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Figure 21: New House at Mangatu 1952

1270 Wade Photographs, 1951, 28A and 28B. DV K, p.209.
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Table 70 Houses Built for Mangatu Beneficiaries in locations other than
Mangatu 1948-1949

Beneficiary Location
Thomas Keelan Waituhi
Agnus Mc Ghee Gisborne
Parakaui Pere Manutuke
Timi Wi Rutene Puha
Hona Te Huhu Te Karaka
Te Wai Tu Puha
Tahere Hemi Tuhi Puha
Hoera Ruru Te Karaka
Tipene Tamatea Gisborne
Matariri Halbert Gisborne

N
{

Memorandum, Housing: Timber Supplies. Registrar, Maori Land Court, Gisbome, to
Under-Secretary, Department of Maori Affairs, July 29, 1949, MA 1 30/4/11, Mangatu
Housing Survey, 1945--1949. DVK, p 22

Source
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By the end of the 1950s it was realised that the settlement site at Mangatu had
become unsuitable through the continued aggravation of the beds of the
Mangatu and Waipaoa rivers. About 1960-1961, Rutene Irwin, the foreman
carpenter for Mangatu Blocks Incorporated, began overseeing a move from the

old settlement, negotiated through the Department of Maori Affairs and the

h.1273

Department of Healt Initially, this involved building six three and four

bedroom houses at Whatatutu. Rutene Irwin describes the move from the lower

flood plain to the terrace in this way

| negotiated the move through the Department of Maori Affairs and the
Health Board by first moving six families up into new 3-4 bedroom
houses with electricity, hot and cold water, flush toilets, electric stoves
and closer to the school, shops, bus stop, (the Pub). This was the
beginning of the Exodus, where the old Kautas were left and the old way
of life was completely changed overnight. Thanks also to the
Government policy which was in place for family dwellings, this was
taken from their family benefits which proved to be a Godsend to them
all. This moved to other families and within the next ten years, 25-30
houses were built and occupied in Whatatutu. The final straw of course
was the Bola flood that led fo the moving and the relocating of the
Wharepuni and the Dining Hall to its present site. We, the older people,
who lived in the old Mangatu Marae often talk of our happy days and the
tales we've heard, over the open fires, by our Tipunas, who had roughed
it and survived those primitive and poverty stricken days. Tales fold of
their Ancestors, where they came from, who they were, what they did,
and what they achieved. The food they ate, the batiles they fought, the
Waka's they built, and the houses they built. The most interesting tales
were the fables of the gods, the battle of the gods, Taane Mahuta -
Tangaroa - Tawhirimate - Ruamano, etc. Then they would talk of the
planting seasons. This brought in the four seasons, Rehu Te Rangi, with
his two wives Ruhi and Pekehawini, who controlled the planting
seasons, when to plant and when to harvest. The Ahimanae and
calendar were also taken from the moon which also predicted the good
days and nights for eeling and fishing. The various trees and flowers
were also indications plus the migration of the birds, the Pipwharauroa
who sings:-

Whakatata, Whakatata Tata rawa kite Raumati Karanga
ranga mai te Reo O te Pipiwharauroa

E Karanga ana mai

He Raumati He Raumati e Korowhiti Korowhiti ana whio

Getting closer, getting closer

Getting closer to the season Calling you is the voice
Of the Pipiwhararoa

To be aware of the planting

It is spring time, it is spring time

2B{rwin, Rutene, 1996, p.6. DV K, p.13.
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Whistling, whistling his tune.'*™

Among many there was much nostalgia for a former way of life, but the benefits

of the new living conditions were acknowledged as well.

At this time, too, the Wi Pere Trust Estate had begun to help its beneficiaries with
housing. A portion of Repongaere was subdivided in 1939 to provide building
sites for the family of Moanaroa Pere.'””® However, even as late 1956 these
beneficiaries had not managed to obtain housing loans as they effectively only
leased the land from the trust that refused to place compensation clauses in the
leases.'®® Because of this the Maori Housing Division would not approve loans
for housing and this affected a number of the beneficiaries. The lawyer dealing
with the situation stated that:

The housing situation of beneficiaries at Waituhi is deplorable. One
beneficiary with nine children is living in shocking conditions in the Pah.
The trustees do not appear to have the best interest of the beneficiaries
at heart and we consider should take a closer interest in their affairs.
We might mention in passing that there does appear to be some
preference shown in the trust administration. In 1949 the frustees
transferred the freehold of a section to one of the beneficiaries.'*”’

The Acting Minister of Maori Affairs, K.J. Holyoake responded:

The tenure of sites upon the security of which advances are made under
the Maori Housing Act, 1935, is a matter which has to be carefully
looked at both in the interests of the proposed home builder and from the
point of view of ensuring the proper securing of the advance.'*’®

Those beneficiaries who could secure a loan on the basis of a fee simple section
could have their payments made directly from their Wi Pere Trust Estate

dividends. One beneficiary received a housing loan of £500 to build a house in

2ibid., p.6. DV K, p.13.

1215Report of the Trustee For the Year Ended, 30th June, 1939°, AAMK 869/806a 26/10, Part 3, Wi Pere
Trust Estate, 1937-1941, p.34. DV H, p.71.

276 A McHugh, Burnard and Bull, Barristers and Solicitors, to the Honourable Minister in Charge of Maori
Affairs, November 28, 1956, AAMK 869/806b 26/10, Part 5 Wi Pere Trust Estate, 1951-1957, pp.13-15.
DV H, pp.131-133.

"27ibid., pp.14-15. DV H, pp.132-133.

K. Holyoake, acting Minister of Maori Affairs, to Messrs. Burnard and Bull, Barristers and Solicitors,
December 20, 1956, AAMK 869/806b 26/10. Part 5. Wi Pere Trust Estate, 1951-1957, p.16. DV H, p.134.
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Gisborne in 1943."2"° Up to 1947 she had paid back £300 on this loan through a
housing assignment from her dividends. However, beneficiaries with smaller
interests were not always in a position, or were willing, to use their dividend
money to pay rent or to pay off the interest on loans. One such beneficiary had
obtained his house through the Rehabilitation Department, but in 1959 he wrote
to the Minister of Maori Affairs stating that he was behind in his payments and
that the trustees had refused to give him an advance to pay £140 he owed.'??
On this occasion the trustees eventually did assist this beneficiary, but by 1965,
because his house was in disrepair, and he was still having difficulty paying his
mortgage, the State Advances Corporation allocated him a State rental house,

and sold the other house to recover their money.'?’

The ‘Housing Survey' follow-ups from the early 1960s also document how
difficult it was for some of the very poor to meet the requirements for loans. For
example, a woman at Te Karaka whose husband had deserted her was
described as having very limited income, making it impossible for her to

1282

undertake home ownership. Others had difficulty in obtaining fee simple

1283 \What also becomes

house sites the prerequisite for applying for a loan.
apparent from these surveys follbw-ups is the extent of the movement of people
into Gisborne, or out of the area entirely. Large numbers of families formerly
requiring housing had moved into State rentals in Gisborne, or had applied to do

S0.

The issue of State rental housing for Maori applicants in Gisborne first began to

be dealt with in 1950.72%* At this time all applications from Maori for State Rental

12797 . Blackburn, to the Honourable Minister for Native Affairs, July 16, 1947, AAMK 869/805c, 26/10.
Wi Pere Trust Estate, Part 4, 1941-1950, p.15. DV H, p.102.

1280 W H. Pere, to Minister of Maori Affairs’, April 13, 1959, AAMK 869/807a, 26/10. Wi Pere Trust
Estate, Part 6, 1958-1961, p.4. DV H, p.140.

1281 District Office, Gisborne, to Secretary, Department of Maori Affairs, February, 2, 1965, AAMK
869/807b, 26/10. Wi Pere Trust Estate, Part 7, 1958-1961, p16. DV H, p.165.

182 See Housing Survey - Waikohu County Follow-up, 1963-1965, MA 1 30/15/41 and Housing Survey -
[C%Ok County Follow-up, 1963-1964, MA 1 30/15/42. DV K, pp.192-199.

> ibid.,

12%%Under-Secretary, Department of Maori Affairs, to Registrar, Gisborne, June 12, 1950. MA 1 30/5/6.
Gisborne Rental Housing, 1949-1966. DV K, p.31.
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housing were being held and administered by either the State Advances
Corporation or the Rehabilitation Department.® At the time, out of a total of 51
applications lodged by Maori (21 civilian and 30 ex-service men), 15 houses had
been allocated. The Registrar further stated:

| think the allocation of State Rental houses to Maoris in this town is
%%Lng handled very satisfactorily by the State Advances Corporation....

By 1951, 442 State Rental units had been built in Gisborne, and 64 were under
construction."”  While all seemed to be well, the Under-Secretary for Maori
Affairs did inquire to ascertain that Maori were being fairly treated:

it seems that perhaps you should have another look at the claims of the
unsatisfied civilian Maoris with a view to ensuring that they are being
dealt with img)artially and without prejudice by the State Advances
Corporation. #®

This matter was investigated further during 1951 and 1952, but eventually it was
decided to continue to permit the State Advances to handle Maori

applications.?®

In March of 1953 the District Officer in Gisborne could report that 39 applications
had been received by State Advances (25 civilian, 14 ex servicemen), but that
many more were expected as an increasing number of Maori families were

1290

moving into Gisborne. Much of this movement was from the East Coast

(Ngati Porou), but some of the families moving were Te Aitanga-a-Mahaki.

}ZRSRegistrar, Department of Maori Affairs, Gisborne, to Head Office, January 17, 1951, MA 1 30/5/6.
Gisborne Rental Housing, 1949-1966. DV K, p.32.

12 ibid.,

12873 tate Rental Housing, Registrar, Department of Maori Affairs, Gisborne, to Under-Secretary, February
7, 1951 MA 1 30/5/6. Gisborne Rental Housing, 1949-1966. DV K, p.33.

1288Gtate Rental Housing Gisborne. Under-Secretary, Head office, to Registrar, Gisborne, February 14,
1951, MA 1 30/5/6. Gisborne Rental Housing, 1949-1966. DV K, p.34.

12893tate Rental Housing Gisborne and Wairoa. Asst. Under-Secretary, to District Officer, Gisborne, July 8,
1952. MA 1 30/5/6. Gisborne Rental Housing 1949-1966. DV K, p.37.

1290 gtate Rental Housing - Gisborne and Wairoa. District Officer, Gisborne, to Head Office, March 25,
1953 MA 1 30/5/6. Gisborne Rental Housing, 1949-1966. DV K, p.38.
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The influx of Maoris in the main is from the East Coast, but there are
periods during the year where parties come through from the Bay of
Plenty and from south .... %!

A list of 62 applicants, compiled in 1953, contains at least three Te Aitanga-a-

Mahaki families.

By 1954 the District Officer in Gisborne reported that it was well recognised that
most Maori could not afford to build a house in Gisborne, so State Rental
housing was the only alternative for most.'*®?> However, he was chided for this

‘defeatist attitude’ by Head Office, which wanted home ownership promoted

among Maori in Gisborne.'®?

The Maori Welfare Officer in Gisborne made these comments about the housing
situation in 1957:

The present general picture is most satisfying, and there is no dark cloud
in the near future to blot out a most promising future. | say this without
fear of contradiction. There are no localities in my Zone which have not
heard the buzzing noise of the powered saw and the hammering noise of
the Carpenter during the construction work of Maori housing. In the
Whatatutu District where the well publicized Mangatu Inc. Blocks are
located, a house to house survey has been conducted. It covered a total
of over 20 houses and if the proposed move for the provision of suitable
and acceptable sites for loan purposes by the Mangatu Incorp.
Management Committee can be made, it is certain that there will be
something like 40 houses for erection during the current and following
financial years.

In the Matawai District, a survey has been undertaken. As yet no Maori
Housing has been started. | am not finding fault with the Department.
The Maori there with the exception of three to four families are of the
floating population type.”‘94

However, in the same year another Welfare officer's report cautioned that

applicants were finding it more difficult to acquire freehold sites, the perquisite for

1291Gtate Rental Housing. District Welfare Officer, to District Officer, Maori Affairs, December 7, 1953.
MA 1 30/5/6. Gisborne Rental Housing, 1949-1966. DV K, pp.41-42.

1292 State Rental Housing - Gisborne and Wairoa. District Officer, Gisborne, to Head Office, February 11,
1954°, MA 1 30/5/6. Gisborne Rental Housing, 1949-1966. DV K, p.43

1293 State Rental Housing: Gisborne and Wairoa. Secretary, Maori Affairs, to District Officer, Gisborne,
March 2, 1954°. MA 1 30/5/6. Gisborne Rental Housing, 1949-1966. DV K, p.44.

572



P———

N

obtaining a housing loan.’* With regard to State rental housing. The following

comment provides and interesting perspective:

There is one thing which | have observed and it has a great deal to
justify the qualification of a man to get a State Rental House - Salary Bar
£710. To my Maori mind it reads if you have too much money - no
house. If you have no money - no house. If it is a Policy matter, the
Policy should be changed. For all my talk, | am satisfied that the Maori
tenants have every reason to be grateful to the State Advances
Corporation for there allocation. 2%

In 1958 it was observed that Maori around the Gisborne area were building their

own homes through departmental assistance:

| understand from our Housing Section that twenty-five homes for this
period have been built and occupied in my zone, with quite a number still
under construction. Several are also almost ready for occupation.
Occupation inspection reports have been received from the Housing
Section and carried out as early as possible. Many of the new
householders are quite proud to be in occupation and it is pleasing to
see the interest they have shown in furnishing their homes and the very
evident keenness they have taken in adapting their homelife to the best
European standards. | heartily commend our Maori housing applicants
particularly those in the Mangapapa - Valley Road area who appear to
be having friendly rivalship with each other in making their homes and
surroundings the best in that district. | have noticed too that in almost
every new home, there is the inevitable vegetable garden, where the
kumara takes the limelight. Wives, too, have been busy with their flower
gardens and in such cases, if he has not already been, | have called
upon our horticulturist, Mr. Conway, to give his beneficial advice and
services to these garden lovers.'®’

However, in this year a sobering comment was made for the first time: the
requirements and provisions of the Town and Country Planning Act of 1953128
The National Government of the time was heavily pre-occupied with getting
every acre of land into productive agricultural use. The Town and Country
Planning Act reflected this philosophy as well as the prevalent notion that all

aspects of human behavior would be regulated for the good of society. One of

12%Maori Welfare Officer Division, Annual Report, Zone XIV, K. Te Hau, April 2, 1957° MA W2490
36/25/5. Welfare Officer's Report. Tairawhiti. DV J, pp.95-98.

1295 Maori Welfare Officer Division, Annual Report, Zone X1V,L.. Manuel November 4, 1956 - March 31,
1957°, MA W2490 36/25/5. Welfare Officer's Report. Tairawhiti. DV J, pp.99-103.

'2%Maori Welfare Division, K.TeHau, 1957. DV J, pp.95-98.

1297Maori Welfare Division, Annual Report. Zone XIV, R. D.Ria, December 31, 1958°, MA W2490
36/25/5. Welfare Officer's Report. Tairawhiti. DV J, pp.104-107.
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the key principles of the Act was the prevention of indiscriminate building and the
spread of housing over productive agricultural land. However good the intention
in the Act, it had a dampening effect on Maori housing development in Cook and
Waikohu Counties, even in areas where village settlements had long been
established. At Waituhi, for example, the Wi Pere Trust Estate's sub divisions for

1299 In

agricultural purposes could not be built on under the terms of the Act
1960 the Welfare Officer suggested that some of the terms of the Act be
modified to allow building on vacant sections in the various settlements.®® The
Act specified that all land had to be zoned into various categories and that use
had to comply to the category. Rural land could not be built upon without a
special variance, and issuance of a permit. In 1961, there was some evidence
emerging that some non Maori found it easier to get variances than Maori."*!
Another side effect of the Act in the late 1950s and 1960s was the direction of
house construction into already sub divided and appropriately zoned settlements.
Such was the case at Waihirere and Whatatutu, and especially at Te Karaka,
which developed at this time as an urban-zoned place. As well as houses being
built here by the Department of Maori Affairs, a number of State rental houses

were also available.'3%?

A big boost to home ownership came after the passage of the Family Benefit
Home Ownership Act.”®®® The positive impact of this Act was first noted in 1959,
when the Welfare Officer reported:

it again appears that our Maori people are now really ‘house conscious’
and are taking more advantages of the avenue available to them to
improve their housing conditions. The Family Benefit Capitalisation
Scheme has been a big factor in the increased number of applications
that have been lodged. Many applicants have taken the opportunity

2% ibid.,

129Maori Welfare Division, Annual Report. Zone XIV, R.D. Ria, December 31, 1959, MA W2490.
36/25/5. Welfare Officer's Report Tairawhiti. DV J, pp.108-112.

1390Naori Welfare Division, Annual Report, Zone X1V, R.D. Ria, December 31, 1960’ MA W2490
36/25/5. Welfare Officer's Report. Tairawhiti. DV J, pp.113-117.

3% “Maori Welfare Division, Annual Report, Zone X1V, R.D. Ria December 31, 1961°. MA W2490
36.25/5. Welfare Officer's Report. Tairawhiti. DV J, pp.121-126.

B2ibid.,

B3%ibid.,
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under this scheme to obtain ready finance principally to purchase a
section and to meet the difference in cost of larger homes and their loan
limits. In Gisborne City where sections are more costly than in rural
areas the capitalisation scheme has benefited those applications.
Previously many of them could not afford the high cost of sections,
neither could they save enough to ‘bridge the gap’. Again | have noticed
that the young couples with children have been early applicants for the
Family Capitalisation Scheme, and many from the country and outlying
districts have moved into the city to build and to enjoy the advantages of
employment, educational facilities that are more readily available. | am
told by our Housing Division that our overall quota for houses this year in
our district has been reached, the majority being in my zone. This can
be easily seen when journeying through the country districts to Tolaga
Bay and Te Karaka. In most cases particular care and attention have
been taken by the house owners in looking after their homes, setting out
their flower and vegetable gardens, laying down footpaths and erecting
suitable boundary fences. Some of the owners have appreciated the
valuable gardening hints given them by our horticulturist, Mr Conway.
During occupation inspection reports | have noticed the flair by
applicants to purchase new furniture. | have advised all of them to take
this course, if they were financially able to do so. However, if finances
did not allow this then they should purchase new furniture in stages,
concentrating on the immediate and necessary requirements. Many
have responded and only in very few cases have odd furniture been
taken into new homes, and only because they have no immediate
alternative.

Prefabricated homes have come into prominence and many applicants
have approached the Beazely and P.T.Y. agents for advice on these
type of buildings. In Gisborne City and Tolaga Bay | have noticed that
some applicants who had this type of building in view, have reverted to
Departmental type plans stating that they had more dependability in
piece by (Piece built homes rather than the prefabricated constructed
homes. %

At this time of optimism regarding housing, a more sombre note came from
studies from diet and nutrition. In 1961 in his annual report on ‘Maori Health’ it

was noted that many pregnant women were anaemic, and that this was passed

1305

onto their children. At the same time the observation was made that too

many Maori were obese or overweight, a matter arising from ‘A high

carbohydrate content plus frequent over-indulgence in alcohol’.'®%

A quick
review of diet revealed to be low in protein, high in fat and carbohydrate content,

and short in vegetables in the winter. Pre-school children were thought to be

13%Maori Welfare Officer, R.D.Ria, 1959 DV J, pp.108-112.

B%Medical Officer of Health, Gisborne, to Director-General of Health, July 14,1961. MA H 1 29/22.
Maori Committee. 1960-1961. DV K, p.153.

1% ibid.,,
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inadequately fed, and that pre-school children had poor breakfasts and
inadequate lunch. Overall, there was a shortage of iron in the diet.

Later in 1961 a nutritional survey was carried out around Te Karaka on 444
infants and children up to 14 years around Te Karaka."™ Amongst other things
this survey found a high rate of ear, skin and respiratory infections among the
children (79 percent), but it also identified a significant iron deficiency, anaemia
problems eSpecially among children between six months and two years of age.
Some of these were attributed to low levels of iron among mothers and some to
low levels of dietary iron. While there was no evidence of protein malnutrition,
milk intake among the children was considered low, and while eggs and fish
were eaten, they two were borderline. The report also stated that while most
children had some meat everyday, it was often just a share of the family stew,
and that pre-school children are very little meat. On the other hand large
amounts of home baked, white bread, and potatoes were eaten by children and
adults. Green vegetables, such as puha, cress, silver beet and cabbage were

widely used, and there was no evidence of any vitamin deficiency.

18.6 Reflections

In the early 1960s, although the provisions of the Town and Country Planning
Act of 1953 had proven troublesome, there was optimism that housing conditions
in Te Aitanga-a-Mahaki settlements improved enormously and were under
control. At this time many individuals and families were leaving the old rural
settlement, the papakainga, and either moving to Gisborne, or urban centres
beyond. In Gisborne and elsewhere State rental housing was available, so there
was a sense that the housing crisis, pertaining to Maori health and well being,

was soon going to be a thing of the past.

