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The interface between medicine
and politics; an imperative and
opportunity that should be
used responsibly

Ashley Bloomfield

On a baking hot Sunday in February 2019, | joined then Associate Min-
ister of Health Honourable Jenny Salesa and Children’s Commissioner
Andrew Becroft at a Weetbix TRYathlon in Point England, Auckland.
At this event, the Minister announced the government’s intention
to legislate banning smoking in motor vehicles carrying children and
teens under the age of 18.

| made a special effort to be present at this announcement for two
reasons. Firstly, it was an important additional step in our ongoing
efforts to reduce the impact of tobacco on health in Aotearoa New
Zealand. Secondly, it had been around 15 years since the Ministry of
Health had first provided advice to the government on introducing
such a ban, and | wanted to mark the achievement and the tenacity of
all involved. While the evidence for the benefits of such a ban had not
changed over that time, the point had been reached where there was
sufficient “social licence” to implement a ban: the political “window of
opportunity” had opened to literally let in the fresh air.

For anyone who has worked in tobacco control, or indeed, public
health more broadly, this will be a familiar story. All the changes in to-
bacco control that | have been involved with or observed over many
years have required dedication and persistence on the part of many
people to successfully navigate the political landscape. Public health,
and medicine more generally, frequently operate at the political inter-
face—in this case, the interface was with national politics, but it is just
as likely in a workplace, professional organisation, local government
body, or community.

This is hardly surprising, and indeed, not unique to medicine and
public health. My personal definition of politics is that it is “what hap-
pens when you have two or more people in a room.” In other words,
politics is about the contest of ideas, beliefs, and opinions—it is part
of our everyday human experience in homes and with wider whanau
and friend groups, in workplaces, community organisations, neigh-
bourhoods, etc.

The relationship between medicine and politics was astutely de-
scribed by German pathologist and politician Rudolf Virchow in the
19th century:

“Medicine is a social science, and politics nothing but medicine at a
larger scale. Medicine as a social science, as the science of human
beings, has the obligation to point out problems and to attempt
their theoretical solution; the politician, the practical anthropologist,
must find the means for their actual solution.”

Despite being a pathologist by training, Virchow is often described
as the “founder” of social medicine—now more commonly known

as public health, population health, or community health. His fun-
damental notion was that whole populations can be sick, or at risk
of becoming sick, and that political action is sometimes needed to
improve population health.?

What | find interesting in Virchow’s quote is his comment about the
role of politicians—that is, to “find the means for their actual solution.”
This resonates with the oft-quoted description of politics as “the art of
the possible.” It is one thing to point out the problems (easy—we are
all experts at this) and have great ideas about how to solve them (also
relatively easy), but much harder for politicians to successfully get peo-
ple on board, and then ensure solutions are successfully implemented!

I've certainly found Virchow’s description of politics very helpful
over the last 20-plus years that | have worked in the wider public ser-
vice. It explains how sustainable progress is made; often, the outcome
of political negotiation is an agreement that is no single stakeholder
group’s full preference, but one that all stakeholders can live with and
that can be successfully implemented. Compromise is not capitulation.
A key point here is that politicians have a difficult job, and, as I've also
learnt over the years, they all set out to make the best decisions that
lead to the best possible outcomes.

Central to the work of public health is understanding the role of
the broader environmental, social, cultural, and economic determi-
nants of health and wellbeing. These determinants include access to
safe water, education, income, employment, housing, access to cul-
tural resources including land and language, safe neighbourhoods, and
opportunities for active transport. All of these determinants are influ-
enced by national and local government decision-making, policies, and
funding. So, it is hardly surprising that public health action frequently
lies at the political interface and can be seen as political in nature.

Addressing these determinants may bring public health profession-
als into conflict with powerful social and economic interests. Three
of the biggest risk factors for non-communicable diseases, which ac-
count for much of the burden of disease globally, are tobacco con-
sumption, harmful use of alcohol, and overconsumption of foods high
in salt, sugar, and fat.?> Private sector actors, including large, multina-
tional companies that manufacture and market these products, have
an interest — indeed an obligation to their shareholders — in maintain-
ing or continuing to grow the market for their products.

Public health professionals working in advocacy have a different
role to play in addressing the impact of these risk factors from those
working in government roles. The latter must provide balanced and
evidence-based advice on options to reduce the impact of these risk
factors, while taking into account the wider costs and benefits of pol-
icy and regulatory change.
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For those working in advocacy roles, championing public health
causes is, at times, not for the faint-hearted. Public health profession-
als can find themselves provoking reaction and confrontation with
other interested stakeholders. While social media present an oppor-
tunity to deliver public health messages and campaigns, they also pro-
vide a readily accessible platform for campaigns to counter, and even
attempt to discredit, those seeking changes to improve public health.

