, charismatic, or vocal individuals are diagnosed with skin 
cancer.

It is a bit morbid, but sometimes if celebrities are diag-
nosed with an illness it can present opportunities for 
policy change. For example did you know that Bob 
Marley died of melanoma? (Health advocate -  NGO).

3.4 | Issue characteristics

While some interviewees thought the evidence for skin cancer pre-
vention was not straightforward, most thought that enough was 
known to warrant upscaling skin cancer prevention in NZ. They noted 
the well- established link between UVR and skin cancer, NZ’s high skin 
cancer rates and the evidence of effective intervention.

However, several identified the need to collect more data on the 
economic burden of skin cancer in NZ, particularly the cost of kerati-
nocytic carcinomas which are generally not registered in NZ.

Once the answer is known about how much it costs, 
then someone might point the finger and say ‘thou 
shalt therefore do something’ but at the minute they 
[politicians] can plead ignorance and say ‘we don’t 
know how much it’s costing' and bury their head in 
the sand. (Academic).

Many participants noted that, while evidence about how to pre-
vent skin cancer is straightforward, some aspects of the evidence can 
confuse the public and policy makers.

A complicated thing is the level of vitamin D: How 
much is needed to be helpful? We want to protect 

people from the sun. But we also want people to be 
active, and to get enough vitamin D (Health advocate 
–  NGO).

The fact that skin cancer prevention has long- term, rather than 
short- term, benefits was also seen as a challenge. With respect to 
shade development, two interviewees said,

[Skin cancer prevention advocates] want trees, but 
budget constraints means they are limited on the size 
of trees they can get. The reality is they’re planting sap-
lings which are going to take years to turn into shade 
(Public servant –  Sport and recreation).

The problem with shade is establishing a link between 
providing shade and preventing skin cancer because 
the gap in time is so big. Measuring the difference that 
shade has made is hard to do (Academic).

Difficulty understanding UVR risk levels was also seen as a chal-
lenge. Some noted that high UVR levels in NZ, despite relatively low 
temperatures, can be particularly challenging.

UV levels are strong here, but it is not related to heat. 
This is a tricky thing to explain and understand (Health 
advocate –  NGO).

Some interviewees thought that skin cancer prevention can 
conflict with health promotion guidance for outdoor physical ac-
tivity. In reference to sun protection guidance in schools, one in-
terview said,

One of the criteria for accreditation in the SunSmart 
Schools program is to minimise time outdoors when 
UVI is above 3, which is frequently lunchtime, whereas 
physical activity guidelines wants those children out-
doors running around (Academic).

Most interviewees, regardless of expertise and sector, identified 
the unalarming nature of skin cancer and normalisation of tanning be-
haviour as barriers. Many related this to the considerable latent period 
between UVR damage and skin cancer development.

I think a lot of people think if you get it, it can just 
be cut away. They don’t realise just how nasty it 
can get. You can die and it is a very nasty way to die 
(Academic).

It is simple and logical but that doesn’t mean that 
people take it on board. They know the messaging. 
They’ve seen the issues. Does that stop them going 
out into the sun? No. (Public servant –  Sport and 
recreation).
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4  | DISCUSSION

The findings show that actors concerned with skin cancer preven-
tion in NZ have limited resources and often work in organisations 
where the advancement of skin cancer prevention is just one of 
many policy foci. A potential facilitator was strong cohesion about 
what the problem was perceived to be and how it should be framed, 
including as a collective responsibility. The issue also faces relatively 
little opposition. However, despite the advantage of having consist-
ent, uncontested messaging, the issue faces substantial challenges in 
the political and economic environment. These include that the ben-
efits of prevention are well outside short political timeframes, lack 
of negative externalities and its low priority on health policy agen-
das. Factors relating to the evidence base also present challenges, 
including limited data on the burden of keratinocytic carcinoma 
and perceived conflict between Vitamin D and physical activity. 
Overcoming these challenges will not be easy, but, as noted by in-
terviewees, could be improved by building wider networks, utilising 
frames that have resonance with policy- makers and identifying the 
health and economic burden of skin cancer.