13%7Report on Investigation of Children at Ruatahuna and Te Karaka carried out with Wellington Hospital
Medical Research Team’, reported by Margret Neave, District Health Officer, Lower Hutt, H1 29/22 Maori
Committee, 1961-1964. DV K, pp.157-161
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However the health authorities were not so sure. In 1949, before the major post
World War 1l housing programs began around Gisborne, the travelling
Tuberculosis Officer for the Pukeora Sanitarium stated:

Small over crowded houses with poor ventilation, inadequate space per
person, especially in regard to sleeping accommodation and poor
facilities for personal cleanliness or isolation of the sick favored the
spread of infectious diseases, including tuberculosis. Many Maori
:uaoogses are vastly overcrowded, and the window space is inadequate.

Soon thereafter the Under-Secretary of Maori Affairs assured the Director,
Division of Tuberculosis, Department of Health:

| must agree that the inadequacy of Maori housing is one of the primary
causes of the spread of pulmonary tuberculosis, but | can assure you
that this Department is taking every possible step to combat the
incidence of the disease. Last year we built 340 houses and the target
for the immediate future is 800 per annum. The Departmental Building
Organization is being strengthened to ensure that this target can be
attained.

Prior to 1937 and the advent of Maori housing sponsored by the State,
there was little or no building done specially for Maoris. The Maoris
living in old homes which are said by Dr. Francis to by beyond repair are
being encouraged to apply for loans to build new homes, or if the old
places are worth repairing, to obtain finance to effect the necessary
renovations. 3%

Despite this assurance, the health care staff dealing with tuberculosis cases
around Gisborne felt that the problem of Maori housing was not being
approached seriously enough.™'® Amongst other factors, it was noted that the
new homes being provided were too small for large families, so that the over
crowding issue in relationship to the transmission of diseases, was not being
adequately addressed. Continued criticism of the Department of Maori Affairs
approach to housing led to a very detailed letter describing State policy regarding

Maori housing, and outlining procedures on how Maori could get housing

B398 Gisborne Herald, June 10, 1949. DV K, p.123.

3% ousing of Maori Tuberculosis Cases. Under-Secretary of Maori Affairs, to The Director, Division of
Tuberculosis, Department of Health, August 3, 1949. MA W2490 36/12 Part 2 Tuberculosis, 1947-51.
DV K, pp.125-126.

1% lanaging Secretary, Pukeora Sanatorium Committee, to Director-General of Health, September 9,
1949, MA W?2490 36/12 Part 2. Tuberculosis, 1947-51. DV K, pp.127-128.
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assistance.”"! Even this did not quiet the criticism. At the annual meeting of the
New Zealand Federation of Tuberculosis Associations in 1960 the Department of
Maori Affairs housing policy was again savagely criticised.''? Again the
Department responded:

This Department is doing its utmost to improve Maori housing. Every
effort is made to reduce Maori tuberculosis sufferers whose housing is
unsatisfactory to apply for State rental tenancies, or housing loans
through the State Advances Corporation or the Department of Maori
Affairs. Housing applications for tenancy or ownership from tubercular
Maori families are accorded special priority. In the most serious
classification of cases - dependent upon the degree of risk of infection
from existing housing conditions and the composition of the household -
the objective is to commence construction of a house within two months
from date of classification, and to have the house ready for occupation
within six months.

The continuance of and the proposed increase in our programme of
building houses for Maoris should have, among other good effects a
distinct bearing on the incidence of tuberculosis amongst Maoris.®'3

This ongoing debate concerning the relationship of tuberculosis and housing will
be examined again in the next chapter. However, it should be pointed out that
by 1960, tuberculosis had begun to decline dramatically among Maori."®'* In the
1940s tuberculosis had contributed almost 25 percent of the death rate, but in
the late 1940s and into the 1950s, almost 50 percent of the total decline in Maori
death cases came from a decline in the incidence of tuberculosis. Pool stresses
that the most rapid period of Maori tuberculosis mortality decline occurred before
the introduction of specific antibiotics and chemotherapeutics.”'® He argues that
the period 1938-1951 especially, was one of the few periods in which health
policy in New Zealand was innovative rather than reactive, and in which health
policy was seated in a context of wide reaching social legislation. Health

authorities not only sought out tuberculosis sufferers, especially among Maori but

BUnder-Secretary of Maori Affairs, to Miss F. Morton Low, the the Honourable. Secretary, The N.Z.
Federation of Tuberculosis Associations (Inc), January 14, 1952°. MA W2490 36/12, Part 2, Tuberculosis,
1947-1951. DV K, pp.130-133.

BR2Dominion, September 15, 1960. DV K, p.134.

1313Actimg Secretary, Department of Maori Affairs, to The Minister of Maori Affairs, September 30, 1960,
MA W2490 36/12. Part 5. Tuberculosis, 1958-1961. DV K, pp.135-136.

B¥pool, 1991, p.147.

Bibid.,p.149.
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the government also provided the means for them to be adequately housed, and

their families to have reasonable incomes.'®'®

18.7 But Has Anything Changed?

After the 1960s Maori housing in rural areas seems to have been regarded as a
minor issue until the late 1980s. Through this period, which saw the rapid
urbanization of the Maori population, all attention was directed toward the
provision of housing for Maori in urban centres. After 1968 there seems to have
been very little land available for housing in Waikohu County, or at Waituhi and
Waihirere, and very little new housing seems to have been built, although
additions and renovations weremade.'*'” Te Karaka was the only place to have
State rental homes constructed and in the mid-1980s much of the existing
housing was again considered to be substandard.3'®

In 1983 the National Housing Commission's ‘Five Yearly Report’ included a
section on rural housing which highlighted a number of problemsz planning
restrictions; high levels of unemployment; a low local authority rating base;
substandard and overcrowded housing; and the effects of multiple ownership of
Maori land on security, in the context of housing finance.'®'® By 1988 rural Maori
housing had emerged again as a big housing issue. The National Housing
Commission reported that there was a specific Maori rural housing crisis due to
decades of neglect by housing authorities coupled with a return of Maori families
to turangawaewae.’®®® Overall, the report documented a decline in Maori home
ownership and the high dependence of Maori on the public sector for rentals and
housing loans. Of the national total of households estimated to be in serious

housing need in 1988, a total of 51 percent were Maori. Rural Maori in Tairawhiti

31ibid.,p.151.

*17Submissions Presented on Behalf of the Puha - Te Karaka - Rangatira Maori Committee, T.G. Woods,

Eligtrict Solicitor, Maori Affairs Department, Gisborne, Waikohu County Review Scheme, 1985, p.5.
ibid., p.6.

3Davey, Judith A. and Kearns, Robin A, ‘Special Needs versus the 'Level Playing-field": Recent

Developments in Housing Policy for Indigenous People in New Zealand’, Journal of Rural Studies, 10,

1994, p.76.

3 9bid.,p.76.
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were identified as having a serious housing issue, resulting from the virtual
absence of investment in housing for over 30 years, compounded by the return

1321

of Maori from the cities. To address these issues in 1985 the Puha-Te

Karaka-Rangatira Maori Committee suggested three possibilities, all of which

were particularly Maori in focus: "%

1. give recognition to the whanau as an important unit in Maori
society and to give whanau collective responsibility for the
development of housing for its members.

2. provide individuals with a way to build on their land without
recourse to partition;

3. provide Marae based housing.

One of the key issues was that of how to build houses on multiply owned land.
The Housing Corporation of New Zealand developed a new lending policy using
the house as security instead of land in the early 1980s, but in 1985 it took a
further step when it established the Papakainga Housing Scheme.'®* Under this
scheme, the Maori Land Court granted a family, or several families an
occupation license to build on part of large block of land without going through a
subdivision process. The loan is secured against the house not the land, and
houses can be willed or sold within whanau or hapu. However, house built under
the scheme had to meet local authority planning requirements. However since
1990 government policy has changed again. The New Zealand welfare state
tradition, from the late 1930s provided housing for disadvantaged and low
income groups. More recently, since the 1980s, there was special attention
directed to those groups most likely to encounter discrimination in the housing
market. Underlying this welfare orientation was the concept that equity entailed
fairness or justice in the distribution of resources that contributed to life choices.
But since 1993 government has virtually removed itself from the housing arena,

with a ‘more market’ oriented approach being introduced.

13205y
ibid.,p.76.

13228ubmission Presented on Behalf of the Puha - Te Karaka - Rangatira Maori Committee, 1985, pp. 8-9.

BBDavey and Kearns, 1994, p.77.
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18.8 Summary

Poor housing and sanitation, and inadequate nutrition are the resuit of poverty.
This is as true today as it was in 1950, or for that matter, in 1900. In the early
part of the twentieth century Maori sanitation problems were addressed through
community - oriented programmes which fried to get communities to improve
their own environmental sanitation and personal hygiene. The legislative
framework in which this was contextualised included the Public Health Act of
1900, which set up the office of Health Officer to the Maori in the new
Department of Public Health, and the Maori Councils Act of 1900, which brought
health promotion, sanitary inspection and other activities under Maori District
Council control. After this burst of activity, less attention was given to a
community based attack on Maori environmental health conditions, until the
Health Act of 1920 established the Division of Maori Hygiene.

But all of this was an uphill battle against the social and economic disadvantages
which continued to be the major determinant of poor living conditions for Maori.
By the late 1920s housing had emerged as the biggest single concern for health
authorities and government. In 1935 the Native Housing Act created the
legislative framework for attacking the Maori housing problem, but it was not until
after World War Il that housing became the centre of focus. However, in the long
term it is questionable that the apparent success of the housing programmes of
the 1950s and 1960s had a lasting impact: in 1988 just over half of households in
serious housing need were Maori. Another housing crisis, with both urban and
rural dimensions, faces the poor of New Zealand, among whom are numbered

many Te Aitanga-a-Mahaki.
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CHAPTER 19 THE DISEASES of POVERTY

19.1 Introduction

In this chapter a number of the dimensions involved in Te Aitanga-a-Mahaki
health are examined. At the outset it must be acknowledged that in the late
eighteenth century and well into the nineteenth century Maori were an

‘immunologically virgin' population,'?*

in relationship to the invasion of New
Zealand by diseases following European contact. With contact, a population
decline most definitely occurred, above all as a result of a sudden increase in
mortality from introduced diseases. But by the end of the nineteenth century
Maori were increasingly gaining immunity from the common ailments and were
slowly moving towards some degree of bio-medical, equilibrium. A not
insignificant cause was the fact that their epidemiologic experience converged
more and more with that of pakeha. Moreover, once the combined Maori and
pakeha population size exceeded about 500,000, there was a sufficiently large

population pool for some diseases to become endemic.’®®

Thus epidemics
would have become more frequent, more localised, and more forced on those

persons previously unexposed to risks, infants and young children.

Not only were Maori an immunologically inexperience population, but because
they were poorer than most Pakeha by the late nineteenth century, their
environmental conditions (housing, sanitation, nutrition) were inferior, thus
creating conditions in which communicable diseases were more virulent. In this
context the appearance and persistence of a range of communicable diseases
can be viewed as both a consequence and an indicator of a low standard of
living. Maori suffered from a high level of mortality, including infant mortality, and

ill health, chiefly as a result of a set of communicable disease, estimated to have

1324 pool, Tan,. Te Iwi Maori. A New Zealand Population Past, Present and Projected Auckland: Auckland
University Press, 1991, p.46
1% ibid.,p.63.
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caused 78 per cent of Maori illness in the 1850s.3%® At this time Maori were still
in the early stage of their epidemiological transition (the transition from where
mortality is dominated by communicable diseases to where mortality is
dominated by non-communicable diseases). Even as recently as 1945
communicable diseases caused more than 50 percent of Maori deaths,
compared to only 12-13 percent of Pakeha deaths,'®?” but thereafter declined
dramatically (Table 1V.3.1). Any analysis of Te Aitanga-a-Mahaki health from the
middle of the nineteenth century to the middle of the twentieth century basically
involved a consideration of the details and underlying causes of this transition.

The first section of the chapter deals with Te Aitanga-a-Mahaki, population size
and growth over this period. This is done to provide a bench mark against which
to measure health and well being. This is followed by a section that documents
Te Aitanga-a-Mahaki's experience with communicable diseases up to about
1960. The last section of the chapter examines health access issues between
1900, when Maori health became of concern to the government, and about 1966,

when the epidemiological transition was essentially completed.

19.2 Population Size and Growth

It was pointed out in an earlier chapter (Part Il.Chapter 3.4) that the population of
Turanganui-a-Kiwa fell precipitately before 1866 (Table 72). The information for
the period is incomplete, but during the 1840s the total Maori population of the
East Coast was probably between 16,000 to 18,000, based upon Leonard
William's guess that earlier in the century it had been about 26,000.7?® By 1848
the total of the early 1840s may have declined to about 12,000, '**° and by 1858

it was estimated that there were only 6,800 Maori living between Poverty Bay

B2%ibid., p.83
1327 ».

ibid., p.117.
P2 Williams, W.L. East Coast (NZ) Historical Records, Poverty Bay Herald. N.d. (1932), p.3.
¥Sanderson, K.M. ‘Maori Christianity on the Wast Coast 1840-1870°, New Zealand Journal of History,
17, 1983, p.174
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and Hicks Bay."®® For the iwi living around Turanganui-a-Kiwa (the area that
was to become Cook, and Waikohu Counties, and Gisborne) an estimated
population of between 5,000 and 7,000 is reasonable for the 1840, based upon
the estimated decline over this period for the entire East Coast. Earlier in the
century there may have been as many as 10,000 people living in the area.
Donald McLean estimated a population of 2,500 for the iwi of Turanga (there is
no separate information on Te Aitanga-a-Mahaki) in 1851,**" in 1861 Wardell
gave it as 1,500,"**? and in 1866 Williams reckoned it to be ‘about 1,000°."%%

Population data was collected on an iwi and hapu basis in 1874, 1878, and
1881.13%*  The figures for Te Aitanga-a-Mahaki, Rongowhakaata, Ngai
Tamanuhiri, plus the hapu of Te Aitanga-a-Hauiti living at Kaiti, Whangara, and
Pakarae, the area of Cook County after 1890, are depicted on Table 73. These
totals should not be regarded as accurate as they were essentially informed
estimates. But the overall totals, as well as those for Te Aitanga-a-Mahaki, do
indicate that by 1881 population size was no longer decreasing. Some of the
increase among Te Aitanga-a-Mahaki was related to the return of people who
had been imprisoned elsewhere, or who had been with Te Kooti. In 1881 Te
Aitanga-a-Mahaki made up 39 percent of the Maori population of the area, an

increase from 21 percent in 1874.

After the 1881 Census Maori population data was enumerated by county. In
1886 Cook County extended from Tiniroto to Hicks Bay, and it is difficult to even
estimate the population of Turanganui-a-Kiwa. However, in 1890 Waiapu
County was established. After this the area inhabited by the iwi of Turanganui-a-

Kiwa, plus the hapu of Te Aitanga-a-Hauiti living south of Pakarae, more or less

1330w ardell H.S., Resident Magistrate, to Native Secretary, September 20, 1861, AJHR, E-7, 1862, p.30.

DV. A, p.111.

B'McLean D., to Governor Grey., February 20, 1851, British Parliamentary Papers, Vol.9, 1852-1855, p.1.
DV. A, p.1.

332Wardell H.S., Resident Magistrate, to Native Secretary, September 20, 1861, AJHR, E-7, 1862, p.30.
DV. A, p.111.

PBwilliams, n.d.,p.49
1334 Approximate Census of The Maori Population, AJHR, G-7, 1874, p.10. DV A, p.120. ‘Census of the
Maori Population, 1881, AJHR, G-3, 1881, p.22. DV L, p.7.
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coincided with Cook County, which had a Maori population of 1,328 in 1891'3%
(Table 72). This population grew rapidly to 1901,"** but had declined slightly by
1906.1%% By the 1911 Census, Waikohu County had been established. As the
Maori population of Waikohu County was predominantly Te Aitanga-a-Mahaki
through this period, insight can be gained into population growth rates for the iwi
between 1911 and 1956, the last census year before considerable migration
began (Table 74). The intercensus variation in growth rates through this period
is great, reflecting partially the fact that the Maori census was still an imperfect
enumeration.’**® However, the average rate between 1911 and 1922 was about
a half percent per year, a rate that went up to over one percent between 1922
and 1936. Over the next 20 years, despite a lower rate between 1945 and 1951,

the average annual rate of increase was 4.2 percent.

These figures, while differing slightly in detail, are not out of line with the
accepted average annual growth rates for the overall Maori population between
1901-1986.133° Before 1926 average annual rates for Maori as a whole varied
around one percent, increased to between 2.1 percent and 2.6 percent up to
1945, to 2.7 percent between 1945 and 1951, and to 3.5 percent, to 1956.

Te Aitanga-a-Mahaki population, based on Waikohu County data showed
considerable fluctuation in growth rates up to 1921-1922, increased though with
some variation up to 1936, and then went into a period of high growth thereafter.
Given the nature of the census, the average rate of 5.5 percent per year between
1936 and 1945 may be as much a fact of under enumeration in 1936, as
anything else, but after 1945 the average annual rate was just over three
percent. Basically, while the decades that spanned the two World Wars did not
see rapid growth, the demographic future of Te Aitanga-a-Mahaki was certainly
established in this period.

1333Census of the Maori Population, 18917, AJHR, G-2 1891, p.10. DV L, p.16.

1336Census of Maori Population, 1896, AJHR, H-13B, p.13. DV L, p.21. Census of Maori Population,
1901, AJHR, H-26B, p.21. DV L, p.26.

¥ Census of Maori Population, 1906, AJHR, H-26A,P31. DV L, p34.

13383ee Pool, 1991, p.106 for a summary of characteristics of Maori census data.
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Table 71 Epidemiological Transition: Distribution of Causes of Death

Communicable Diseases Non-Communicable Diseases
(Percent)

1936 Male 56 44

Female 59 41

1945 Male 65 46

Female 55 45

1956 Male 32 68

Female 32 68

1976 Male 16 84

Female 16 84
Source: Pool Ian,. Te Iwi Maori. 4 New Zealand Population Past, Present and Projected,

Auckland: Auckland University Press, 1991, p.117.

*ibid.,p.110.
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Table 72

Date

1840
1841
1861
1866
1874
1878
1881
1891
1896
1901
1906
1911
1917
1921-22
1926
1936
1945
1951
1956
1961

1.Cook County and constituted after Waiapu County established in 1890.

Maori Population Size and Growth 1800-1961

Cook County !

5-7,000
2,000
1,500
1,000

988
1,156
1,207
1,328
1,404
1,303
1,756
1,424
1,299
1,225

940
1,390
1,468
2,001
2,424
2,488

Waikohu County 2

2. Waikohu County was established in 1908.

549
443
578
626
687
1,028
1,092
1,397
1,382

Gisborne *

359
264
873
1,112
1,712
2,937

3.Before 1926 the Maori population of Gisborne was enumerated with that of Cook County.

Source:

The sources are discussed in the next text.
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Table 73

Iwi Population in Turanganui a Kiwa 1874, 1878, 1881

1874' 1878 1881°

Te Aitanga-a-Mahaki 217 298 477
Rongowhakaata . 415 390 368
Ngai Tamanuhiri 175 238 218
Te Aitanga-a-Hauiti* 181 230 144
Total 988 1156 1207

Source:

Approximate Census of the Maori Population, AJHR, G-7,1874 pp.10-11.

Census of the Maori Population, AJHR, 1878 G-2, p. 22.
Census of the Maori Population, AJHR, G-3, 1881 pp. 21-22.

Excludes hapu residing north of Pakarae — Whangara.
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Pool has pointed out that for Maori generally, the driving force for the strong
growth rate was the maintenance of consistently high birth rates and fertility.'>*
However, he also points out that growth rates accelerated up to 1945, because
of the gradual decline in mortality. After 1945, high birth rates continued, but
mortality declined precipitously. Even the crude death rates reflect this: by 1956
they had dropped to nearly half of their 1945 level and by 1966 to one-third of
their 1945 level.”™" Te Aitanga-a-Mahaki population growth rates suggest that
up to 1936 Te Aitanga-a-Mahaki suffered from both epidemic and chronic health
problems, but that after 1936 matters began to improve, and that after 1945

improvement was rapid, as the mortality transition was completed.