Public health legislative or regulatory interventions sometimes im-
pinge on people’s rights and freedoms and there can be fierce debate
as they pass through the parliamentary process. Yet, soon after their
introduction, people can wonder why it took so long to implement
them! One example, which | was involved with early in my career,
was the introduction of Smokefree workplaces, including bars, clubs,
cafes, and restaurants, in December 2004. Most of you won't have
any knowledge of what it was like to come home reeking of smoke
after an evening out; imagine what it was like for bar and waiting staff
working there. As the (then) Ministry of Health lead for this area, |
recall being quizzed by reporters as to who would “police” venues to
ensure that smokers didn’t light up inside once the new law came into
effect. Of course, once the day arrived, smokers just went outside to
smoke, and within a short period of time, most people—including
smokers—strongly supported the new law.

Effective communication is essential to building “social licence” for
change that requires political action. One of the most successful public
health interventions during 2020 (and perhaps for some years) was
open and clear communication with New Zealanders from the out-
set of the emergence of coronavirus disease 2019 (COVID-19) glob-
ally. Political and other leaders played a key role in supporting and
championing a science-based response, and the clear and consistent
communication of the government’s decisions helped to build the
trust and confidence needed to successfully implement radical inter-
ventions, not least a national “lockdown.” A key piece of feedback |
have received from the public was that people trusted the response
in large part because those responsible for it didn't claim to have all
the answers, and were honest when things didn’t go right, or when
they had changed their minds as new evidence emerged. This lesson
is highly relevant to communication between health professionals and
patients as well.

More broadly, medical and public health practitioners have played
(and continue to play) a key role in advocating for changes to improve
health and wellbeing and address inequities, especially between Maori
and non-Maori. The understanding of people—individuals, families,
and communities—that is a core part of the work of health pro-
fessionals is highly relevant to the political process, as a key role for
governments is to protect and improve the wellbeing of all people.

Medical practitioners are also often involved in the delivery of
services where ideas and values are contested. Topical areas include
taking a harm reduction rather than prosecutorial approach to drug
addiction; the delivery of abortion services and the pending imple-
mentation of the outcome of the End of Life Choice referendum; and,
of course, asking people to stay at home for weeks to help control
the spread of COVID-19!

Finally, medical professionals have the privilege in New Zealand of
receiving a medical education and training that are (still) largely public-
ly funded. With that privilege also comes a degree of political power
(whether we seek it or not) and responsibility (whether we like it or
not). A key responsibility is to ensure that the political power wielded
by individual practitioners and professional medical organisations such
as unions, colleges, and associations is used fairly and wisely. It can
be used simply to commandeer resources for a service, specialty, or
organisation, or it can be used for the wider good; keep in mind that
“the only appropriate use of power is to empower others.”

Issue 32 « April 2021

References

1. Ackerknecht EH. Rudolf Virchow: Doctor, Statesman, Anthropologist. Madison:
University of Wisconsin Press; 1953. Quoted in Semenza JC, Giesecke J. Intervening to
reduce inequalities in infections in Europe. Am | Public Health. 2008 May[cited 2021 Jan
20];98(5):787-92. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2374832/
pdf/0980787.pdf

2. Mackenbach JP. Politics is nothing but medicine at a larger scale: reflections on public
health’s biggest idea. ] Epidemiol Community Health. 2009 Mar [cited 2021 Jan 207;63(3):181-
4. Available from: https://jech.bmj.com/content/63/3/181

3. World Health Organization. Global Action Plan for the Prevention and
Control of Non-Communicable Diseases: 2013-2020. Geneva: WHO; 2013.
https://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.
pdfijsessionid=763EFC484B8EB76C922CIFEE232A34A0sequence=1

About the author

> Dr Ashley Bloomfield is the Director-General of Health and Chief Executive, Ministry of
Health, New Zealand. Dr Bloomfield qualified in medicine at the University of Auckland in
1990 and after several years of clinical work specialised in public health medicine. His par-
ticular area of professional interest is non-communicable disease prevention and control,
and he spent 2011 at the World Health Organization in Geneva working on this topic at a
global level. He remains vocationally registered in public health medicine.

Correspondence

Dr Ashley Bloomfield: ashley.bloomfield@health.govt.nz


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2374832/pdf/0980787.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2374832/pdf/0980787.pdf
https://jech.bmj.com/content/63/3/181
https://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.pdf;jsessionid=763EFC484B8EB76C922C9FEE232A34A0?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.pdf;jsessionid=763EFC484B8EB76C922C9FEE232A34A0?sequence=1