The strategy of building supportive networks is consistent with 
previous policy research on other health initiatives.23 Given that 
actors involved with skin cancer prevention have limited resources, 
building a wider network of actors may be particularly important 
for pooling resources and sharing responsibility for implementa-
tion. An important finding was that limited knowledge of skin cancer 
prevention was rarely identified as a barrier to involvement in this 
space. Stronger barriers appeared to be competing priorities, lack of 
funding and limited top- down guidance with respect to what role or-
ganisations could play. In NZ, published guidance for some sectors, 
such as local councils, may assist. However, given that health was not 
seen as a priority in many of these sectors, a stronger commitment 
of resources may be needed to promote involvement. In the absence 
of more funding, liaising with sun protection actors may still assist in 
identifying interventions with low or minimal cost.33 An example is 
local council sun protection policies, some of which have been devel-
oped at low cost and without big workload implications.44

When considering network building, some potential allies 
could be groups who profit from sun protection behaviour, such 
as manufacturers of shade, sunscreen and sun- protective clothing. 
However, as noted by interviewees, there may be drawbacks with 
this approach if the public conceive it as a conflict of interest. In 
the context of corporate sponsorship in the Australian SunSmart 
program, Montague et al reported that commercial sponsorship may 
represent a ‘double edged sword’, offering access to resources on 
the one hand but potential message dilution on the other.45 When 
considering whether to accept sponsorship funding, the PERIL de-
cision making framework may serve as a useful guide.46 The PERIL 
framework outlines several key criteria to assess risk, including the 
purpose of the sponsor, the extent of the funding and the degree of 
harm associated with the sponsor's products. In applying this frame-
work, the authors of this study suggest that minimal risk is associ-
ated with sponsorship from these industries, given their purpose to 

promote the consumption of sun protection products seems to align 
with public health interests. Exceptions to this may be manufactur-
ers of products that do not meet stated SPF factors.32

Another relevant ally, given the cost barriers of shade provision, 
are environmental groups concerned with the planting of trees. In 
NZ, several groups from both the government and non- government 
sectors have interests in planting trees across the country, with 
aims to increase native flora, mitigate climate change and improve 
environments.47- 49 Such partnerships could be symbiotic if directed 
towards outdoor recreational spaces frequented by the public and 
involve the planting of trees that sufficiently block UVR.

The consistent framing and strong policy cohesion among ac-
tors contrasts with previous research from the United States, in 
which a review of messages promoted by national authorities found 
several differences in sun protection guidance.9 In NZ, strong co-
hesion might be explained by the relatively small number of actors 
involved in this space, which likely facilitates coordination. In NZ, 
political and community support for collective responsibility fram-
ing may be stronger since the COVID- 19 pandemic. NZ’s “Team of 
Five Million” New Zealanders has taken collective responsibility for 
eliminating the virus with considerable success. Certainly, knowl-
edge of the value of public health approaches has significantly 
increased in NZ.50

More generally, strong cohesion may be explained by lack of 
strong opposition to skin cancer prevention. While indifference 
to skin cancer risk was a key barrier, outright opposition in policy- 
making was rarely perceived. This contrasts to some other public 
health initiatives, such as regulation of tobacco, junk food and al-
cohol, where industry involvement in shaping political contexts and 
informing public perceptions has meant strong opposition to public 
health action in the policy community.38,51 Although the tanning bed 
industry has opposed tanning bed regulation in NZ,52 it is a relatively 
small compared with industries such as tobacco and is chiefly con-
cerned with tanning bed regulation.

Many interviewees identified the long delay in benefits from 
prevention as a key barrier, which is consistent with challenges to 
public health programs more broadly.53 In terms of addressing this 
barrier, interviewees suggested highlighting the success of previ-
ous public health policy. In NZ, a key example is the comprehensive 
regulation of tobacco,14 for which the public health consequences, 
like UVR exposure, are not immediate. However, the lack of nega-
tive externalities associated with UVR exposure –  a core rationale 
for government involvement in health and a key barrier found in 
this study –  may limit this comparison.54 Given weak collective re-
sponsibility for skin cancer prevention in NZ, a more suitable con-
trast may be to asbestos, to which exposure is associated with an 
increased risk of lung cancer.55 Like asbestos, UVR is recognised 
as a serious occupational health risk in NZ. However, unlike asbes-
tos, interviewees in this study suggested that harmful exposure 
to UVR in outdoor workers was not taken seriously in NZ. As the 
NZ Accident Compensation Corporation (ACC) scheme pays for 
treatment costs associated with severe sunburn and other chronic 
exposures,56 some interviewees identified this as a key facilitator 
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to strengthen prevention. More research on this line of thinking 
would be useful to identify the number of cases eligible for ACC 
funding, and the potential cost savings to the government if these 
cases were prevented.