19.3 The Experience with Communicable Disease

Before the arrival of Europeans, given the isolation of New Zealand the Maori
population was relatively free from the well-known infectious diseases, such as
measles or influenza, but was probably exposed to pneumonia and other
respiratory viruses or bacteria.”®*? As occurred elsewhere in the Pacific, some
chronic disorders, such as the great killer tuberculosis, were almost certainly
introduced later by Europeans, while there is no evidence to support the
prehistoric existence in New Zealand of leprosy. It has been argued, however,
that Maori were subject to degenerative diseases, such as stomach and
intestinal tumors, which can be explained by diet, namely the high levels of

bracken fern consumption.'343

The invasion of New Zealand by diseases against which Maori probably had no
immunity can be inferred from what are highly subjective qualitative data, but it is
known that by 1840 Maori populations in various parts of New Zealand had been

impacted by dysentery, tuberculosis, venereal disease, measles, influenza, and

40bid.,p.110.
B4 bid., pp.142-143.
P42 ibid.,p.35
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whooping cough.”®**  Undoubtedly, each newly arrived ship brought its own
cargo of viruses, bacteria, and other pathogens flourishing in the squalid ports
from which it had sailed, but accepted as a component of the bio-medical norm
by Europeans of that era. Indeed, at first it seems surprising that the exposure of
the immunologically virgin Maori population to the new disease did not have an
even greater effect. Perhaps, as Pool suggests, distance, the ‘six months in a
leaky boat’ of the popular song of the 1980s, gave Maori a modes advantage:
sickly crew or passengers often would have died before their ship reached New
Zealand."®® The real explanation probably lies in the main in the fact that the
Maori population was dispersed and had a low density. European contact was
mainly restricted to ports and other coastal areas, in some of which, as in the
regions of the South Island where sealing was carried out, there were few Maori.
Furthermore much of the population lived in areas, such as the East Coast,
where contact was usually indirect in the early nineteenth century. Basically,
prior to 1840, the necessary pre-conditions for the rapid transmission of disease
throughout the entire population just did not exist. But the Treaty of Waitangi
was to open the way for the rapid inflow of Pakeha population and thus
inadvertently to set up the mechanisms for the widespread exposure of Maori to
imported diseases. New Zealand before 1840 seems to have suffered from
periodic intense epidemics in certain regions, but not across the entire land. Itis
worth stressing that in contrast to other parts of Polynesia, there is no record of
any of the great apocalyptic diseases such as yellow fever, bubonic, plague,
cholera, malaria, typhus, and most significantly, smallpox, striking New Zealand

in any demographically significant way.

After European contact there was also most probably a fertility decline. This

could have come from three sources: some psychological factor, which caused

1343 Sutton, D.G. ‘Maori Demographic Change, 1769-1840: The Inner Workshops of a 'Picturesque but
[Hogical Smile', Journal of the Polynesian Society, 95, 1986, pp.291-339

3% pool, 1991,p.45

1345 ibid., p.46
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Table 74 Average Annual Population Growth Rates 1911-1956

Period
1911-1917

1917-1921-1922
1922-1926
1926-1936
1936-1945
1945-1951
1951-1956

Source:

Percent
-3.1}
} 0.53
6.0}
2.0}
} 1.35
0.7}
5.5
1.0
5.6

Maori population data for Waikohu County from the Census of New Zealand.
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Maori to give up the will to pfocreate; a decline in nutrition; or the introduction of
venereal diseases, especially gonorrhea.’®® The first of these hypotheses has
been fairly well tested and rejected. The second runs contrary to evidence
pointing to improved nutrition in the early nineteenth century, in terms of both
calories and proteins, resulting from the introduction of pigs, other livestock,

potatoes and other higher yielding crops,'’

although, this situation changed
drastically after 1860. It is the introduction of venereal diseases that must
explain much of this fertility decline. These diseases were introduced right from
the time of Cook’s first voyage, and newly introduced to an immunologically
virgin population, they were far more virulent than in the case of a population that

had been exposed to them for a prolonged period.

Internal migrétion also produced some dramatic redistribution of population
between 1800 and 1840."**® The unequal possession of muskets seems to have
been a key determinant of this upsurge of mobility, which far exceeded mobility
in previous periods. Until the rapid urbanisation after World War Il it may have
been more important proportionally than subsequent inter-regional movement.
From a health/mortality perspective the large-scale movements of the early
nineteenth century severely disrupted economic life, especially food production,
creating conditions in which the new diseases could operate, as well as assisting

in their diffusion.

During the period before 1840 there is no evidence available to enumerate the
occurrence of the new disease in Turanga. However, during the 1820s and
1830s there were a set of intrusions; the Nga Puhi and Whakatohea did not only
bring warfare, but the new pathogens as well. Certainly too, by the early 1830s,
the establishment of shore based European traders gave the new diseases
another point of entry. After 1839 the missionary account began to document

the inroads of a variety of diseases. William Williams noted the severity of

P4ibid., p.49.
B47Sutton, 1986, pp.320-324
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influenza in Poverty Bay in 1839, and he attributed great mortality to outbreaks of
influenza, whooping cough, and typhoid during the 1840s."**® Significantly, he
also noted that tuberculosis, or as he called it ‘consumption’, was making ‘fearful
inroads’. There is much evidence to suggest that some of the introduced
diseases, such as tuberculosis had become endemic in the Turanga Maori
population by this time, but epidemics, measles in 1854 and influenza and

typhoid in 1860-1861, also caused great mortality. ">

It has already been pointed out that between 1840 and 1866 the population of
Turanga may have declined by as much as seven or eight times to around about
1,000. Up to this point very little land had been purchased by Pakeha from Te
Aitanga-a-Mahaki, and there were very few Pakeha resident in Tauranga. So
the experience of the Turanga area, and of the whanau of Te Aitanga-a-Mahaki,
runs somewhat contrary to the arguments of Sorrenson and Pool, with regard to

population decline.’®"

The basic argument is that through complex mechanisms, war, land confiscation
and purchase limited access of Maori communities to agricultural resources,
adversely affecting the relationship between nutrition, health and population.
The influx of colonists from the ‘fetid cities’ of Europe was the genesis of both
wars and land purchases, and subjected Maori to ever increasing risks of
exposure to diseases against which they had no immunity. In Turanga, however, .
the malnutrition-infection cycle that this created, seems to have begun before
land confiscation and sales, and the rapid increase in Pakeha population. In
fact, during the period of greatest land transactions, when the Native Land Court,

was operating furiously, and when Pakeha settlers, were pouring into the area,

138Urlich, Dorothy, ‘Maori Population and Migration 1800-1840°, M.A. thesis. Geography. University of
Auckland, 1969.

PWilliams,n.d.,p.49.

13300liver and Thomson, 1971, p.52.

135130renson, M.P.K. ‘Land Purchase Methods and the Effect on Maori Population, 1865-1901°, Journal of
the Polynesian Society, 65, 1956, pp.183-199; Pool, 1991, pp.61-63.
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Te Aitanga-a-Mahaki population stabilised, and may have begun to slowly

grow 1352

This suggests that by the 1870s, Te Aitanga-a-Mahaki were increasingly gaining
immunity from the common ailments or were slowly moving towards some
degree of bio-medical equilibrium. By this time the diseases impacting Te
Aitanga-a-Mahaki can be divided into two major categories, those that were
‘epidemic’ and ‘acute’ in nature, and those that were ‘chronic’. Epidemic
mortality resulted from the imports of influenza, and the so-called ‘child-hood’
viral disorders, such as measles, mumps, and whooping cough. The intestinal
diseases, ‘enteric fever, typhoid, dysentery, diarrhea, also continued to be
significant in Turanga after the first noted typhoid epidemic in 1860-1861. But Te
Aitanga-a-Mahaki also suffered from the onslaught of non-epidemic mortality;
notably from the acute and chronic respiratory disorders, such as bronchitis,

asthma, and especially tuberculosis.

There is ample evidence from the 1870s, 1880s, and 1890s, to document the
outbreaks of epidemics among Te Aitanga-a-Mahaki, as well as to assess the
incidence of chronic diseases. Much of the evidence is very general, not
specifying locations other than the ‘Gisborne area’, or Cook County, but a picture
of infection does emerge. Further, while the chronic respiratory diseases are
noted by the sources (usually the Resident Magistrate in Gisborne), much more
attention is devoted to epidemics, perhaps because Gisborne was particularly
susceptible to intestinal diseases because of its poor water supply and sewerage

problems. An editorial in “The Poverty Bay Independent’ in 1885 highlights this:

The return of the annual ‘fever season’ has again been made the
occasion for bringing forth the usual amount of empty vapouring, and
airing obsolete medical sours and sanitary quackery, to again, as hither
to fore, when the cause of claim passes away, revert back and subscribe
into the old state of apathy and indifference. Whilst disagreeing with
those who would make us believe, more by innuendo than by direct
evidence, that typhoid fever is rapidly becoming more prevalent each

132 This runs contrary to the experiences of the Maori population at large, which continued to decline until
the 1890s, at which time it slowly began to increase.
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succeeding year, were are entirely in accord with those who are moving
in the direction of enforcing wholesome and useful sanitary laws... It
cannot be doubted but that ate the root of this question lies the matter of
water supply.*®

Water and sewerage issues long continued to plague Gisborne, which in the
early twentieth century was acknowledged as having the highest proportion of
deaths from ‘typhoid and other zygotic diseases’ in New Zealand.'®* Little
wonder that epidemics, especially of an intestinal nature, were to the forefront
among the Maori as well as the Pakeha population.

The reports of the Resident Magistrate tell us that during the 1870s there were
no serious epidemics among Maori around Gisborne, although that of 1878
made the very astute observation that ‘the principal causes of death (were) from
bronchial infections, consumption, and natural decay’.’®*® However, the decades

of the 1880s and 1880s saw a number of outbreaks. In 1881 Porter reported:

The general health of the tribes has been fairly even, free from any
remarkable epidemics, excepting last year, when low fever spread
among the tribes residing near Europeans in Poverty Bay...by which a
number of all ages were carried off, chiefly owing to their ignorance of
the proper initiative measures for such disease, those adopted by them
having the tendency to Kill rather than cure — the immersion of the
patient in cold water in cases of fever, as in many other diseases.'**®

In 1887, the Resident Magistrate, J.M. Booth reported:

There has been a great deal of fever of a typhoid type.... any many
cases have proved fatal -—. It is now abating, and it is hoped that it will
die out during the winter months.***

Again, in 1892 Booth reported:

1353 poverty Bay Independent, April 11, 1885. DV K, p.66.

1334 Annual Report of the District Health Officer, Hawke's Bay, AJHR, H-31, 1903, p.33. DV L, p.133.
'355Porter, T.W., Resident Magistrate, to Under-Secretary, Native Department, May 30, 1878: AJHR, G-2,
1878, p.2. DV A, p.142.

13%porter, T.W., Resident Magistrate, to Under-Secretary, Native Department, April 22, 1881, AJHR, G-3,
1881, p.6. DV A, p.1147.
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Under these conditions the dwellings above described become hotbeds
of typhoid fever, influenza etc.

| am sorry to say that the past year has been very fatal to a great
number of old people and young children.'**®

In this report accompanying the 1896 census Booth wrote:

Since the census was taken in 1891 we have had two epidemics, one of
typhoid fever, and one of influenza, which were fatal to a very large
number of Natives, the majority being youths and children.’**®

The periodicity of disease episodes was governed remarkably by their spread
elsewhere in the South Pacific, or because they were part of a pandemic. The
influenza appearing around Gisborne in the early 1890s was part of worldwide
outbreak, and the 1881 ‘low fever' reported by Porter was probably part of a
nationwide epidemic of whooping cough, which crossed and re-crossed New
Zealand in the late 1870s and early 1880s."*®° However, the intestinal diseases,
such as typhoid and the ubiquitous ‘enteric fever’, while frequent and fatal had
become quite localised by the late nineteenth century. Strikingly, although they
are noted, the chronic respiratory disease, especially tuberculosis, which was
later identified as the ‘white scourge’ of the Maori population, were not
considered to be the one significantly fatal to Maori, as they were later. The
awareness of the fatal role of tuberculosis began to change at the beginning of
the twentieth century when better scientific medical information began to be
completed on Maori. Dr. Maui Pomare, the first Maori Health Officer compile
statistics on disease rates among Maori, and compared them to Pakeha

rates.’®®

He found that the tuberculosis rate among Maori was 2.46 per 1,000
compared to 0.7 per 1,000 for Pakeha, and that other respiratory diseases,

especially bronchitis, were responsible for nearly all reported sickness. The

357Booth, J.M., Resident Magistrate, to Under-Secretary, Native Department, April 22, 1881, AJHR, G-A,
1887, p.13

138 60th, J.M., Resident Magistrate, to Under-Secretary, Native Department, July 11, 1892, AJHR, G-3,
1892, p.8. DV A, p.180.

1398 00th, J.M., Resident Magistrate, to Department of Justice, May 5, 1896, AJHR, H-13B, 1896, p.5. DV
L, p.18.

B%pool, 1991, p.84.
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epidemic diseases, such as whooping cough and measles, had higher rates
among Maori, as did typhoid, but other acute intestinal diseases, such as .
diarrhea were also important. This growing awareness at the national level of
the prevalence of chronic respiratory diseases can be seen frickling down into
the consciousness of local officials. In 1906, for example, it was noted that
‘consumption, cough, colds, and bronchitis' were the principal ailments of the

Maori,"? and in 1911 that astima and pulmonary diseases still clung to

them’ 1363

However, thereafter, other than a cursory mention of tuberculosis in 1918,'%4
epidemic and acute respiratory diseases attract most of the health officers
attention until the late 1920s.

Typhoid broke out in several settlements in the summer of 1910-1911, and
enteric fever was widespread. Charles Ferris, Jnr., the Census Sub enumerator
for Cook County stated:

The cause of this was, in my opinion, the extraordinary long dry season.
The water courses, creeks, wells and tanks got infected and
contaminated with insects, flies and vermin, the Maori houses and
grounds being fairly clean. The original cause of the outbreak could not
have originated except by the causes referred to. The fever having once
broken out, the mischief began. Contagion followed, owing to the Maori
people not knowing the danger and secrets of guarding and combating
against it."**®

In the typhoid epidemic of 1910-1911 Nurse A. Hei died while nursing her

1366

brother in Gisborne, and at the annual conference of Hospital Boards, Mr

Gray representing Gisborne stated:

13615tatistics of Disease Among the Maoris, compiled by Dr. Maui Pomare. AJHR, H-31, 1909, pp.36-38.
DV L, pp.150-152.

132Census of the Maori Population. Cook and Waiapu Counties. AJTHR, H-26A, 1906, p.13. DV L, p.31.
¥ Census of the Maori Population. Waiapu, Cook, Waikohu, and Wairoa Counties. AJHR, H-14A, 1911,
p.10. DV L, p.37.

1¥84Sanitary Condition of the Maoris. Report of the Chief Health Officer. Department of Public Health,
1918. AJHR, H-31, 1918, p.5. DV L, p.171.

¥85Co0k County. Sub- Enumerator. C. Ferris, IJnr. Census of the Maori Population, 1911, AJHR, H-14A,
1911, p.12. DV L, p.38.

B%Dr. A.P. Coker, Gisborne to Under-Secretary, Native Department, September 3, 1910, MA 1 1910/3921.
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The difficulty was to get the Maori to pay any regard to sanitation and
there appeared to be no power to compel him to exercise proper sanitary
precautions. It was most important for the health of the European
community, as well of the Natives themselves, that something should be
done in the matter...."*®"

Typhoid again was a problem in 1914 when in the area around Te Karaka had
16 cases, % but there was not another epidemic until 1918, when the area was
struck by the influenza pandemic, the century’'s worse. Unfortunately there are
no detailed records for the impact of the pandemic in November and December
upon Te Aitanga-a-Mahaki, and even a reading of Poverty Bay Herald from
October 1918 to February 1919, gives only a very partial picture of the progress
of the Pandemic.”®®® In his book, Black November: The 1918 Influenza
Pandemic in New Zealand (Wellington: Allen and Unwin 1988), the historian
G.W. Rice, who combed every available data source, demonstrates rather
conclusively that Maori death rates may have been over 40 per 1,000, perhaps
ten times that of Pakeha, and among the highest in the World. However, the
pandemic is known to have impacted Maori differently from place to place, and

this certainly seems to have been the case around Gisborne.

Poverty Bay Herald begins to mention the influenza epidemic on October 9, but it

is only on November 4 that it acknowledges that it had arrived in Gisborne.'®"°

Schools began to close, and by November 13, there were 118 influenza cases in

hospital. Several had been fatal.’®""

On November 14 the Mayor held a public
meeting in the town to deal with the epidemic.’®? |t is notable that Captain W.

Pitt of Te Aitanga-a-Mahaki attended, but there is no mention of other Maori at

P87 Conference of Hospital Boards. Health of the Native Race, AJHR, H-31, 1911 p182. DV L, p.158.

%83 anitary Condition of the Maoris. Report of the Chief Health Officer, Department of Public Health,
1915°, AJHR, H-31, 1915, p.27. DV L, p.169.

13%gee also ‘Influenza Pandemic-Report on the Epidemic in New Zealand, by Dr. R.H. Makgill, District
Health Office, Auckland, Appendix A., AJHR, H-31, 1919, pp.23-40. DV L, pp.173-190. This is a very
general account of the Pandemic and gives details on Gisborne, let alone the Maori population of the area.
On p.30 there is a brief comment on ‘Mortaity among Natives’, which lists the New Zealand-wide Maori
mortality rates as 226/10,000, nearly five times that of the Pakeha population.

130 poverty Bay Herald, November 4, 1918

BT poverty Bay Herald, November 13, 1918

1372 Poverty Bay Herald, November 15, 1918
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this point. By November 16, Waikohu County is noted as having numerous
cases at Motu, three serious cases at Matawai, a number of serious cases in the
Kanakanaia area, although the rest of the county seemed to be free of the
disease.”®”® On November 18, fifteen committees were established in Waikohu
County to visit homes and identify influenza victims."*™* The first mention of
influenza among Maori came on November 21, when there is a report on a
committee appointed at Manutuke to inquire into conditions, and to ensure the
Health Department regulations prohibiting tangi and hui were enforced.’®”® The
Maori Sanitary Inspector for the area, Charles Ferris Jnr, finally visited a number
of Te Aitanga-a-Mahaki settlements on November 22. He found no evidence of
influenza at Waerenga-a-Hika (Waihirere), or at the Takitimu and Rongopai
Marae at Waituhi."®® However, on November 25, when a shearing gang from
Waimana were shearing in the Otoko area, the newspaper reported that the

situation was acute among Maori:

Constable Doyle visited Otoko on Saturday, and found a deplorable
state of affairs among the Natives. The epidemic had been in evidence
some eight or nine days, according to the Natives, some of whom were
in serious condition. One woman, who had given birth to a child the
previous night was withering on the ground in agony."””

Influenza had been severe in Waimana when the gang departed, and they had
brought it with them. By November 25, an old man and two young men had
died, and at that point 15 of the worst cases were sent on a special train to
Gisborne to be hospitalised. Four more cases were sent in to hospital the next
day, one of whom died. By now influenza had gained a hold around Motu as
well, and eight severe Maori cases were dispatched to hospital in Gisborne. On
November 26 the remaining members of the shearing gang at Otoko were sent

home to Waimana by the Sanitary Inspector. At this point it appeared that few

13 Poverty Bay Herald, November 16,1918
1™ poverty Bay Herald, November 18 1918
175 poverty Bay Herald, November 21, 1918
13%poverty Bay Herald, November 23, 1918
77 poverty Bay Herald, November 25, 1918
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Te Aitanga-a-Mahaki had contracted influenza, as most of the cases were

among the itinerant shearing gangs.

However, on December 3 it was reported that:

The position amongst the Maori beyond Whatatutu was also.... serious,
and ?sr}seffort was being made to dispatch a medical man to the locality
also.

A temporary hospital was eventually set up at Waipaoa Station, supervised by a
nurse from Gisborne. One Maori was reported as dying at Waipaoa on

December 6."%7°

Then attention shifted to the widespread and severe outbreak of influenza
among Maori at Tiniroto, Te Reinga, Wairoa, Nuhaka, and Mahia, where it was
reported that hundreds of deaths had occurred.™ The situation around Wairoa
dominated the newspaper reports through to December 20. Around Gisborne,
outside of the town itself, influenza had been especially bad at Otoko (among the
shearing gangs) and at Whatatutu (among both Maori and Pakeha). Elsewhere
in the district, while influenza was reported, it does not seem to have reached the

epidemic proportions that it did around Wairoa, even among Maori.

This raises the question of how severely were Te Aitanga-a-Mahaki whanau
struck by this major calamity. That they were struck there is no doubt, but the
Pakeha accounts (that is, the local newspaper) would suggest that settlements
like Waihirere, Waituhi, and Te Karaka were not devastated to the extent that
Maori settlements were around Wairoa. The extent of the impact at Tapuihikitia
and Mangatu is difficult to gauge from the available materials. November was
the height of the shearing season, and many Te Aitanga-a-Mahaki families would
have been absent from their kainga shearing. The shearing gangs working

around Otoko were identified as ‘from Waimana’, but there is a high probability

3% poverty Bay Herald, December 3, 1918
3"poverty Bay Herald, December 6,1918
1380 poyverty Bay Herald, December 7, 1918

600



that the Maori shearers contracting influenza ‘beyond Whatatutu® were Te
Aitanga-a-Mahaki.

Thereafter, in 1919 and 1920, while influenza occurred, it was relatively mild. '3
Rates among Maori continued to be higher than among Pakeha throughout the
1920s and 1930s (Table 75). There was a minor epidemic in 1928, at which time
the Native Health Nurse noted that “influenza was very prevalent” at Waituhi,

Waihirere, and Mangatu in July. '%¢2

However, during the 1920s and 1930s intestinal disorders attracted the attention
of health officials again (Table 75). Enteric fever was bad in 1920,"%% and 1934—
1935,*% and typhoid was especially bad in 1921,"%% 1923,38¢ 1929,'3%7 and
1940,1368 although every year around Gisborne there were a number of cases
(Table 76). There was a particularly bad outbreak of dysentery at Waihirere in
1927.%% In this latter year typhoid was still seen as “the most serious menace
to Maori health”,"*® but by a decade later, the rates had declined sufficiently, so
that while it was still higher than the Pakeha rate, it was no longer regarded as
quite the problem it had been. After World War |l the major concern shown
regarding typhoid was to ensure that the anti-typhoid inoculation programme

continue, !

Typhoid rates were still higher amongst Maori than Pakeha, but
had become rare in Maori children because of inoculation. Over the years the
slow, but steady improvement in water supplies and sanitation, and especially

the inoculation programme had definitely had an impact. For Te Aitanga-a-

1¥1Report on Health of the Maoris, AJHR, H-31, 1920, p.14. DV L, p.192.

13820 aori Hygiene. Monthly Reports, District Nurse to Natives, Te Karaka, 1927-1931°. H 1 13944
194/2/6. DV K, pp.77-78.

1383<Report on Health of the Maori’, AJHR, H-31, 1920, p.15. DV L, p.193.

13¥4R eport of Director General of Health, ATHR, H-31, 1934-35, p.19. DV L, p.227.

Maori Hygiene, AJHR, H-31, 1921-22, p.33. DV L, p.195.

¥Maori Hygiene, AJHR, H-31, 1923, p.43. DV L, p.198.

138"Maori Hygiene, AJHR, H-31, 1929, p.31. DV L, p.216.

"¥Maori Hygiene, AJHR, H-31, 1940, p.. DV L, p.240.

*¥Maori Hygiene. Monthly Reports, District Nurse to Natives. Te Karaka, 1927-1931°, H1 13944 194/2/6. -
DV K, pp.77-78.

90\aori Hygiene, AJHR, H-31, 1927, p.27. DV L, p.209.

3911, S. Davis, Director, Division of Child Hygiene, to Hon. Minister of Health. Inoculation of Maori
School Children Again Typhoid’, January 18, 1950, MA W2490 36/3/6. DV K, p.121.
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Mahaki the Native Health Nurse working out of Te Karaka had been very active
in giving inoculations.'®® For example in February 1929 she inoculcated Maori
children at Te Karaka, Puha, and Whatatutu schools, in October 1930, those at
Te Karaka, and in November 1930 44 adults and 8 children at Mangatu.

During the 1920s and 1930s a number of other infectious diseases impacted on
Te Aitanga-a-Mahaki, but it is pertinent to note that that many of the so-called
‘childhood’ diseases no longer infected adults. The Native Health Nurses
reported that whooping cough had broken out among the children at Puha in
October 1929, and in April and May 1931 chicken pox was prevalent at Ormond
and Te Karaka Schools.™®* The level of immunity among the adult population to
these diseases by the 1930s is indicative of progress through the

epidemiological transition.

Acute and chronic respiratory diseases, especially tuberculosis, now emerged as
the most visible Maori health problem. Of course, tuberculosis had been there
all along. It was noted by the mid-nineteenth century as being present among Te
Aitanga-a-Mahaki, and reports to the end of the century occasionally pointed out
that it was the major health problem. After Dr Maui Pomare's appointment as
Health Officer to the Maoris he frequently pointed out the severity of the disease.
In 1903 he reported:

Undoubtedly, the great white plague has had a great sway in Maori land.
If we were to ask any practitioner who has had experience with Maori
cases as to the termination of ordinary diseases, | am sure the answer
would invariably be, ‘Consumption’. | have seen consumption in all its
forms amongst the Maori. The death rate from consumption is far more
than we ever dreamt of, This is due, as in nearly all the other cases, to
ignorance and neglect. "***

392Maori Hygiene. Monthly Reports. District Health Nurse for Natives. Te Karaka, 1927-1931" H 13944
194/2/6. DV K, pp.77-78.

Bibid.,

13%4<Report of Dr. Pomare, Health Officer to The Maoris’, AJHR, H-31, 1903, p.72. DV L, p.142.
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Table 75 Influenza and Typhoid per 10,000 Population

Influenza Typhoid

Maori Pakeha Maori Pakeha
1920 20.69 34
1921 5.88 5.3
1922 7.70 4.7
1923 7.83 3.16 39 18
1924 3.89 .69 5.6 15
1925 3.66 .65 5.1 12
1926 7.24 2.13 3.8 .14
1927 5.44 .95 39 .08
1928 11.38 1.74 5.1 A2
1929 6.21 2.11 3.0 .16
1930 3.57 .92 1.8 .05
1931 598 1.53 2.04 .07
1932 4.15 46 1.43 .08
Source: The Principal Features of Maori and European Vital Statistics June, 1934. H 1 194/8.
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Table 76

Source:

1929

1930

1931

1932

1933

Typhoid in East Cape Health District 1929-1933.

Number of Cases

Maori Pakeha
20 14
35 5
15 2
15 15
10 ‘ 4

‘Annual Report, 1929. East Cape Health District, Health District.
Medical Office of ‘Health’, H1 172/121/157.
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Pomare went on to point out that the spread of tuberculosis amongst the Maori is
‘Undoubtedly due to the non-isolation of cases, the huddling together in small, ill-

ventilated places, infrequent bathing exposure, lack of proper clothing |
overheating one day and exposure to cold the next, expectorating about the
Maraes and homes and the lack of proper food’."**® Throughout the next several
years Pomare continued to warn about the extent of tuberculosis among Maori,
but after 1909 little is said about the disease officially until 1918, when it was
stated that in addition to enteric fever, Tuberculosis was the disease to which
Maori were prone.”® In 1920 Te Rangihiroa (Dr Peter Buck), the Medical
Officer to the Maori ordered the Native Health Nurses to keep a register of cases
in their districts, and the Health Departments pamphlet on consumption was
translated and presented in Maori."* By 1926 Te Rangihiroa reported that
although consumptioﬁ was still widespread, improved conditions of living were

lessening the illness considerably.3%

However in 1928 a general report on
tuberculosis in New Zealand pointed out that as poor as the statistics for
tuberculosis in Maori were the data available corresponded to annual rates of
about 28 per 10,000 for pulmonary tuberculosis and 32 per 10,000 for all forms
of tuberculosis, compared to cases of 5 per 10,000 and 6.5 per 10,000 for

Pakeha.'3%°

From this time onwards the widespread occurrence of tuberculosis began to be
taken seriously by health officials. One of the first to do so was Dr. H.B. Turbott,
Medical Officer of Health in Gisborne, who began to investigate Maori health
relative to Pakeha from 1928 onwards primarily because of ‘various persistent
and seemingly wild statements as to dangerous health conditions among
Maoris’.'*® He found many conditions were far worse among Pakeha children,

but that respiratory diseases of all types were more prevalent among Maori

P%ibid., p.72. DV L, p.142.

3% Sanitary Conditions of the Maori, AJHR, H-31, 1918, p.5. DV L, p.171

1397Report on Health of the Maori’, AJHR, H-31, 1920, p.15. DV L, p.193.

1% Maori Hygiene, AJHR, H-31, 1926, p.43. DV L, p.207.

1% Tuberculosis, ATHR, H-3A, 1928, p.6. DV L, p.214.

"%Maori and Pakeha: A Preliminary Study in Comparative Health, by Dr Turbott, Medical Officer of
Health, Gisborne’, AJHR, H-31, 1929, pp.73. DV L, pp.219-220.
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children. Statistics that had been kept from 1920 for both Maori and Pakeha in

" New Zealand supported Turbott's contention that in his East Cape Health

District, tuberculosis was the major Maori health problem (Table 77), although
levels of many other respiratory diseases (influenza, bronchitis, and pneumonia),
as well as intestinal diseases (typhoid, dysentery, diarrhea and enteritis), all

remained much higher than Pakeha rates.'"'

In 1938 the annual report on
Maori hygiene bluntly identified the Maori death rate from tuberculosis (and
enteric fever) as 10 times that of Pakeha,'% despite that in theory both
populations had equal privileges in diagnosis and treatment. Turbott, in referring
to the situation on the East Coast claimed that ‘theoretically, then, there appears
little excuse for wide discrepancies in care statistics, as between Maori and
Pakeha’.'®® As in the past the underlying causes for the high rates of
tuberculosis in Maori settlements on the East Coast were identified:
overcrowding in defective houses, faulty hygiene in the home, and malnutrition.
The Native Housing Act of 1935, and its amendment in 1938, were passed to
directly address the first two of these causes, and a number of other programs,

including health education, were actively implemented in the late 1930s.

These programs were not to bear fruit untii much later, because the same
concerns about the high incidence of tuberculosis were raised after World War |l
for the Gisborne area. However, by 1960 there had been a spectacular
decrease in the death rate attributed to tuberculosis from 224.3 per 100,000 in
1950 to 25.3 per 100,000 in 1959."% Around Gisborne the incidence of
tuberculosis had been 36 per 1000 in 1949, about six times the rate among
Pakeha.'® But thereafter, the improvements in housing conditions, a concerted

program to identify and hospitalise the worst cases, and especially the

“O1urbott, H.B. ‘Health and Social Welfare’ in Sutherland, 1.L.G.(ed.). The Maori People Today. A
General Survey, Wellington: Whicombe and Tombs, 1940, p.231, p.249.

92 Maori Hygiene, AJHR, H-31, 1937-1938, p.6. DV L, p.231.

1403 Care and After Care of the Maori Tuberculosis, by Dr. Turbott, Medical Officer of Health’, AJHR, H-1,
1937-1938, p.62. DV L, p.232.

"%%Maori Health Acting Secretary of Maori Affairs, to Minister of Maori Affairs, September 30, 1960,. MA
W2490 36/12. Part 5 Tuberculosis. 1958-1961. DV K, pp.135-136.

95 Gisborne Herald, June 10, 1949. DV K, p.123.
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introduction of new drugs, as well as the B.C.G. vaccine all began to have an

impact.

In the post World War 1l period the combined impact of the declining incidence of
all types of communicable disease is reflected in the crude death rates (Table
78). In the early nineteenth century death rates among Maori are estimated to
have been about 35-40 per 1,000."® They increased to the very high rate of
40-43 per 1,000 between 1840 and 1901,"%” when the full impact of the
malnutrition-infection cycle was felt. Toward the end of the nineteenth century
because of the frequent exposure to pathogens, plus the regaining of some
socio-economic equilibrium, there was an increase in immunity, and a decrease
into the virulence of the malnutrition-infection cycle. This led to declines in
mortality, which were assisted to some degree by community-oriented health
programmes implemented under the Maori Councils and Public Health Acts. of
1900. Together these brought health promotions, sanitary inspection,
programmes to improve water supply and the like, as well as anti-typhoid
inoculations, which by the 1920s had reduced the death rate to under 20 per
1,000. However the death rate remained at 15-18 per 1,000 until after 1945,
when mortality began to decline astronomically, because of the impact of what
Pool has called ‘health policy seated in a context of wide-ranging social

legislation’."®

During this period, the decline in tuberculosis made a major contribution to the
overall decline in mortality. In the 1940s it had contributed almost 25 percent of
the death rate, but in the late 1940s and into the 1950s, almost 50 percent of the
total decline came from this one cause alone, at ages five years and over it
produced more than three-quarters of the total change.'®® Through this period

health authorities not only sought out tuberculosis sufferers, but the government

49pool, 1991, p.43.
1407 oy -

ibid.,p.77.
H4%ibid.,p.151.
4%%bid.,p.147.
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Table 77 Tuberculosis Per 10,000 of Population (all forms)

Maori Pakeha

1920 36.96

1921 26.40

1922 39.26

1923 37.66 6.22
1924 32.05 5.67
1925 39.51 5.14
1926 34.72 5.38
1927 37.59 4.86°
1928 36.74 5.02
1929 35.16 4.56
19.30 34.03 4.55
1931 36.63 4.27
1932 41.65 442

Source: The Principal Features of Maori and European Vital Statistics, June, 1934 H 1 194/8.
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also provided the meané for them to be adequately housed and their families to
have reasonable incomes.™'® By 1961 the crude death rate had dropped below
10 per, 1,000 for both Maori males and females, and remarkably by 1966, had
reached almost half this rate. A point to stress is that the most rapid period of
Maori tuberculosis mortality decline occurred before the introduction of specific

antibiotics and chemotherapeutics.'"!

An important element involved in the decline in the crude death rate was the
decline in the infant mortality rate. A high level of infant mortality, the number of
deaths per 1,000 live births for children from birth to 11 months, along with a high
incidence of tuberculosis and respiratory diseases are among the leading
characteristics of bad health associated with poor environmental conditions. At
the beginning of the twentieth century infant mortality rates were exceptionally
high, and remained so until after World War 1l (Table 79). Death among infants
after the first month of life (the post neonatal period) are particularly sensitive to

socio-economic conditions, especially environmental conditions.

As early as 1903 Dr. Maui Pomare lamented the fact that ‘more than half the
Maoris die before they are four years of age’, and identified ‘thrush, gastro-
enteritis, and a host of other unavoidable disease’, as well as unsuitable diet,
and contact with infected persons in crowded conditions, as the primary
causes.'*'? By the 1920s and 1930s, when improved statistical information was

available, attention began to be focused on the improvement of infant health.

In the 1930s this involved education as well as general attempts at improving
water supply and sanitary conditions. A pamphlet in English and Maori on

maternal and infant welfare was issued, and circulated by the Maori health

“19hid p.151
“ibid. p.149.
"*1?Report of Dr Pomare, Health Officer to the Maoris, AJHR, H-1, 1903, p.71. DV L, p.141.
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nurses and District Nurses.'*'® Dr. B. Wyn Irwin, reporting on Maori hygiene
around Gisborne in 1936 stated that Maori health was being attacked:

through the nine District Nurses, virtually ‘Native health nurses and
visitors’, who by their continual home pa and school visits for treatment
supervision, inoculations, health talks and demonstrations, keep the
Department’s activities and powers in the Maori eye.1414

In the mid-1930s however, Maori infant mortality rates of 90-100 per 1,000 still
compared very unfavourably with the Pakeha rate of around 30 per 1,000.
Epidemics, such as the measles epidemic of 1938, were still proving to be
particularly severe on Maori infants. A glimpse into infant mortality at Mangatu
can be gained through the story of Heni Brown:

I would have had twenty children if they all had lived — but fifteen alive — |
lost five children. | lost the first one, as | told you, before my daughter
Marakea. | had six daughters, and then | lost another son. And 1 lost
Richard. And | lost the two babies. "'

Through this period the conspicuous cause of death in Maori infants was
respiratory disease, which of course, is directly attributable to poor housing
conditions, such as those at Mangatu, where Heni Brown had her children. In
1944, for example the Cook Hospital Board felt that ‘the present housing
conditions of the Native Population’ in the area dealt with by the District Nurse
based at Te Karaka (including Mangatu), were hindering the improvement of
Maori Health.'#1 Althought the infant mortality rate began to drop after World
War ll, in the Gisborne Health District the Maori rate was still above the Pakeha
in the early 1960s (1962: Maori 6 per 1,000, Pakeha 24 per 1,000; 1963: Maori
41 per 1,000, Pakeha 29 per 1,000)."""

“Maori Hygiene, AJHR, H-31, 1934-1935, p.8. DV L, p.225.

"“"“Maori Hygiene, AJHR, H-31, 1936, p.6. DV L, p.229.

413 ‘Heni Brown’, in Binney, Judith and Chaplin, Gillian. Ng& Mérehu The_Survivors. Auckland: Oxford
University Press, 1986, p.46, p.49.

14mManaging Secretary, Cook Hospital Board, to Director-General of Health, August 31, 1944, H1 26219
60/30. District Nursing Services 1944-1956. DV K, p.73.

“VTReport, Maori Health, 1964. Gisborne Health District, H 1 29/22. DV K, pp.163-166.
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Table 78 Crude Death Rates Per 1000 Mean Population

Maori European
1920 18.34 10.15
1921 15.96 8.73
1922 17.15 8.77
1923 14.21 9.03
1924 14.32 8.29
1925 15.86 8.29
1926 : 15.12 8.74
1927 16.05 8.45
1928 17.28 8.49
1930 13.73 8.75
1931 14.81 8.56
1932 17.06 8.02
Source: The Principle Features of Maori and European Vital Statistics. June 1934 H 1 194/8.
Maori

Male Female
1945 16.9 15.5
1951 12.4 10.3
1956 10.0 8.7
1961 9.3 7.2
1966 59 4.4

Source: Pool, lan., Te Iwi Maori. A New Zealand Population Past, Present and Projected,

Auckland: Auckland University Press, 1991, p.143
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However, thereafter the rate dropped to below 20 per 1,000 a rate very similar to
that of the Pakeha population. Much of this can be explained by improvements
in housing and sanitary conditions, but some of it was due to conditions of the
newborn and of maternal health, which corresponded to the shift to universal
hospitalisation of maternity cases, and associated antenatal and maternal and

child health measures, including the new bio and chemo-medical technology. '

By the mid-1960s Maori had gone through the mortality transition. No longer
were tuberculosis and respiratory infections, let alone intestinal diseases, likely
to affect Maori, especially infants, to the degree they had done previously. The
mortality transition owed much to the health services. According to Pool, this
was perhaps the proudest moment (the period 1945-1966) in the history of
public medicine in New Zealand, and it is appropriate that, Maori who had been
the more medically disadvantaged population, benefited most from the

programmes instituted at this time.'*'®

19.4 The Provision of Health Care

Although most Te Aitanga-a-Mahaki families were poor in 1900, and remained
relatively so throughout the period under review (to the 1960s), and although
poor housing, sanitation, and nutrition, all dimensions of deprivation, hindered
greatly the improvement of their health, especially susceptibility to communicable

diseases, until after World War Il, the government did make efforts from.1900

‘'onwards to provide health care to Maori. In fact, Pool attributes the relatively

high decline in mortality in the first decade of the twentieth century to the
institutions set up under the Maori Councils Act, and the Public Health Act, both
of 1900, which he likens to the primary health care programmes established in
developing countries in the 1960s and 1970s.™?° Similarly, the extremely rapid

decline in mortality in the late 1940s, can be attributed to an holistic approach

“18pool, 1991,p.149.
19 ibid.,
“20ihid., p.242.
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which incorporated health care into the social welfare system, and which made

antibiotics, chemo-therapeutics, and high medical technology available to all.

However, before a too optimistic perspective is taken, a word of caution is
necessary. Several questions must be raised. First, what were the scope of the
programmes affecting Te Aitanga-a-Mahaki settlements and families, and how
did these evolve over time? Secondly, because most Te Aitanga-a-Mahaki
families lived in relatively isolated settlements, what level of physical accessibility
did they have to modern health care? Thirdly, was the type of health care being
made available sufficiently culturally appropriate, so that people would avail
themselves of it? An overriding question is that of whether Te Aitanga-a-Mahaki

had the same access to health care as did the Pakeha population in the region.

Immediately after the passing of the Public Health Act and the Maori Councils
Act, a set of institutions to deal with Maori health care were gradually put in
place. The Public Health Act set up the office of Health Officer to the Maoris, an
office that was first held by Dr Maui Pomare, followed by Dr. Peter Buck (Te
Rangihiroa), and Dr. E.P. Ellison. At first Pomare was on his own, but in 1903
Sanitary Inspectors for the Maori began to be appointed.'*?’ By 1906 Pomare
was suggesting that each Maori Council district should have a Native Health
Officer, Sanitary Inspectors, and Nurses, aided by subsidised doctors.*?
However, this ideal situation was not put into place. Through this early period,
however, much of the health care for Maori continued to be administered by the
Department of Native Affairs. This included the subsidised doctors’ programme,
and the Native Health Nurses, plus the funding for these. In 1911 the
government decided that because infectious diseases had to be dealt with by the
Department of Public health it would be more efficient to have the latter
department administer all matters pertaining to Maori health, and had the Maori

Health Branch transferred to the Health Department.'*?® Over the next year or

“2lsReport of Dr Pomare, Health Officer to the Maoris, AJHR, H-31, 1903, p.66. DV L, p.130.
1422cR eport Dr. Pomare, Health Officer to the Maoris, AJHR, H-3, 1906, p.67. DV L, p.137.
“ZMaori Health, AJHR, G-9, 1911, p.3. DV L, p.157.
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Table 79 Infant Mortality Rates 1906-1984 per 1,000

1906-1910 225
1926 150-160
1941-1945 135
1946-1950 96
1951-1955 80
1956-1960 60
1961-1965 40
1966-1970 28
1971-1975 22
1976-1980 20
1981-1984 18
Source: Pool, 1an,. Te Iwi Maori. A New Zealand Population Past, Present and Projected,

Auckland: Auckland University Press, 1991, p.113, p.146.
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so the Native medical service was reorganised, and after this the Medical officer
to the Maoris was responsible for administering ’Native Health Nurses, Native
Sanitary Inspectors, and the subsidised doctor program. This system remained
in place until the late 1920s, when increasing concern over the great discrepancy
between Maori and Pakeha health statistics, led to its replacement by a unitary

organizational structure.