An interesting finding of particular relevance to NZ health pol-
icy was the challenge of low skin cancer incidence among Māori. 
In NZ, Māori experience substantial health inequalities compared 
with non- Māori, including a 7- year gap in life expectancy.57 This is 
a breach of the principles of the Treaty of Waitangi, NZs founding 
document. In recent decades there has been a stronger focus on 
eliminating health inequalities which Māori endure. As a result of 
its low incidence among Māori, skin cancer, according to some in-
formants, may not have been prioritised as the benefits would dis-
proportionately benefit non- Māori. However, interviewees in this 
study supported skin cancer prevention given that health system 
savings from prevention could be redistributed to reduce inequal-
ities in other areas. Further, there is no known safe level of expo-
sure to UVR and evidence of poorer prognosis of melanoma among 
Māori (despite lower rates).58

Many interviewees thought that prevention had not kept pace 
with the evidence. This is a common finding in research on evidence- 
based policy and emphasises the various other influences in policy 
making.59 However, while evidence alone may not be sufficient to 
influence policy- making, having up- to- date evidence can be a cru-
cial tool for advocates when policy windows surface. In this respect, 
interviewees saw value in filling a number of research gaps in NZ. 
These included identifying the cost burden of keratinocytic carci-
nomas and establishing the effectiveness and cost- effectiveness of 
skin cancer prevention interventions. An interesting challenge raised 
by interviewees was the relatively low temperature in NZ, which 
aligns with previous research showing that shade in many areas of 
the country is too cool for comfort.60 More research on the implica-
tions of temperature for shade development and other skin cancer 
prevention interventions would be valuable.

While the perceived conflict between sun protection and vita-
min D synthesis was identified as a key barrier, it was not as prom-
inent as expected by the authors of this study. Moreover, in terms 
of promoting political priority, no interviewees identified the need 
to modify the framing of the issue with respect to this barrier. This 
may be explained by the development of a consensus statement 
on vitamin D and sun exposure in 2012, which provides a set of 
recommendations on sun exposure based on the NZ context.61 
This document was the result of collaboration among key actors 
in this arena, including the Ministry of Health, the Cancer Society 
of NZ, ACC and academics. Having such a document likely facili-
tates consistent messaging and reassures other parties of the ex-
pert consensus. Consensus documents could prove useful in other 
jurisdictions.

An important theme raised in this study was that enough was 
known to warrant upscaling skin cancer prevention. This view was 
shared by both experts in skin cancer preventionand non- experts 
and aligns with previous calls for action in many jurisdictions. While 
important gaps in knowledge were identified, NZ advocates in this 

arena should be encouraged by the fact that, on balance, the causes 
of skin cancer and the need for prevention seem well understood. 
Although filling gaps in knowledge research would strengthen the 
case as perceived by policy- makers, this should not stand in the way 
of immediate efforts to promote what has been shown to be an ef-
fective, and cost saving, set of interventions.

4.1 | Study strengths and limitations

A key strength of this study was the focus on the political- level 
challenges to sun safety policy. Most studies have focused on the 
determinants of individual sun- protective behaviour,62 offering lit-
tle insight into the lack of policy focus on skin cancer prevention. 
The case study approach enabled an in- depth analysis. While some 
themes were specific to NZ, the findings are likely of value to other 
jurisdictions wanting to progress work in this arena.

The study has some limitations. The use of key informant inter-
views, while effective for gathering rich insights, may privilege some 
viewpoints and miss others.39 It is possible that respondents in this 
study, nearly half of whom had expertise in skin cancer prevention, 
had vested interests in seeing skin cancer prevention succeed, which 
may have biased their responses. The small number of skin cancer 
experts in NZ may also have affected responses if, for example, their 
honest response would involve criticising colleagues. However, given 
the frankness of responses and seemingly unobtrusive focus on the 
broad factors underpinning political priority, it appears this limitation 
is minimal.

The inclusion of a small number of respondents from sport, 
recreation and education sectors was unlikely to reflect the views 
of all those within these sectors. While the purposive sampling fo-
cused on senior people in these sectors, a full understanding of how 
these sectors perceive skin cancer would require a more detailed 
investigation. Interviews were also conducted before the events of 
COVID- 19, which may have changed the political landscape related 
to skin cancer prevention. While it is difficult to speculate on how 
this may have impacted skin cancer prevention, it is true that dealing 
with COVID- 19 takes up considerable political bandwidth.

5  | CONCLUSIONS

In this study, the challenges to, facilitators of, and strategies to 
strengthen skin cancer prevention were examined. While actors 
involved with skin cancer prevention tend to have strong policy 
cohesion, they tend to have limited resources to make an effective 
impression on policy- making and competing priorities for their time. 
A myriad of political barriers also inhibit the issue, including that the 
benefits of prevention are well outside short political timeframes 
compared with other initiatives vying for political attention, its lack 
of negative externalities and, in NZ, misalignment with health sys-
tem priorities. Promising strategies to strengthen skin cancer pre-
vention in NZ could include network building, using framing that 



10  |     GAGE Et Al.

resonates with policy makers and addressing— and subsequently 
disseminating— some key knowledge gaps in NZ, such as the financial 
burden of skin cancer. Making progress in this space is increasingly 
important given the high incidence, but high preventability, of skin 
cancer.
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