What was provided for Te Aitanga-a-Mahaki under this system up through the

late 1920s? In the first place in 1908, Cr. Tutere Wi Repa, one of the early Maori

1424

doctors, was practicing at Te Karaka. In addition to his regular practice, he

acted as a subsidised doctor, initially under the Department of Native Affairs, and
later under the Health Department. For this he received £50 per annum. In
1908-1909 he dealt with 77 Maori cases, and developed considerable rapport
with people in the area, according to the Census Sub-enumerator for Waikohu
County in 1911, who stated:

1 am pleased to report that | have not heard of the existence of any
tohunga in the above country, but there is a Native doctor in the person
of Dr. Tutere Wipera, to whom most of the Natives go for advice, which
he gives freely."?

A Native Health Nurse Cormack also was based at Te Karaka from at least
1913.%% |n 1914 it was reported:

The nurse stationed at Te Karaka, Nurse Cormack, has been much
required at Tolaga Bay, where there was an outbreak of typhoid, there
being twelve cases, but unfortunately no deaths. Some of the cases
were nursed in the houses, but this was a cause of much anxiety on
account of the relations interfering with the diet, that the last five patients
were nursed in the meeting house. Nurse Cormack keeps two horses of
her own, otherwise would find it impossible to manage her large
district.™*

124 Administrative Papers Re: Medical Care of Maori, 1906-1919, MA 21/20. Special File 154. DV K,
p.67.

“BWaikohu County, Sub-enumerator, EED Hooper- Census of Maori Population, 1911 AJHR,H-14A,
1911,p.12. DV L,p.164

"“INative Health Nurses. AJHR, H-31, 1913, p.12. DV L, p.164.

"“ITNative Health Nurses. AJHR, H-31, 1914, p.7. DV L, p.166.
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At the time the nurses were expected to prevent the spread of infection, teach
health practices, and sanitary practices, and in general act as the primary health
official for the Health Department. Nurse Cormack’s report for 1915 tells of her
busy schedule. She states she:

Visited 30 Pas, inspecting and instructing, paying altogether 92 visits,
attending 77 cases of sickness, including 3 confinements, and 23 sick

babies, during the year nursing throughout 16 cases of typhoid ’r'ever.1428

Unfortunately a Native Health Nurse does not seem to have been in residence at
Te Karaka during the 1918 Influenza Pandemic, as a nurse had to be sent from
Gisborne to nurse victims at Waipaoa Station. Also Dr Wi Repa moved from Te

Karaka before this, to take up practice in the northern East Coast. ™2

Although Sanitary Inspectors were identified as a crucial component of the health
system for Maori in 1903, none had been appointed in the East Coast region by
1906."%°  This situation seems to have continued throughout this period,
although during the 1918 Influenza Pandemic, Charles Ferris was carrying out
the duties of a Sanitary Inspector. The Poverty Bay Herald:

Inspector Ferris visited the Takitimu and Rongopai pas at Patutahi and
Waerenga-a-Hika yesterday and found the Natives free of inﬂuenza.1431

He also was involved in identifying influenza cases in the Otoko area, and had

the authority to send Maori to hospital or order them to return to their homes.

Te Rangihiroa notes in his 1920 report that the system of sanitary inspection had

been allowed to lapse.'*®2

There was no Sanitary Inspector in the Takitimu
region in 1921, when W. Pitt, Chairman of the Takitimu Health Council

suggested to the Director of Maori Hygiene that Charles Ferris would make an

128G anitary Condition of the Maori, AJHR, H-31, 1915, p.27. DV L, p.169.

"“TB Survey. East Coast. Dr. Tutere Wi Repa, 1931-1934’. MA 51/61. DV K, p.69.
1430<Report of Dr Pomare, Health Officer to the Maoris’, AJHR, H-1, 1906, p.67. DV L, p.148.
" poverty Bay Herald, November 23, 1918

1432Report on Health of the Maoris, AJHR, H-1, 1920, p.14. DV L, p.192.
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excellent appointment.’® Later, Buck advised that a Sanitary Inspector could
not be appointed due to lack of money.'** By 1924, however, all health
inspections around Gisborne were being carried out by regular Health
Department inspectors, who worked with the Maori Health Councils when

necessary.'*®

The early part of the twentieth century was also the time when the Maori
Councils set up under the 1900 legislation actively functioned. The Takitimu
Maori Council started functioning soon thereafter, but no records have been
found of the operation of village Committees in any of the Te Aitanga-a-Mahaki
settlement, although this must have occurred. In 1919, Section 17 of the Native
Amendment and Native Claims Adjustment act replaced the term ‘Maori Council’
with that of ‘Maori Health Council.'*® Then, in 1920 the Public Health Act
reorganised the duties of the councils, creating 20 districts. Te Aitanga-a-Mahaki
settlements were located in the Takitimu Health Council region which consisted
of members from Tokomaru Bay, Tolaga Bay, Whangara, Gisborne and
Manutuke. The councils had the responsibility of appointing Marae committees
of 3—-5 members for every Maori settlement. The first chairman of the Takitimu
Health Council, W. Pitt, was soon lamenting the difficulties in assembling the

council for meetings and in getting by-laws approved.'*

The Takitimu Health Council appears to have been reasonably active during the
1920s. For example, in 1928 it was involved in the scheme to improve water
supply at Waihirere.'® However, by 1931 the Director of the Division of Maori

Hygiene was expressing his concern that the Takitimu Maori Council had not

3pitt, W.T., Chairman, Takitimu Council, to Buck, Peter, Director of Maori Hygiene, June 1921, H1 B

133 121/6. Maori Health Councils. Takitimu, 1920-1941. DV K, p.88.

1439Buck, Peter, Director of Maori Hygiene, to Pitt, W.T., Chairman Takitimu Maori Health Council, July
5,1921. H1B. 133 121/16. DV K, p.138.

'35Maori Hygiene, AJHR, H-1, 1924, p.42. DV L, p.203,

"$Maori Health Councils - Takitimu, 1920-1941 H 1 B. 133 121/16. DV K, p.87.

'37pitt, W.T., Chairman of the Takitimu Council, to Peter Buck, Director of Maori Hygiene, May 22, 1921,
H 1 B. 133 121/16. Maori Health Councils - Takitimu, 1920-1941. DV K, pp.87-88.

"®¥Halbert, Rongowhakaata, to Director of Maori Hygiene, October 23, 1928, H 1 B. 133 121/16. Maori
Health Councils-Takitimu, 1920-1941. DV K, p.89.
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been functioning."3® Although this was not actually the case,*° nonetheless
the impression is gained that during the 1930s the Health Council and its local
marae komitis were becoming less significant in the overall Maori Health care

delivery system, a view expressed by the Director-General of Health in 1936.441

This had begun to come about in the late 1920s, when the government had
realised that Maori health lagged far behind Pakeha. By 1928 a new East Cape
Health District had been created, with Dr. H.B. Turbott as Medical Officer of
Health. In one of his reports Turbott noted that the previous regime of medical
care being provided in the native schools (none were located in the Te Aitanga-
a-Mahaki area), and the work of the District Nurses and subsidised medical
officers would be augmented and extended, and that an anti-tuberculosis

campaign would be mounted.'**2

By this time, then, each Medical Officer of
Health in the 13 districts into which New Zealand had been divided was
responsible for Maori health. These officers were aided by health inspectors,
concerned with the control of infectious diseases and sanitation, and District
Nurses with both curative and preventive functions.'*** These nurses were free
to call in to their aid any medical man nominated by Maori patients from the
nearest centre, the Department paying mileage and a fee for the medical service
rendered. Either nurse or doctor could send the Maori patient for free treatment
at a public hospital, hospital boards in the various districts being charged with the
provision of curative treatment as required. The health department also
accepted responsibility for the home care and treatment of Maori patients.
District Nurses were charged with the task of keeping close contact with Maori
homes by regular visits to settlements. District Nurses were fully certified with

general and midwifery training, most of them holding in addition the Plunket

"3Djirector, Division of Maori Hygiene, to Mr. Pitt, W.T., Chairman, Takitimu Maori Council, February 9,
1931 H 1 B 133 121/16. Maori Health Councils - Takitimu, 1920-1941. DV K, p.139.

40D H. B. Turbott, Medical Officer of Health, Gisborne to Director - General Health, Wellington,
January 27, 1932°, H 1 B 133 121/16. Maori Health Councils - Takitimu 1920-1941. DV K, p.145.
"41Health of the Maori. Director General of Health to the The Honourable., the Minister of Health,
February 14, 1936. H 1 8839 194/18. DV K, pp.111-115.

"2 A rmstrong, David. Ngati Makino and the Crown: 1880-1960 WAI 275. Report. p.147, quoting Bay of
Plenty Times, July 31, 1928.

*43gee Turbott, 1940, p.236 for a description of the system during the 1930s.
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certificate. Home visits were made for the purpose of detecting illness, of
influencing the patient towards hospital treatment if needed, of treating minor
ailments or of teaching correct bedside care if hospital aid be refused. Ante natal
advice and the teaching of baby welfare were offered as required. The nurses
also visited the Maori children in schools, supervising their health, lecturing, and
carrying out annual anti-typhoid inoculation. Group teaching of women, usually
in infant welfare, was undertaken. Any medicines required at home visits were
supplied free of cost. Leaflets and pamphlets printed in both English and Maori
dealing with infant welfare, ante-natal care, skin diseases, tuberculosis, typhoid
fever, dysentery, and influenza were available.

In the late 1920s and early 1930s one District Nurse was based at Te Karaka.'**
She carried out the full array of services to both Maori and Pakeha: home visits,
the recording of illness and disease, school visits, lectures, and the like.
Between 1927 and 1931 she made multiple visits to the Maori settlements at
Tapuihikitia, Waihirere, Mangatu, Waituhi, and Rangatira, as well as visiting
schools at Te Karaka, Puha, Whatatutu, and Ormond to inspect children and
give typhoid inoculations. The nurse identified the following ilinesses and
diseases affecting the Maori population of the Te Karaka Health District:
mumps, influenza, measles, asthma, scabies, tonsillitis, gastritis, goitre, pythsis,
pleurisy, bronchitis, conjunctivitis, septic hands, strombolis, chicken pox,
epilepsy, diabetes, whooping cough, tuberculosis, ring worm, diarrhea,

threadworms, scarlet fever, and diphtheria.

By the mid-1930s the primary health care deliver system, the District Nurses,
had been expanded in the Te Aitanga-a-Mahaki area.™*® At this time there were
nurses stationed at Te Karaka, and at Matawai, the former under the Health
Department, the latter under the Cook Hospital Board. Both had cars, and had

access to most parts of their districts, a far cry from earlier, when the Native

“¥Maori Hygiene. Monthly Reports. District Nurse to Natives. Te Karaka, 1927-1931,. H 1 13944
194/2/6. DV K, pp.77-78.
“SDistrict Nurses to Maori - Stations and Duties. Gisborne, 1933-1936. H 1 194/8. DV K, p.118.
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Health Nurse at Te Karaka made her visits by horseback. Further, there were
two District Nurses under the Health Department based in Gisborne, whose
districts extended into the neighboring Cook County. However, even this level of
coverage was felt inadequate by 1944 by both the Cook Hospital Board and the
Health Department. In particular, there was a need for ‘domiciliary nursing’, and
the Cook Hospital Board decided to appoint an additional nurse for work in the
town area and at Manutuke."® The Medical Officer of Health noted that the
District Nurses were increasingly being used by Maori, who were becoming more
‘health conscious’. This memorandum also refers to the public perception that
District Nurses mainly focused on Maori health. It also noted that:

With regard to the position in the Te Karaka area there has unfortunately
been some little difficulty of late—a difficulty which, while probably
inevitable ultimately, had been precipitated by a recent change of nurse
in that area. The position is that the area is an extensive one with a
considerable population; according to my estimates about five thousand
five hundred, of whom about a quarter are Maoris. Owing to the
remoteness of parts of the district it is in effect impossible for the people
to obtain attention from medical practitioners in the case of illness of
such a nature or degree as to prevent them from travelling to Gisborne in
consequence a very large amount of this work falls upon the District
Nurse and there have been complaints that these nursing services are
not always available.'*’

The statement is very enlightening about health care and medical services in the
mid-1940s in the hinterland Gisborne. First, there were no doctors resident in
the area, only in Gisborne, where the only hospital was located. Secondly, by
the mid-1940s Maori were availing themselves of medical and health services to
an increasing degree. Thirdly, that the general level of health and medical care
being provided was inferior in rural areas. As most Te Aitanga-a-Mahaki families
still resided in rural settlements like Waihirere, Waituhi, Te Karaka, Puha and
Mangatu the level of service being provided was not satisfactory. At the time
100 Maori were living in the Matawai census division, 125-in Te Karaka South

(the area between Te Karaka and Ormond-Waihirere), 616 in Te Karaka North

1446Medical Officer of Health Gisborne, to Director General of Health, August 23, 1944. H 1 26219 60/30.
District Nursing Services, 1944-1956. DV K, p.74.
“ibid.,
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(Te Karaka to Mangatu). In addition to these 1,321 Maori, mostly Te Aitanga-a-
Mahaki, there were 5,700 Pakeha.

These concerns about not being able to provide adequate services prompted the
Cook Hospital Board to request that the Health Department provide an additional
nurse for Te Karaka."*® The Managing Secretary stated that:

At the present moment the District Nurse stationed here is paid by the
Department of Health, and she is fully occupied in Preventive Nursing,
the School Medical Service, follow up of Tuberculosis patients, and
supervision of the Native Population.

My Board feel that this large district justifies the appointing of an
additional Nurse to enable more time to be given to Home Nursing.***°

In the same letter the Cook Hospital Board stated:

it was felt that the present housing conditions of the Native Population
were largely responsible for undoing much of the work that was now
undertaken by the District Nurses, and in this connection the Board have
inside re?resentatives to the honourable. the Minister of Health on this
matter."*°

Inadequate housing with the concomitant bad sanitary conditions, had long been
identified as the main contributing factor to poor health conditions. Of course, at
the root of this was poverty, but the Health Department's major policy thrusts
from the mid-1930s were toward the proximate rather than the root causes. In
May 1934, a conference was held in Wellington attended by the Medical Officers
of Health from the heavily populated Maori districts, by representatives of the
Education and Native Department and by various Sectional Heads of the
Department of Health.'®! After this there were two main lines of approach in the
Health Department's policy. First, it was decided to mount a strong campaign to

improve Maori housing. Second, a programme was outlined for use in native

1“¥Managing Secretary, Cook Hospital Board, to Director General of Health, August 31,1944, H 1 26219.
District Nursing Services, 1944-1956. DV K, p.73.
1449 1 -

ibid.,
“50bid.,
145 ealth of the Maori Director General of Health, to the Honourable the Minister of Health, February 14,
1936. H 1 8839 194/8. DV K, pp.111-115.
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schools, whereby Maori might be educated in the rules of healthy living. This
programme placed responsibility for adult education on the District Nurses, who
were to advise Maori mothers on diet, infant and maternal care. In the native
schools, teachers were to organise practical lessons in the basics of good
health.'®? Of these goals, up to the mid-1940s at least, only that involving the
District Nurses seems to have been addressed among Te Aitanga-a-Mahaki.
With one or two notable exceptions (such as the controversial house built by the
East Coast Commissioner at Mangatu) nothing was done in regard to housing,
despite the provisions of the Native Housing Act of 1935 and its amendment in
1938. Housing improvements had to wait to the 1950s and 1960s. As there
were no Native Schools in any Te Aitanga-a-Mahaki settlements, all Te Aitanga-
a-Mahaki children attended Education Board schools. Here, although visited by
the District Nurses, and given typhoid inoculations on a bi-annual basis since
1927,'%® the depth of health education depended upon the willingness of the
school staff to carry it out.

Also between 1935 and 1939 the Health Department began to direct its attention

to a campaign to encourage Maori to use hospitals.™

The only hospital
available to Te Aitanga-a-Mahaki was Cook Hospital in Gisborne, a considerable
distance away from where most Te Aitanga-a-Mahaki lived. Early in the
twentieth century there is little evidence of Maori of any description utilising the
hospital, although during the 1918 Influenza Pandemic severe Maori cases from
Gisborne and its hinterland were hospitalised along with Pakeha (see Part
IV.Chapter 19.3). For example, James Mahaki Brown had died of influenza at

the hospital on November 13, 1918.%° A little after this one of letters to the

“20Orange, Claudia. A Kind of Equality: Labour and the Maori People, 1935-1949. M.A. thesis in history,.
University of Auckland, 1977, p.101.

153 Turbott, 1940, p.247.

5% Orange, 1977 pp.101-2

1435 Registrar, Native Land Court, Gisborne, to Under-Secretary, Public Health Department’, September 9,
1919, JA 1 1919/239. Indigent Native Gisborne. DV.J, pp.212-213. Brown's wife, Maraea, whom he had
married on September 12, 1918, was applying for financial assistance as a widow with children. However,
because her child, Mona Kiwa, was the daughter of a European, and not of James Brown, the Public Health
Department declined the application as Maraea Brown had no children of her marriage and so did not fulfill
the criteria for relief to be granted by the Health Department. The application established that she had an
income of about £4 from land dividends, and that her father Nopera Kiwi, a Military Pensioner, was almost
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Prime Minister written by Rupi Wawatai describes the hospital care her family
was receiving at Cook Hospital:

My son was here for Hemorrhoids [sic], there are itwo here now
recovering from pneumonia [sic]. | myself had a very big operation
though glad to say recovering very fast."®

It appears then, that hospital care was available if Te Aitanga-a-Mahaki families

wanted to use it.

However, during the 1920s and 1930s there was the question of payment. As
Maori could seldom afford to pay for hospital treatment, if they did go into
hospital, they had to be given free treatment. The whole question of finance and
Maori hospital care was indeed a sore point with hospital boards, who were
financed by levies on local authorities.’®” In areas with large Maori populations,
such as Cook and Waikohu Counties, the non-payment of rates by Maori placed
the boards in an uncomfortable financial position. Strictly speaking, hospital care
was being financed by rate-paying Pakeha. This was a matter of concern to
Cook Hospital. Statistics from the late 1930s indicate the extent to which Maori
were using the hospital as well as the extent to which they were paying their fees
(Table IV. 80) At the time the major tributary area for Cook Hospital contained a
population of 24,483, of whom 2,228 were Maori,"**® or 9.1 percent. In 1935-36,
1,257 fee paying Maori patients were served by Cook Hospital. This number
almost doubled to 2,195 in 1936-1937, and nearly doubled again to 3,922 by
1937-1938. In the latter year 16 percent of Cook Hospital's patients were Maori,
well above the Maori percentage in the regional population. This certainly does
not suggest that Maori were being made to feel unwelcome at Cook Hospital by

this time. Some of the increase in 1937-1938 may have come as the early result

landless. James Mahaki Brown had seen active service in France where he was wounded. Whilst
convalescing in Colford Hospital he was attacked by a delerious soldier patient who severed Brown's wind
pispe with a razor. This mishap following his wounds led to his return to New Zealand.

"6Rupi Wawatai. Cook Hospital, Gisborne, to Mr. J.G. Coates, Prime Minister, August 1, 1928. MA 1
1927/483. Applications for Assistance, Gisborne, DV ], p.218.

145 7Orange, 1977,p.102

"¥Co0k Hospital Board. Return Showing Percentage of Fees Collected From Maori Patients as Compared
with European Patients’. H 1 B. 36 66/17. Cook Hospital Board Patients Fees, 1923-1939. DV K, p.137.
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of benefits under the 1938 Social Security Act, because after this economics no

longer prevented Maori from seeking medical treatment.'**®

Also by this time nearly one-quarter of the maternity patients at Cook Hospital
were Maori. This is partially a reflection of higher birthrate among Maori, but it is
also an indication that more Maori, including Te Aitanga-a-Mahaki, were taking
advantage of maternity care, which had immediate impacts on both maternal
mortality and infant mortality. The considerable use of Cook Hospital by Maori by
the 1930s may have been facilitated by an agreement negotiated between the
Tairawhiti Maori Association, and the Cook Hospital Board in 1932, along similar

460 The scheme was

lines to those worked out with Friendly Societies.
established to permit members of the Tairawhiti Maori Association to obtain
hospital treatment at reduced rates. Certainly, by the late 1930s the percentage
of fees being collected from Maori patients at Cook Hospital remained low, so
the scheme had little impact. However, it does indicate that Maori in the Cook
Hospital region were attempting to improve their level of health services, without
relying on the government. The basic health care system that had come into
being by the 1930s was to continue throughout the period under review. The
system of Districts under a Medical Officer of Health, of Health Inspectors, and
District Nurses, working alongside private doctors, and the hospital system
operated by hospital boards, provided health care and medical services for all

New Zealanders. After 1938 the system basically provided free services to all.

The reports on Maori Health by the Medical Officers of Health for the Gisborne
Health District identify a number of problems in the system as it had developed
through the 1940s and 1950s. A major problem was that most Maori were still
rural. As the report on Maori health for 1961 states;

"*Orange, 1977 pp.102-103.

"60 Managing Secretary, Cook Hospital Board, to Director General of Health,, September 29, 1932. H 1 B
36 66/17. DV.K, p.86. ‘Cook Hospital Board. Patients Fees, 1923-1939; ‘Director General of Health, to
Managing Secretary, Cook Hospital Board, October 13, 1932. H 1 B 36 66/17. DV K, pp.86-87. Cook
Hospital Board, Patients Fees, 1923-1929.
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our health problems must be visualised for the most part in a rural
setting. This we have small, somewhat isolated communities and
settlements, separated from one another and from the towns by long
distances of unsealed roadway. Medical services are satisfactory in the
towns but considerably defused in the county, as might be expected*®".

Specific problems identified in providing health care and medical services in the
Te Aitanga-a-Mahaki area, included the need for another Public Health Nurse,
for better specialist services in ophthalmology, and ear, nose, and throat
work, "2 and especially antenatal care.™®® With regard to the latter it was noted
that:

Problems of transport and ties of a large family are given for some of the
reasons for this. If expectant mothers do attend, it is at about the sixth
or seventh month, and further attendance after this time may be far from
regular. Associated with the lack of ante-natal supervision is the fact
that many of these women still have their babies at home (107 home
births in the Gisborne District in 1959)."%*

Anaemia was noted as a specific problem among pregnant women, as was

obesity. 465

Further, because few babies were now breastfed, acute gastro-
intestinal infections were a problem. Acute respiratory infections also remained

severe,

In 1964, as a result of the growing concern about Maori health care a survey on
the adequacy of medical coverage was carried out in the Gisborne Health
District."*®  While presenting a broad overview for the entire region it was
specific enough to identify how well health care was being provided to Te
Aitanga-a-Mahaki settlements. Overall, the area was ‘under-doctored’ (a ratio of

one doctor for every 2,500 persons, rather than the desired one to 1,750

16IMedical Officer of Health, Gisborne, to Director General of Health, February 28, 1961. H 1 29/22.
Maori Health Committee, February 28, 1961. DV K, pp.153-156.

162Medical Officer of Health, Gisborne, to Director General of Health, July 14, 1961,. H 1 29/22. Maori
Health Commiittee, 1961-1964. DV K, pp.150-151

163Medical Officer of Health, Gisborne, to Director-General of Health, July 14, 1961. H1 29/22. Maori
Health Committee, 1961-1964. DV K, pp.153-156.

“S%bid.,

“85ibid.,

625



o

Table 80 Fees Collected From Maori and Pakeha Patients.

Cook Hospital

Fees Charged Fees Collected Percent
1935-1936 Maori 1,257 96 9
Pakeha
1936-1937 Maori 2,195 234 10.66
Pakeha 17,693 2,195 364
1937-1938 Maori 3,922 448 11.42
Pakeha 20,281 8,759 43.18
Cook Maternity Home
Fees Charged Fees Collected Percent
1936-1937 Maori 173 61 35.26
Pakeha 543 . 212 39.04
1937-1938 Maori 178 29 16.29
Pakeha 610 245 40.16
Source: ‘Cook Hospital Board. Return showing percentage of fees collected from Maori patients
as compared with European patients’. H 1B. 36 66/17 Cook Hospital Board Patients Fees,
1923-1939.

1466 A dequacy of Medical Coverage - 1964. Gisborne Health District’. H 1 29/22. Maori Committee, 1964-
1965. DV K, pp.167-173.
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persons). Even in the Gisborne area, which included Waihirere, Waituhi,
Patutahi, Ngatapa, Rere, and Wharekopae, the ratio was only one to 2,400, and
in the Te Karaka area (Waikohu County) the ratio was one to 2,800. However,
by this time doctors were holding weekly clinics in a number of rural settlements
(Table 81). At this time there was a doctor based at Te Karaka and the weekly
clinics held at Whatatutu and Matawai reached people living in the hinterland. It
was noted that several other settlements near to Gisborne could support clinics
but as transport was available to the town, they were probably not necessary.
There were three maternity hospitals in Gisborne, all of which however had staff
shortages. Ante-natal care was identified as being inadequate in the rural
hinterland of Gisborne, especially around Matawai.

As far as hospital services were concerned Cook Hospital with 287 beds was
deemed to provide adequate service for the population, and other than the lack
of an ophthalmologist, all specialist medical services were considered to be
satisfactory, as was the provision of District Nursing services under the Health
Department, and Domiciliary Nursing under the Cook Hospital Board. In
summary, in the early 1960s the State health care and medical system, while it
did have some inadequacies in some of its rural services, was endeavoring to
reach out and provide to all. The availability of free health and medical services
during this period had much to do with the reduction of mortality rates among Te
Aitanga-a-Mahaki.

Also of great importance in reducing mortality rates was the emphasis given in
the East Cape (later Gisborne) Health District to tuberculosis among Maori. This
began in the late 1920s when Dr. H.B. Turbott became Medical Officer, Officer of
Health. Overcrowded housing conditions were identified at an early date as the
key to conquering tuberculosis, but as the numbers of patients identified in the
East Cape District were more than could be handled by the hospital system at

1467

the time, Turbott introduced a Hutment Scheme This scheme was first

1%67Care and After Care of the Maori Tuberculosis, by Dr. Turbott, Medical Officer of Health, AJHR, H-31,
1937-1938, pp.62-63. DV L, pp.232-233.
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introduced in Waiapu County in 1933, and extended to other areas later. |t
involved building portable, well-ventilated shelters, which could be erected close
to the patients’ home, thus ensuring isolation. It was regarded as a stop gap
measure until suitable housing could be built, and hospital accommodation
provided."®® Amongst other matters, this scheme did address a major issue
among Maori in the late 1920s and early 1930s, the expense involved, and the

feeling of alienation in being placed in a sanitarium.#¢®

After World War 1, especially during the 1950s and 1960s, as houses were built
for more and more Maori in the area, the hutment scheme was phased out. In
addition to this scheme, after 1935, a tuberculosis clinics was established at
Cook Hospital, and the Public Health Nurses given the responsibility of
identifying and monitoring the home care of sufferers. In 1943 a separate
tuberculosis division was established in the Department of Health, and after the
passage of the Tuberculosis Act in 1948 a tuberculosis register was

introduced.™°

Also at this time mobile x-ray vans were introduced, thus
extending the capacity to identify the disease in remote rural areas. Additionally,
in 1947 the B.C.G Vaccination programme began. This was the method of
immunising people who had a negative reaction to the Tuberculin test. Through
this period the beds available in Gisborne to effectively isolate cases increased,
as there was greater ease in getting patients to the Pukeora Sanitarium in
Waipukarau after the opening of the southern rail connection in 1943. During the
1950's tuberculosis tests began to be administered to all school entrants, and
during this decade antibiotics capable of killing the organism in the body finally
became available."”" All of these helped bring the levels of this disease among
Te Aitanga-a-Mahaki families down. However, even in 1952 the Maori incidence

rate of tuberculosis was seven times that of the Pakeha. By 1962 the Maori rate

148D irector, Division of Tuberculosis, to Dr. C.H. Mc Kenzie, Medical Superintendent, Pukeora
Sanatorium, Waipukarau, February 26, 1945. H 1 2628 35351, Tuberculosis Hutment Scheme. DV K,
pp.109-110.

"“IMaori Hygiene, AJHR, H-31, 1929, p.32. DV L, p.217.

"“"Health of the Maori Child. Tuberculosis paper to be presented at the Symposium on the Health of the
Maori Child, Ardmore College, May 7-9, 1965. H 1 29/22 Maori Committee, 1964-1967, pp.4-9. DV K,
pp.176-181.
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Table 81

Gisborne

Te Karaka

Source:

General Practitioner Clinics

Location

Patutahi

Matawai

Whatatutu

Adequacy of Medical Coverage-1964. Gisborne Health District,, H 1 29/22. Maori

Committee, 1961-1964

Frequency

Weekly

Weekly

Weekly

Average
Attendance

17

25

25

“ibid., pp. 6-7
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had dropped from 50.8 per 1,000 to 28.3 per 1,000 but by this time the Pakeha
rate was only 3.4 per 1,000, eight times less. So while rates had come down,
comparatively to Pakeha the situation was still not good. In the early 1960's,
while the incidence rate of this disease had been brought down from its previous

horrendous high rate, it had by no means been eliminated.

Once health and medical services began to be made available to Te Aitanga-a-
Mahaki after 1900 the question arises of not only whether they were physically
accessible to families, but whether they were culturally appropriate. This
question has a number of dimensions: traditional Maori health practices, and
beliefs; the training of Maori as doctors and nurses; the emergence of grassroots

Maori health organisations.

Most of the information about the role of traditional Maori health practices and
beliefs found in government sources up to the 1960's is fundamentally negative
in nature. This is especially true of reports from the late nineteenth and early
twentieth centuries, in which the role of tohunga in dealing with sickness is
especially condemned. In 1881, for example, Thomas Porter, commenting on

the outbreak of fever around Gisborne, stated:

A number of all ages were carried off, chiefly owing to their ignorance of
the proper curative measures for such a disease, those adopted by them
having the tendency to kill rather than cure - the great specific being
immersion of the patient of cold water in cases of fever as in many other
diseases."

In the early years of the twentieth century ‘tohungaism’, as it had come to be
called, had come to play a prominent role in the reports of the Health Officer to
the Maori, as well as those of the Censors and Sub-Enumerators in Waikohu and
Cook Counties. Dr Maui Pomare’s reports of 1903 and 1906 provide a broad

perspective on how the role of tohungas in Maori solely were viewed by even

“porter, T.W., Resident Magistrate, to Under-Secretary, Native Department, April 22, 1881, AJHR, G-3,
1881, p.6. DV A, p.147.
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educated Maori of the time, and on what needed to be done to prevent the more
extreme proctices of some of the so-called tohunga. In 1903 he stated:

Through the influence of the tohunga is much broken, yet the Maori mind
is still steeped in superstition. We have yet to stamp this evil completely
out. The open practice of dipping patients in cold streams has been
almost stopped, but like many-headed Hydra, tohunga-ism has arisen in
multitudinous forms, and each of the new forms is full of vitality. Of late
years many tohungas have arisen and each has flourished a while and
then quietly died out, but the mischief which had been done still remains
as is irreparable. A tohunga soon gathers a following. They go from pa
to pa professing to cure all manner of ills. They stay long enough to eat
all the food in the place, besides running the residence into debt; then
they move on, carrying the germs of disease with them and leaving
poverty and starvation behind. The law of hospitality is so strong among
the Maori that they would rather die than have it said of them that they
turned strangers away. It is useless for me to relate the works of these
tohungas separately, for they are all more or less work upon the
superstition of the Maori. .

The term tohunga is a very broad one, and it may mean any kind of
specialist. The natives were much exercised over herbal baths a short
time ago, and those who professed supreme knowledge also these lines
reaped a good harvest. After considering this craze well over, we came
to the conclusion that it really did good in some respects, though not
from the medical properties of the herbs and leaves as much as the
cleansing effects of the baths. In several instances we stopped the
bathing because of the in-sanitary condition of the bathing-houses, and
the filthy state of some of the baths, the same water being used for
several patients. Quite and ingenious plan is that of a tohunga, who
gives a warm bath without the herbs, but each taroro is made to throw
into the bath silver or gold, and the more that is thrown in the quicker the
patient recovers. Tohunga-ism stretches from the ancestral incantations
directed to the ancient gods to the dipping of patients in cold or hot
water, and down to the more modern form of mixing all the spirituous
liquors known as using this mixture as a cure-all. The latest craze is the
lying on of hands.

| have watched all these thohungas at work, and have come to the
conclusion that, unless parliament passes a stringent law prohibiting the
practice of any kind of tohunga, we shall always have a great many
Maori dying from the effects of tohunga-ism. It is true that many Maori
go to tohungas because they have no other alternative. They either live
in districts where there are no doctors, or, if they asked a doctor out, the
charges are so extravagant that Maori cannot possibly afford to pay the
fees. The result is inevitable — they go to the tohunga. What we need to
do is to pass a law to prohibit tohunga-ism and to subsidize properly
qualified men in districts where there are no doctors; and where this
cannot be done, to have medical men make periodical visits to these
localities. | was greatly gratified, at the recent meeting of the councilors’
representatives at Rotorua, to find out that the Natives were quite
anxious to have cottage hospitals erected in their districts, and they
further desired that their daughters be educated as nurses in the way we
have suggested. If hospitals were erected for them, the Maori girls
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taught and graduated as nurses, the doctors liberally subsidized to do
Maori work, the Native lands individualized and each one made to work
constantly on them, and sanitary reforms stricily carried out, | am certain
the Maori would never die out.""

And in 1906, said the following:

The Maori, being a Polynesian, is a great fatalist. ‘What the gods have
decreed must be’. Fatalism hangs over the race like a funeral pall. In
the far North a little while ago a father told his son that he (the son) was
bewitched. The boy went to bed and within a week he was dead —
fatalism. At this time | visited the village and was told that the father was
ill. Al unsuspicious of what had taken place, | examined the old man
and found him perfectly healthy. | found also that he had refused all
food for some days, consequently that there was nothing the matter, it
suddenly dawned upon me that perhaps the old man though that we was
bewitched, consequently | had a bowl of chicken — broth prepared, and
them | went to him and said, ‘Your ailment has been revealed unto me,
take this bowl of broth. The ceremony has been performed. Eat and
live, thanking the gods for their gifts’. He ate, and, after polishing off the
broth, said that he could feel the light of life circling through his veins. 1t
is needless to say that the man is still living. Had he been a European,
an English Dowie or a Christian Scientist would have cured him. ltis the
fantastic idea that drives the Maori to his tohunga, for all diseases which
cannot be accounted for are considered mate Maoris and no one can
cure a mate Maori except a tohunga. It is pleasing to report that some
Councils have blankly refused to grant tohunga’s licenses, and yet in
one district nearly all the members of the Council are followers of
tohunga. It is hard to know what to do without interfering with the liberty
of the subject too much. Of course, as long as we allow crystal-gazing,
fortune-telling, spiritual mediums, and a host of other quackery's to thrive
in our midst, we cannot very well see clearly to take out the mote in our
bother’s eye; but nevertheless we cannot help recognizing the greatness
of the evil of tohungaism, and that it must be grappled with at once. The
only solution of the problem that | can see, and that has been pointed
out years ago by both you and myself, is the compulsory registration of
every death. The fear of goal and a few post-mortems will bring them
into line quicker than anything | know.""

At the local level around Gisborne the national focus on the work of tohunga
created considerable commentary in the Census Sub-Enumerator’s reports in
both 1906 and 1911. In 1906, Charles Ferris stated:

Tohungaism, combined with consumption especially, which is the most
prevalent disease amongst Maori, is working an incredible amount of
harm. | grieve to say this evil still prevails. This district, | am reluctant to
state, is teeming with tohungas or imposters. Wereta, for instance, has

1473‘Report of Dr Pomare, Health Officer to the Maoris’, AJHR, H-1, 1903, p.71. DV L, p.141.
l474‘Repox't of Dr. Pomare, Health Officer to the Maoris’, AJHR, H-1, 1906, p.68. DV L, p.149
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a large number of followers or apostles, and they also, with Wereta,
practice tohungaism.'*"®

Wyllie, the other Census Sub-Enumerator, however, wrote that tohungaism was

on the decrease, after being ascendant several years before, but now Maori:

Are beginning to see that the European doctor or chemist is far superior
to the tohunga and all his witchcraft. Here and there, however, may be
seen isolated families still clinging to their tohunga, still sympathising with
him, and upholding his mana.™®

In 1907 the Tohunga Suppression Act was passed. Sometimes this Act is
attributed to the Maori physicians, who, however, were critical only of charlatans,
and who also recognised the contribution of many tohunga to mental and
psychological, as well as physical health. Unfortunately, the question of
tohungaism became intertwined with political issues, and the government took a
less sensitive and sympathetic approach to traditional healers.

However, tohunga of various sort continued to practice. By the 1930s tohunga
were much more tolerated by the medical and health profession. For example,
in 1940 Turbott could write that:

The present day tohunga may combine herb-lore with alcohol, or cling to
five Maori remedies concocted from leaves and roots. Sometimes no
harm is done, and the nervous and neurasthenic are helped.'’’

It was only when certain treatments, frequently fatal, such as the immersion of
patients with fevers in order to reduce temperatures, were carried out, or when
consultation with tohunga before calling the nurse, leading to the value of early
curative or preventive treatment being lost, did the medical and health profession
complain. But although the value of aspects of traditional medical practices

begrudgingly came to be acknowledged they really had no role in the medical

'475Report of Sub-Enumerators. Cook County, Charles Ferris. Census of Maori Population, 1906, AJHR, H-
264, 1906, p.14. DV L, p.32

1476Report of Sub-Enumerator. Cook County A.R. Wyllie. Census of Maori Population, 1906, AJHR, H-
26A, 1906, p.15. DV L, p.33.

“TTurbott, 1940, p.242
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and health system being developed in New Zealand for Maori up through the
1960s. The psychological and spiritual dimensions of Maori patients were
ignored as medical science endeavoured to bring health care to all New
Zealanders.

A matter that could have gone far to address the above issue, the training of a
cadre of Maori doctors and nurses, was carried out to a limited extent during the
first 60 years of the twentieth century. Pomare was the first Maori doctor, but he
was one of very few. For a few years Dr. Tutere Wi Repa, another early Maori
medical graduate, did practice at Te Karaka, but thereafter, no Maori doctors
seem to be in evidence in Gisborne. In 1903 Pomare alluded to the need to
educate and graduate Maori girls as nurses."”® By 1910 two young women had
become nurses, but as noticed previously Nurse Apenehi Hei, who had taken
leave from her position in New Plymouth to look after relatives in Gisborne
suffering from typhoid, herself caught the disease and died in 1910. A series of
letters written by Nurse Hei from Gisborne illustrated the conditions that young
maori nurses encountered in the early twentieth century. The following are

extracts from three letters:

| thank you for granting me leave to come and nurse my niece. | had no
idea it was a typhoid case. There are two other cases, both natives.
One is Consumption, the other is Consumption with Typhoid making 3
cases in all. There has been several cases of typhoid amongst the
natives here, owing, the doctor says to the recent flood. Although, they
live near town, there is no nurse available. Only one in Gisborne doing
private nursing. Are you only allowing me one wee leave? The doctor

- cannot see his way to let me leave the cases yet. What am | to do? Of
course as soon as my three cases are convalescent, | shall go back to
New Plymouth "7

| hope you will overlooked [sic] my not writing before this. 1 have been
very busy indeed, with my niece and sister-in-law in my home and my
two other patients also, which leave very little time to ones self. Two of
my patients are convalescent, the third is still serious so the doctor say,
but 1 think she is improving to-day. If no complication sets in, | shall
leave for New Plymouth by Saturdays goat, my niece is almost
convalescent. My brother is now in bed with suspect pneumonia, but |

‘478Report Dr. Pomare, Health Officer to the Maoris, AJHR, H-31, 1903, p.71. DV L, p.141.
"“"Hei, A., Gisborne, to Mr. Fisher, Esquire, Native Department, August 3, 1910. MA 1 1910/3921. Nurses
in Gisborne. DV J, p.210.
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think it is a sever attack of influenza. A Pa just out of town here, cases
of typhoid has been reported to the doctor and all the natives in it had to
leave. Some of [sic] them are camping about a mile from us so | visit
them also, they have a doctor (a European and a Maori tohunga as well
so they are all right. The other two I've been attending cannot afford a
doctor or nurse so | just come in the proper time for them... | will be very
thankful indeed of the few days rest if you could see your way clear to
grant my request [for extra Ieave].1480

‘On my arrival in Gisborne on August 27th Dr Coker informed me that my
brother's child and Puna Rangiuia aged 7 and 20 years respectively
were suffering from Enteric Fever (Typhoid) and as the parents could not
get the services of a trained nurse, 1 naturally offered to nurse the above
cases, and later Mary Rangiuia.

Complications set in with these 3 cases. They are all convalescent now.
My brother Hamiora Hei contracted Enteric fever on August 18th. | have
been nursing him since. Complication of hemorrhage set in on August
30" He is still in a critical condition. 1, again therefore ask you as a
great favour to extend my leave of absence..."*'

By 1913 four young women had completed their training, including the
unfortunate Nurse Hei. Two had married, however, but there were seven
undergoing training.'*®? More Maori nurses were trained in the following years,
though none appear to have been from Te Aitanga-a-Mahaki families, or posted
to the Gisborne area. In 1936, as the health needs of Maori gradually came to
public attention, the issue of training more Maori women as nurses again arose.
At this time, the prevailing mentality among the medical profession toward the
training of Maori becomes very apparent, as the following statement

demonstrates:

The training of Maori nurses is a different problem. It is only fair that
Maori girls who have prepared themselves should be given an
opportunity to equip themselves to assist their people, but certain
conditions must be face. In the first place these girls must be carefully
selected — they should be of good family and have received a good
secondary education in addition to being of a quiet, steady personality.

The arrangement in existence between the Hukarere School and Napier
Hospital is a very suitable one. The girls remain for a year resident in the
school and attend the hospital for eight hours daily. If at the end of the
year they are regarded as suitable, they are taken into the hospital to

1480t ei, A., Gisborne to Mr. Fisher, Esquire, Native Department, August 21, 1910. MA 1 1910/3921.
Nurses in Gisborne. DV J, pp.210-211.

81t ei, A., Gisborne to Under-Secretary, Native Department, September 3, 1910. MA 1 1910/3921. Nurses
in Gisborne. DV J, p.211.

“¥]Maori Nurses, AJHR, H-31, 1913, p.12. DV L, p.164.
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train in the usual way, the year in the school counting as three months of
the period of training.

Unfortunately in other localities there is not the provision for an
arrangement of this kind.

Having commenced training the Maori needs special consideration and
understanding by her tutor and ward Sisters. For instance, she
frequently thinks in Maori, and therefore is slower in grasping new
instructions—and when she does think in English it must be remembered
that her background of experience is often very different to her fellow
nurses. The next problem comes when she is qualified. She leaves
presumably ‘to work among her people’, but this is not possible until she
has gained experience in accepting  responsibility and exercising
authority; this she can only acquire in an institution. Next, her own
people can not pay her, and she has no standing among them unless
she is in the employ of some public body with the authority of that body
behind her.

It is unjust to train Maori unless we are prepared to employ them after
registration in our hospital. In addition, before they are suitable to work
by themselves it is essential that they also should have full obstetrical
training. %

The system of village and marae committees, established under the Maori
Councils Act, 1900, and recognised after 1920, must have existed in Te Aitanga-
a-Mahaki settlements. However, no information has been located to describe
how this grass-roots form of community health organisation functioned up
through the 1930s. Another type of local Maori initiative in the health care area
was the attempt in the 1930s of the Tairawhiti Maori Association to provide
financial support for hospital services for its membership. After World War ll, a
new type of grass roots organisation emerged, the Maori Women’s Health
Leagues. According to Orange these women’s groups expanded rapidly,
embodying the enthusiasm that had been a characteristic of the War Effort
committees.'*®* Although encouraged by the Department of Maori Affairs, they
were purely voluntary and independent of the Department. By 1949 Health
League Committees were in existence at Titirangi (Gisborne), Waihirere, Te

1485

Karaka, Puha and Ngatapa. In the early 1950s the Maori Women's Welfare

1483problems for the Future. The Training of the Maori Nurse, AJHR, H-31, 1936, p.47. DV L, p.230.
“Orange, 1977,p.195

"485Maori Welfare Section. Annual Report. Zone XIV. M.Tamihana, May 16, 1949. MA 36/29/5 Pt.1.
Welfare Officer's Report, Tairawhiti. DV I, pp.74-75.
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League was established as well."® By 1957 there was one active in the town
area, the Turanganui Maori Women's Welfare League (founded in 1956), and
another was operating at Mangatu (Mangatu Maori Women's Welfare

League).'*¥’

The Women’s Health League worked closely with Women’s
Welfare Leagues, the latter focusing mainly on education and the former on
matters relating to maternal and child health, especially in relationship diseases
like tuberculosis.'® However, in 1962 one of the Maori Welfare Officers, R. D.
Ria, called for closer cohesion between the health system, the Maori Tribal
Committee, and the Women’s Health and Welfare Leagues to better address

Maori health issues.'8°

In summary, three inter-related themes have been addressed in this section: the
scope of programmes to provide health and medical care to Te Aitanga-a-
Mahaki; and questions of physical access to families provided and thirdly the
culturural appropriateness of the services offered. Until the late 1920s Te
Aitanga-a-Mahaki health care was fundamentally the responsibility of a separate -
division within the Health Department, which had to closely work with the Native
Affairs Department until 1911, when all Maori health matters were transferred to
the Health Department. At the same time Maori councils and village committee
had been established to take care of sanitary conditions in Maori settlements.
This system of Native Health Nurses, Native Sanitary Inspectors, and subsidied
doctors, operating in conjunction with village committees, lurched along until
about 1927-1928 when the entire edifice was placed under the District Medical
Officers of Health and operated as an integrated health system for both Maori
and Pakeha. The system of District Nurse and Public Health Nurses during the
1930s, 1940s, 1950s, and into the 1960s provided primary health care for Te
Aitanga-a-Mahaki, a continuation of that provided earlier by the Native Health

148\ aori Welfare Division. Annual Report. Zone X1V. K. Te Hau, March 24, 1954°. MA 36/29/5 Pt.1.
Welfare Officer's Report, Tairawhiti. DV J, pp.86-87.

1487\Maori Welfare Division. Annual Report. Zone XIV. K Te Hau, April 2, 1957. MA 36/29/5 Pt.3. Welfare
Officer's Report, Tairawhiti. DV J, pp.95-98.

"“88\aori Welfare Division. Annual Report. Zone XIV. H. Sunderland. December 31, 1961°. MA 36/29/5
Pt.3. Welfare Officer's Report, Tairawhiti. DV J, pp.118-120.
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Nurses. The nurses were expected to do everything, perhaps too much, and
there were not enough of them to adequately ‘health’ the area, a matter realised
after World War Il. Doctor care was initially available through the subsidised
programme (Dr. Wi Repa at Te Karaka), and through doctors in Gisborne, and
Cook Hospital. Although there is no evidence that Maori were discouraged at
Cook Hospital earlier, details of considerable Maori use of the hospital only
becomes available in the late 1930s. Because most Te Aitanga-a-Mahaki
families remained rural through the 1950s physical accessibility to health care,
especially ante-natal care remained a problem. It is difficult to assess whether
the psychological and spiritual dimensions of health were addressed, other than
negatively, through the period. Further, up through the 1960s few of the medical
and nursing staff were Maori. Sensitivity to cultural issues relative to medical
care was not a priority. Nonetheless in theory at least all Maori including Te
Aitanga-a-Mahaki had equal access to health care after the 1940s.

"“89Maori Welfare Division. Annual Report. Zone XIV. H.D. Ria, December 1 1962,. MA 36/29/5, Pt.3.
Welfare Officer's Report, Tairawhiti. DV I, pp.127-136.
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A\ SUMMARY AND CONCLUSIONS

CHAPTER 20 The Te Aitanga-A-Mahaki Experience

20.1 Introduction

This report has detailed the process of the underdevelopment of a people. It has
shown how the conjunction of the operation of the political economy, both of New
Zealand and globally, plus the continuing loss of entitlements (access toland and
resources) and the process of disempowerment (loss of the right to control their
own land and livelihood) progressively marginalised Te Aitanga-a-Mahaki,
creating a ‘population at risk’, dependent on wage labour, subsistence farming,
and meagre incomes from leased and trust lands. The majority of Te Aitanga-a-
Mahaki whanau were increasingly impoverished, ever vulnerable to the
vicissitudes of the market, unable to gain access to appropriate education, and
more likely to be living in conditions which made them more vulnerable than poor
Pakeha to a range of health problems. Poor housing and bad sanitation were
identified as the crucial linkage between poverty and poor health. Because of
poverty, Te Aitanga-a-Mahaki families were also likely to suffer from poor
nutrition. All of these had a direct effect on the incidence and consequences of a
range of communicable diseases, both epidemic and chronic, which plagued Te

Aitanga-a-Mahaki until they underwent a mortality transition after World War Il.

These processes are reviewed and summarised in this final part of the report.
As the details have all been previously documented, no footnotes are used.
Rather, general issues and trends are identified. In the first section, the
economic and social conditions before 1840 are overviewed. The next section
deals with events and processes between the 1830s and about 1890. This is
followed by a review of what happened to Te Aitanga-a-Mahaki families socio-
economically between the 1890s and the 1960s. The material and health

dimensions of poverty are summarised in the next section. The final, somewhat
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whimsical section, reflects upon the Te Aitanga-a-Mahaki experience through the

use of two stories.

20.2 ‘Food Baskets’

Before the 1820s and 1830s Te Aitanga-a-Mahaki whanau and hapu had
~ established a sustainable relationship with their land and with their neighbours.
Waka had arrived, and their crews had hunted and gathered, settled down and
.became horticulturists, multiplied, and had gradually spread out over the
Waipaoa Plain, its tributary valleys, and the surrounding hill country. Eventually
the manawhenua was concentrated in the person of Ruapani. Later arrivals,
such as Kahungunu, left their mark on the area, but it was just over 400 years
ago that another ‘travelling man’, Mahaki, arrived. Mahaki’'s children, and
especially his grandchildren and their descendants, fought for, occupied, and

protected the area that became their rohe.

Through this long period down to the early nineteenth century the whanau of Te
Aitanga-a-Mahaki achieved a measure of balance with their resource base. At
first the major types of resources used were those that could be gathered,
hunted, or fished. Some of these resources, such as moa, and perhaps seals,
rapidly disappeared in this early, essentially exploitative, phase of resource use.
But with the development of horticulture, life changed, and while non-horticultural
subsistence was always very significant, by the late seventeenth and early
eighteenth centuries a sustainable mode of resource management had emerged.
The whanau of the hapu of Te Aitanga-a-Mahaki managed their ‘resource
complexes’ under the guidance and leadership of their rangatira, all of whom
were closely related by descent and through intermarriage. Throughout this
period there were conflicts, both with neighboring iwi and among the hapu of Te
Aitanga-a-Mahaki, but a close and enduring relationship was established with the

land.

640



TN
7 S
{

Within the hapu of Te Aitanga-a-Mahaki, whanau were the fundamental decision
units. Whanau were food-producing, residential, landholding units, which were
represented by their heads in village and hapu debate. The heads of whanau
apportioned land for settlement and use to their dependent kin, while the rights of
the head were allotted by the hapu leaders, one of whom would be the whanau
head. Every individual family member had the right to a share of community land
and resources. This was recognised by giving them rights of access or
occupation to those resources: to a village space, a plot in garden land, a
specific tree in common land for bird snaring, a rat run, an eel weir, a piece of

fern ground, and so on.

The resources complexes belonging to various hapu of Te Aitanga-a-Mahaki can
be broadly identified. All included a diversity of types of terrain, vegetation, and
resources generally. All included some land along the Waipaoa. Several hapu
had access to the richest soils of the Waipaoa Plain, and others used the
Pleistocene terraces in the upper Waipaoa Valley and in tributary valleys. The
hapu of the upper Waipaoa Valley placed more reliance on non-horticultural
subsistence than those of the middle and lower valley, but all were dependent on
them for survival. Given the interdependence of the components of the resource
complexes, the loss of any part substantially impacted on the ability of whanau to
adequately provide for their needs, a matter which the government and settlers
appear not to have recognised, or were unwilling to acknowledge. The
consequences of the piece meal dismantlement of Te Aitanga-a-Mahaki
resource complexes, as well as the modification of their components at a time
when private property regime was impressed upon a common property regime,

forms the substance of the report.

20.3 ‘The Food Baskets are Broken’

By the 1820s and 1830s incursions from the outside intensified. Nga Puhi from
the north brought muskets and unwittingly transmitted Christianity, and the

Whakatohea destabilised society and economy by their penetration into the
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middle and upper Waipaoa Valley. These raids made Te Aitanga-a-Mahaki
eager to trade for guns, and ‘early traders, such as J.W. Harris, were willing to
oblige. But by the mid-1830s, the trade in flax for guns seems to have all but
died out, and the hapu and their whanau again seem to have dispersed over
their lands, now involved in growing not only their traditional crops, but a number
of new ones as well. Some of this was for subsistence, but some was for the
developing market. The white potato had grown since about 1810, and pigs
were plentiful by 1826. Maize was being grown by the 1840s, as were several
other types of vegetables and fruit trees. Wheat was adopted during the late
1840s and 1850s. By the latter decade the area exported large quantities of
wheat and other food items, estimated to be worth £5,000 per annum by the late
1850s. This new wealth was used to satisfy the demand for European consumer
goods. "

It was, through this period of economic change that the first great ‘horror’ visited
upon Te Aitanga-a-Mahaki began to have an impact. Te Aitanga-a-Mahaki, like
Maori everywhere, were a ‘immunologically virgin’ population susceptible to a
range of new pathogens, especially influenza, measles, whooping cough,
dysentery, typhoid, venereal disease, and tuberculosis. It is suspected that the
Nga Puhi and Whakatohea in the 1820s and 1830s did not only bring warfare,

but the new pathogens as well.

By the early 1830s, the establishment of shore-based European traders gave the
new diseases another point of entry, as did the establishment of Williams's
mission station in early 1840. Between 1840 and 1866 the population of
Turanga appears to have declined from about 7000 to about 1000, mostly the
result of outbreaks of the new communicable diseases. Unlike in many other
parts of New Zealand, this population decline preceded the loss of land and the
consequent limitation of access to resources, leading to a decline in the quantity
and quality of food. Indeed, up until the 1860s Te Aitanga-a-Mahaki nutrition
probably improved, but this did not prevent them suffering catastrophically from

the infection side of the malnutrition-infection cycle.
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In the early 1860s Turanga remained essentially Maori. There was little Pakeha
settlement, little land had been involved in any kind of transaction, and Maori
institutions remained strong. But matters changed dramatically between 1860
and 1865 as the effects of several debilitating epidemics were felt, and as
outside events began to impact on the iwi of Turanga. During the early 1860s
envoys from Taranaki and Waikato frequently visited the area in search of
military support, but Te Aitanga-a-Mahaki showed little interest in these ‘foreign
wars’. They were, however, strongly opposed to any government presence in
their area, but after tensions among the Ngati Porou turned into open conflict in
1865, they were remorselessly pulled into a situation from which they could not
escape without enormous loss of prestige and mana. When Pai Marire
missionaries arrived in March 1865 they found that more than half of Te Aitanga-
a-Mahaki were willing converts, while many others took very ambiguous
positions. Some of this willingness had to do with disillusionment with
missionary Christianity, which seemed to be able to do little to stop the alarming
rate of mortality from disease. Some of it had to do with a desire to assert the
independence of Turanga. But this was not to be. Events escalated with the
arrival of Ngati Porou, the building of pa, and eventually the arrival of colonial
troops and Donald McLean. The siege at Waerenga-a-Hika, in Te Aitanga-a-
Mahaki perspective, was a battle fought to protect their land against alien

aggressors, both government and Ngati Porou.

The outcome was disastrous for all Te Aitanga-a-Mahaki, both those captured at
Waerenga-a-Hika and those who had remained ‘loyal’. The ‘arch rebels’ among
the former, and their families, were transported to the Chathams to get them out
of the way so the victors could dispose of the spoils. The treatment of the
prisoners in the Chathams must rank among the worst meted out to prisoners in
New Zealand colonial history, the more so as they were kept there for so long
solely so the government could make a suitable land deal. The ‘loyalists’ who
were concentrated into two settlements (in Turanganui and near Toanga),

suffered from hunger until the summer of 1866—-1867. They were also subject to
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government pressure to give up land as compensation for the sins of their iwi.
Individual Pakeha also began to pressure them to sell off, or at least sign lease
agreements, to large areas of land. Although a considerable area was surveyed,
no agreement was reached with the government about confiscated land. The
escape from the Chatham’s and the subsequent taking of utu by Te Kooti,
pushed ‘loyal’ Te Aitanga-a-Mahaki into the Cession of December 1868.

The sufferings of Te Aitanga-a-Mahaki between 1865 and 1868 were a result of
their first direct encounter with the colonial state. It generated suspicion and
anger, not only among those who were sent away, but among those who were
permitted by the government to remain behind. Somehow, all Te Aitanga-a-
Mahaki were branded as ‘arch rebels’ by settlers and government, an attitude
that persisted into the twentieth century. Conversely, among Te Aitanga-a-
Mahaki it rapidly became apparent that ‘victory' and ‘defeat’ were rather
meaningless terms, as ‘ex-loyalists’ suffered and ‘ex-rebels’ prospered in the
crazy new order which the Crown did nothing to ameliorate the impacts of in the

area.

These impacts began dramatically in 1869 when the Poverty Bay Commission
initially sat to determine title to 75 Maori and 19 European claims to land. In this
session, and in those of 1873, 20 blocks of land belonging entirely or partially to
Te Aitanga-a-Mahaki were dealt with by the commission. It was also determined
that Te Aitanga-a-Mahaki land at Muhunga, and that which they shared with
Rongowhakaata at Patutahi-Kaimoe, would be confiscated, and as matters
transpired, with no compensation given to those who had remained loyal. As
things turned out, very few Hauhau lost their interests in land outside of these
blocks, so that one of the prices for loyalty to the Crown was the loss of some of
the best land on the Waipaoa Plain. Furthermore, the Poverty Bay Commission
granted title to Te Aitanga-a-Mahaki owners of the blocks of land it dealt with as
joint tenants with equal alienable shares. These interests were subject to the
laws of survivorship, whereby on the death of a grantee, his or her shares would

pass to the other grantees rather than to his or her descendants. This eventually
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caused much dissatisfaction, both among families who lost their interests in land

entirely when a listed owner died and among the rangatiras who considered that

joint tenancy was an attack on their mana. While this situation only lasted until

1873 (when tenancy in common was supposedly extended to lands held in joint
tenancy), in the meantime many of the interests held in joint tenancy had been

sold, or had accumulated in the hands of other listed owners.

After 1873, when the Poverty Bay Commission was terminated, the land returned
to Te Aitanga-a-Mahaki, which had yet to have its title determined was dealt with
by the Native Land Court. Up to 1890, with exception of 1878 and 1884, the
court sat for lengthy periods each year at Gisborne or Makaraka. Te Aitanga-a-
Mahaki land blocks appeared before the court on numerous occasions. The
familes of Te Aitanga-a-Mahaki hapu were involved in almost continuous court
appearances through this period, which was one of enormous economic and
social turmoil. Agriculture was disrupted, as the court sessions frequently
coincided with the planting and harvesting seasons. As land was sold or leased,

and cleared, non-horticultural resources began to disappear.

Fraud, confusion, graft and corruption surrounded the court sessions and land
dealings. Individuals and families could not retain their landed interests in the
face of offers which they could not resist, either because they were already in
debt or because money was necessary to purchase both the necessities of life
and luxury items. Individuals and families, with considerable interests in land
could obtain credit for a range of goods and services, as well as for cash
advances. Eventually this could lead to a summons to the Magistrate’s Court as
a debtor, at which time money was required to pay off the debt. As most families
had limited interests in most blocks, even when they sold these to individual
Pakeha and the Crown they received very little, a few pounds at the most.
Basically, through the 1870s and 1880s, both the Crown and private individuals
of all sorts were trying not only to relieve Te Aitanga-a-Mahaki of their land, but
also of any money they received for it. Te Aitanga-a-Mahaki families found it

impossible to adopt the accumulation-via-savings doctrine prevalent in Pakeha
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society. Given the circumstances of the time, it was virtually impossible for Te
Aitanga-a-Mahaki to amass any amount of capital, yet Pakeha harped on about
their ‘natural incapacity’ to save without reflecting upon one of the significant root

causes.

Over the period from 1869 to 1890 about 366, 000 acres of Te Aitanga-a-Mahaki
land had been alienated, and the stage was set for much more to be so over the
next 20 years or so. During the 1880s Te Aitanga-a-Mahaki had been convinced
by Wi Pere to place much of their remaining land in the hands of the New
Zealand Native Land Settlement Company. This was originally conceived of as
. a corporate type of arrangement in which Maori contributed land and Pakeha
contributed capital, but a Supreme Court ruling in 1884 established that the
transfer of land by Maori to the company was a sale, and that Maori no longer
owned the land, despite their being shareholders. Ultimately, about 190,000
acres of Te Aitanga-a-Mahaki was involved with the company. Some of this was
subdivided and sold during the 1880s, but when the company declared its
bankruptcy in 1888 the Te Aitanga-a-Mahaki hapu and whanau involved had
effectively lost control of their land. Wi Pere and W.L. Rees attempted to stave
off disaster by executing a series of trust deeds with the owners of the blocks.
Some blocks, such as Mangatu No. 1 (100,000 acres), because they could not
be alienated other than by lease, returned to their owners when the rent
payments ceased. But over 70, 000 acres of Te Aitanga-a-Mahaki found
themselves enmeshed in an entirely new property rights regime, an entirely new
set of institutions, and a vastly different type of economy. Further, a new
iconography was established over land and landscape. Many place names
changed, others did not, but they had little meaning to the new and dominant
people. Whereas previously the world for Te Aitanga-a-Mahaki whanau and
hapu had centred on the middle and upper Waipaoa Valley, the new world
centred on Gisborne, on the periphéry of the rohe. It was no longer a world of
contested boundaries with Ngati Porou, Te Aitanga-a-Hauiti, Rongowhakaata,
Ngati Kahungunu, Tuhoe, and Whakatohea, but one of survey lines and county

boundaries, dominated by authorities in Gisborne and Wellington.
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Above all, the landscape itself was dramatically transformed. On the land sold or
leased most of the fern and scrubland was rapidly cleared, as were many of the
areas of dense bush. Only on the steepest and most remote land did the bush
remain. The fallen scrub and bush was burnt, and grass seed sown in the
ashes. One of the ultimate ironies was that Te Aitanga-a-Mahaki families
laboured to assist this transformation. Once the land was cleared, given the
unstable nature of much of the hill country, erosion accelerated almost
imediately. The rivers had always flooded, and parts of the country, especially
the mudstone and argillite country along the upper Waipaoa and Mangatu, had
always been unstable, but now floods became more frequent, and the rivers
carried heavier sediment loads and began aggrading their beds. Bush
clearance, accelerated erosion, and siltation destroyed crucial non-horticultural
resources, so in addition to the loss of land, resources of bush, fern land, river,

and swamp also began to disappear.

During the 1880s gardening re-emerged around the kainga. But to survive, Te
Aitanga-a-Mahaki families increasingly turned to rural wage labour, mostly of a
seasonal nature (bush felling, bush burning, sowing grass seed, scrubcutting,
fencing, gathering grass seed, and especially shearing). These activities were to

be their mainstay until the 1940s.

While both epidemic and chronic diseases continued to impact on Te Aitanga-a-
Mahaki during the 1870s and 1880s, the evidence suggests that the population
began to stabilise during these decades. This suggests that Te Aitanga-a-
Mahaki were gaining some immunity too common ailments and were moving
toward some degree of bio-medical equilibrium. However, by this time land
confiscation and purchase, and land clearance had dislocated hapu resource
complexes. The drastic diminution of the resource base adversely affected food
production, and the poorer nutrition resulting from this is one significant

component of the malnutrition-infection cycle. This cycle was exacerbated by
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the sanitary and housing conditions in the settlements at Mangatu, Taihamiti,
Tapuihikitia, Kaitara, Rakaiketeroa, Waituhi, and Waihiere.

20.4 Disempowerment, Impoverishment, Dependency

20.4.1 Introduction

Between 1890 and 1960 Te Aitanga-a-Mahaki grappled with the problems
arising from the interpenetration of two very different property rights regimes.
With a few exceptions, Te Aitanga-a-Mahaki whanau and hapu had lost their
rights of access to, and control over, land and resources. Land had been, and
continued to be, either sold or leased, and even when trusts and incorporations
were eétablished, they were normally administered by Pakeha. All that most Te
Aitanga-a-Mahaki whanau had left to them was their labour power, which they
had to sell in order to gain the means of survival. Effectively they now owned
nothing else, and as they lacked any control over the means of production or the
mechanisms of exchange, they were reduced to instruments of labour whose
value was determined in the market place. To help identify the degree of Crown
collusion in the disempowerment and impoverishment process, five basic

questions are examined:

Who was to control, to manage, the remaining land?

What was to be done with the land?

How did Te Aitanga-a-Mahaki hapu and whanau grapple with the
imposition of a new and very different property rights regime?

4 Could the land remaining provide subsistence and income to its owners,
whose numbers increased over time and whose individual interests
diminished?

5 What economic alternatives were available to Te Aitanga-a-Mahaki

whanau if the land could no longer support them?
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20.4.1 Land and Control

By 1890 Te Aitanga-a-Mahaki had, through a variety of ways, lost over half of
their land. Over the next 20 years another nearly 100, 000 acres was sold
(approximately 24,000 acres in the 1891 sale of New Zealand Native Land
Settlement Company land, another 28,000 acres by the Carroll-Wi Pere Trust
and the board set up under the 1902 legislation between 1892 and 1905, and
juét over 5,000 acres between 1900 and 1908 by the first trustee of the Wi Pere
Trust Estate). In 1908 Te Aitanga-a-Mahaki still owned just over 200,000 acres.
After this another 45,000 acres or so were sold (just over 26,000 acres of
Mangatu No. 5 and No. 6 to F.W. Williams and the Crown, nearly 8,000 acres of
Tahora No. 2, and over 12,000 acres belonging to the Wi Pere Trust Estate). By
the middie of the twentieth century Te Aitanga-a-Mahaki retained just over

156,000 acres, about one-quarter of their original lands.

But retaining land did not mean that Te Aitanga-a-Mahaki whanau had control of
their land. Te Aitanga-a-Mahaki had battled to retain control of their land since
the late 1850s when Kahutia had tried to redeem his ‘gifts’ to Uren and Espie at
Makaraka. The events between 1865 and 1869, including the acceptance by so
many Te Aitanga-a-Mahaki of Pai Marire, the refusal to surrender at Waerenga-
a-Hika, the transportation of the ‘arch rebels’ to the Chatham Island to remove an
impediment to the Crown getting its hands on land, the intransigence of even
those remaining at Turanga and their submission to Crown demands only after
Te Kooti's téking of utu in November 1868, also have to be viewed in this light.
At this point Wi Pere becomes the most significant actor in Te Aitanga-a-Mahaki
continuing battle to keep their land. Wi Pere had always taken a strong stand
against the sale of land. As early as the late 1860s he was opposed to
confiscation, and during the 1870s he supported the Repudiation movement.
This brought him into touch with W.L. Rees, whom Wi Pere invited to Gisborne in
1878. In 1880 they launched the East Coast Native Land and Settlement

Company (later the New Zealand Native Land Settlement Company and Wi
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Pere’s concern to help Maori retain land and farm it themselves commanded
sufficient support for him to be elected to Parliament), where he spoke strongly
against the Native Land Court and in favour of the management of land through
elected block commitees.lt was by no means entirely responsible for the
misfortunes of the company and had not intended it for personal advantage, not
did he expect the land to be lost to Maori control.

As trustee with W.L. Rees between 1888 and 1891, he endeavored to save, not
very successfully, as much Te Aitanga-a-Mahaki land from sale as he could. In
1892, James Carroll (reluctantly, it is said) and Wi Pere signed an agreement
with the Bank of New Zealand placing the land in their trusteeship in an effort to
retain what was left. It was at this time that Wi Pere succeeded in rescuing most
of his family’s own land, later to become the Wi Pere Trust Estate.

During the 1890s Wi Pere, after his re-election to Parliament in 1894, continued
to work hard for more Maori autonomy and for Maori control of land. To this end
he supported the Native Land Laws Reform League in their drive to have land
dealt with on a corporate basis, he supported the Kotahitanga movement and the
establishment of a separate Maori Parliament, and he introduced Bills
empowering Maori committees to settle title and arrange leases and mortgages
on the land. By 1900 he was active in that part of the Kotahitanga movement
(along with Apirana Ngata) which supported James Carroll's 1900 legislation

establishing the Native Land Councils and Native Councils.

Much of his activity in Parliament in conjunction with James Carroll affected Te
Aitanga-a-Mahaki land directly. This included the Mangatu No. 1 Empowering
Act of 1893, and the legislation in 1897 and 1898, which permitted the
establishment of trusts. In both principle and practice, this legislation permitted
elected management committees to play a major role in the control of large
areas of Te Aitanga-a-Mahaki lands. Further, the trusteeship role of Carroll and
Wi Pere for the lands formerly owned by the New Zealand Native Land

Settlement Company must be seen this way; as an attempt by Maori to control
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their own affairs, even under great duress. Only when Carroll and Wi Pere’s
efforts over 10 years did not enable the Bank of New Zealand to realise its
money did the government step in and establish the East Coast Native Lands
Trust. But it is notable that by 1902 even the Liberal Government did not permit
the sale of all the land, only that necessary to pay off debt.

After 1906 the Te Aitanga-a-Mahaki lands left in the trust were administered by
one of the most significant ‘Maori authorities’ in New Zealand, the East Coast
Native Lands Trust, headed by the East Coast Commissioner. This trust saw its
mandate as efficiently and effectively reducing what debt remained, and only
then returning the various blocks of land to the control of their owners. Given the
vagaries of the economy, especially during the 1920s and 1930s, this was a long
and involved process. After 1917 the Mangatu Trust also lost its independence
and was administered by the East Coast Commissioner. In the case of Mangatu,
the management committee continued in existence, although with a reduced roll,
but until 1935 there were no management committees for any other land blocks
under the East Coast Commissioner. It should be noted that in 1907 Wi Pere
suggested a way to solve the problem of how to compensate owners of lands
sold between 1892 and 1906 and to pay off the debt to the Bank of New
Zealand: give such owners shares in Mangatu Nos 5 and 6, and give the
remaining blocks of land back to their owners. However, this was deemed
unworkable, and because there was so much external debt remaining, an
elaborate scheme was worked out so that this could be extinguished. But
ironically, when the East Coast Native Lands Trust was terminated, the
descendants of Te Aitanga-a-Mahaki owners of lands sold to pay off the debt
were given shares in Mangaotane Station, all that remained of Mangatu Nos 5
and 6.

While the history of the operations of the East Coast Native Lands Trust is
essentially the story of Pakeha paternalism, the consequences of the failure of
the New Zealand Native Land Settlement Company impacted economically on

Te Aitanga-a-Mahaki. If Mangatu Nos 1, 3, and 4 are taken out of consideration,
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apart from Mangatu No.5 and No.6, a small part of Tahora No.2, and the tiny
Whaitiri No. 2 block, much Te Aitanga-a-Mahaki land involved in the New
Zealand Native Land Settlement Company was lost without compensation. In
this regard the events surrounding the ending of the East Coast Maori Lands
Trust are crucial, and they involve a number of salient issues. First, the
seemingly arbitrary decision made in 1951 to exclude those blocks sold in 1891
from consideration for monetary compensation; second, the disproportionate
area of Te Aitanga-a-Mahaki land lost to sales in 1891 (just over 24,000 acres)
and after 1892 (up to 1930 nearly 73,000 acres, although just under 14,000
acres were regained in 1931); and third, the establishment of the Mangaotane
Trust Estate, and whether this was the most appropriate way to compensate Te
Aitanga-a-Mahaki for the lands sold after 1892. In the case of Mangatu No. 5
and No. 6, there is also the matter of the legality of the initial sale to the New
Zealand Native Land Settlement Company in 1883. Later legislation,
agreements, and litigation clouded this, but it was clear to the judge in 1969 that
beneficial ownership had never been established for this land. Does this mean

that even the sale of lots 5, 6, 7, and 8 to the Crown in 1930 was tainted?

It was established in 1951 that the East Coast Native (or as it was by their,
Maori) Lands Trust was an organisation which was, to some extent, the
responsibility of the Crown. Orr-Nimmo’s report clearly establishes that the
Crown may have acted less than responsibly at times, especially with regard to
continuing to involve Maori beneficial owners in determining the fate of their land.
At key junctures in 1891 and between 1902 and 1905 the Crown’s response was
to permit the land to be sold when it could have actively intervened to ensure that
the loans would have been repaid and the land retained. However, this would
have been contrary to government land policy, and it was only when it became
apparent in the early twentieth century that a full-scale disaster was in the
making that the government stepped into ensure that something remained.
Unfortunately for most Te Aitanga-a-Mahaki families, it was a case of too little,

foo late.

652



Y
S

Unquestionably, Wi Pere played a key role, both in Parliament and within Te
Aitanga-a-Mahaki, in giving direction to the deployment of Te Aitanga-a-Mahaki
lands. The outcomes were far from what he truly wanted: a committee system
dealing with everything from establishing title to controlling leasing and
mortgaging. Instead, a system came into being involving incorporations and
trusts. Initially these were under Te Aitanga-a-Mahaki control, but later they
were administered by Pakeha ‘authorities’, an outcome of the ‘compromises’
made nationally between Maori and the government after 1890. These
compromises enabled Maori to participate in management to a degree,
especially where there were independent incorporations, but in the case of Te
Aitanga-a-Mahaki, most power was abrogated by the East Coast Commissioner,

especially after he came to control Mangatu in 1917.

Another ‘Maori authority’ which controlled the small and remaining pieces of Te
Aitanga-a-Mahaki land, the Tairawhiti Native Land Board, also reflects the
dominant paternalistic attitude of the government toward Maori control of their
land. Again, Land Boards were the outcome of a compromise between
extremes: autonomous development and assimilation. Even the Wi Pere Trust
Estate exemplified Pakeha paternalism until the 1960s. Although after 1909 one
of the trustees was always a family member, control, especially after 1925, was

effectively held by the other two trustees.

But up to 1947 the experience of Mangatu best illustrates the struggle of owners
to control their own destiny. Until 1917 almost complete control was exercised
by the management committee and the two trustees resident in Gisborne. In
1917, to straighten out what was deemed to be a financial maze, Mangatu was
placed under the East Coast Commissioner. Not only did this disempower the

Mangatu owners, but management goals were redirected.

This lack of opportunity to participate more fully in economic decision-making
concerning their land, the result of paternalistic policies and the prevalent notion

among politicians that Maori were incapable of administering their lands in a
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financially responsible manner, was one element which delayed the emergency
of a knowledgeable and experienced cadre of business managers, resource
managers, agricultural experts, accountants, lawyers, and the like, by decades.
Even today very few of the key positions in Te Aitanga-a-Mahaki incorporations
are held by Te Aitanga-a-Mahaki, and similarly, legal, accounting, agricultural,
forestry, and environmental support services are still largely provided by non-
Maori. This situation derives, partially at least, from having been kept from
access to power, by governments and the legislation, designed to assimilate
Maori into mainstream Pakeha society, which inhibited a Maori-oriented

economic drive and social development.
20.4.3 The Use of the Land

At the beginning of the twentieth century the chosen method for all types of
‘authorities’ to deal with Maori land was to lease it to Pakeha farmers, usually for
21 years, with renewal rights, for a further 21 years. This effectively removed the
land from any control by its owners, even when they were incorporated, and very
often it resulted in low rentals. Eventually, the large trusts realised that only by
farming the land directly could it ever make enough money to pay off the debts
accrued earlier. To do this more money had to be borrowed as most lessees
could claim compensation, and there were substantial expenses involved in
stocking and improving statioyns. Several stations were broken-in by the trusts
themselves, at considerable cost. Through this whole process up to 1940 times
were not good economically, and a series of other pieces of legislation hindered

both debt repayment and land development.

Even tax legislation impacted on Te Aitanga-a-Mahaki severely. The Finance
Act of 1917, for example, led to the lands administered by the Mangatu and East
Coast Native Lands Trusts being treated as belonging to a single land owner,
despite previous assurances that the level of Maori taxation was not intended to

be changed. For entirely different reasons, the Land and Income Tax
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Amendment Act of 1939 also created difficulties for the Mangatu and East Coast
Native Trust lands. And the Mortgagors and Tenants Relief Act, passed in 1930
to offer leasees relief during the Depression, caused dificulty for the Mangatu
and the East Coast Native Land Trusts.

It was only when prices improved during World War Il, and then during the boom
period of the Korean War, that the land being farmed by the trusts and
incorporations became profitable, at least while prices remained high.
Fortunately, with the exception of the leases given by the Waerenga-a-Hika Trust
in 1950, none of the leases were of the perpetual ‘Glasgow’ type. Thus, while in
many cases compensation had to be paid, or considerable money spent in
improving‘property allowed to rundown before the lease reverted, leases have
not been the problem encountered by Maori elsewhere.

20.4.4 The Creation of a Share Market

The process associated with the determination of the ownership of land, the
allocation of shares, and the subsequent operation of the laws of succession
illustrate how a private property regime replaced a common property regime.
The Native Land Court from the 1860s had the power to determine ownership of
land precisely and with finality. It could, and did, distribute interests among
family groups and define their interests in terms of shares. The size of
shareholdings was allocated according to the seniority of descent from the first
recognised occupiers of the land, fundamentally according to individual and
family mana. The Native Land Court became another battleground for the
pursuit of mana: those who had knowledge, who could speak ably for their
whanau and hapu, would gain. There were some notable examples of
individuals who did this, but in an arena where the spoils were somewhat finite,
there were losers as well. The difficulties associated with the settlement of the
interests in Mangatu No.1 between 1916 and 1922 exemplify the battle for mana:

between hapu initially, and then within hapu once there was a need to establish
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individualised share blocks. At this level it became a matter of principle to have
the shares of an ancestor increased, and the disagreements over whakapapa,
the mana of ancestors, their ability to occupy and protect the land, and their

ability to place rahui, led to increasing rifts within hapu.

Once shares had been vested in a list of hamed people, another insidious
process began, the division and ultimate fractionation of shareholdings, through
the operation of the law of succession. All land blocks, and even the family
estates, underwent this process, so that eventually most shareholders held very
small numbers of shares, or fractions of shares. Basically, the allocation of
shares to individuals ignored one of the most crucial factors in the original Maori
property rights regime, which all members of whanau and hapu had somewhat
equal access to land and resources, and that ultimate control over land and
resources was vested in whanau and hapu leadership. Under this system,
rights, duties, and obligations concerning access and control very much related
to social structure. Under the new system these were replaced by a different set
of concepts in which the market system dominated. Ultimately, legislation even

permitted a market for shares to be created among the owners of blocks of land.

Even the creation of incorporations and trusts to administer multiply-owned land
proved to be a poor replacement for the social structure that had overseen the
use of land in the past, and which permitted all members of the group to have
access to the resources they needed to sustain life. The allocation of shares to
individuals also ignored one of the most crucial factors on the Maori property
rights regime, the fact that the ultimate control over land was vested in whanau

and hapu leadership.
20.4.5 Benefits from the Land

Given the initial unequal distribution of shares in any block of land, plus the

operation of the succession laws over time, especially after population began to
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increase in the 1920s, each generation had held fewer shares per individual.
Even early in the twentieth century, from all sources, most Te Aitanga-a-Mahaki
did not receive enough from their dividends to live on. A few, the high-status,
chiefly families, had considerable income from their dividends, and two families,
because they had the mana, knowledge, and authority, managed to establish
considerable family estates, although even here the operation of the laws of
succession, did lead to the fractionation of shares. Even at the outset, when
dividends were paid (and they were only paid infrequently on many blocks of
land until the 1940s), a few shareholders received substantial dividends, a few
others modest dividends, and most, very meagre dividends. Over time, with the
decrease in the number of shares held by individuals, this situation was
exacerbated. It was only during the péstoral boom of the early 1950s, when
some individuals still held considerable shares in Mangatu and the Wi Pere Trust
Estate, that really significant payments were made to anyone. But even in 1954,
41 percent of the Mangatu shareholders received less than £15 from their

dividends.

Unfortunately for many families, having small interests in blocks of land
penalised them with regard to benefits they were entitled to from the state.
Owners of shares in land blocks had their pensions, widows benefits, and
disability benefits reduced because they were considered to be ‘landowners’,
able to sell, lease, or mortgage their lands as individuals, even when all they had
were a few shares of tens-of-thousands, that they were prohibited by law from

alienating until after 1953.

Would the benefits for Te Aitanga-a-Mahaki families from their land have been
greater if they had maintained greater control over the not-inconsiderable area of
land remaining to them in 1890 (perhaps 300,00 acres) or even 1910 (200,000
acres)? In the early part of the twentieth century there were just under 1000 Te
Aitanga-a-Mahaki living in Cook and Waikohu counties, and in the Borough of
Gisborne. At this time then, each individual member (man, woman, and child) of

Te Aitanga-a-Mahaki had approximately 200 acres of land per capita. Of course,
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most of the high quality land had gone, and most of the land remaining was
steep hill country. And in reality, by 1910 some of Te Aitanga-a-Mahaki had no
claim to any land, and a few owned a considerable acreage. Nonetheless, if a
series of assumptions are made, including dynamic leadership, good land
management, and availability of development capital, it is interesting to speculate
about what might have happened if Te Aitanga-a-Mahaki had been able to make
autonomous decisions about the future of their remaining land. Would it have
been possible to have developed an economy based on a mixture of farming for
subsistence and sale, on extensive pastoralism, and seasonal and casual wage
labour, entirely under Te Aitanga-a-Mahaki control? Would this have led to more
rapid advances in health and living conditions, and in quality of education, and to
less poverty and dependency? Government policy effectively disempowered Te
Aitanga-a-Mahaki, so this counterfactual argument, while interesting to
contemplate, can only remain conjectural. In reality, by the time that the Crown
and the settlers felt that there was sufficient Crown Land for future development
(by the 1890s it would appear), the situation mitigated against such a possibility,
despite the vision of men such as Wi Pere. First, the debilitating effects on three
decades of turmoil on the social fabric had created deep and continuing divisions
among the whanau and hapu of Te Aitanga-a-Mahaki. Second, by this time too
much land had been leased to Pakeha and was effectively out of the control of
its owners. Third, most of the land held in large blocks (apart from the Mangatu
Trust until 1917) was already under the control of the East Coast Commissioner,
that ultimate ‘Maori authority’. Nonetheless, if the process of empowerment had
begun sooner, perhaps all Te Aitanga-a-Mahaki families would have had a

change for a higher quality of life.
20.4.6 To Earn a Living
By the early part of the twentieth century most Te Aitanga-a-Mahaki families had

become dependent on rural, seasonal and casual labour. This income

augmented the meagre amounts of dividend income which most received from
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their shares. Until the late 1930s, subsistence farming on papakainga lands was
also extremely important at Waihirere, Waituhi, Mangatu, and a number of other
smaller settlements between Te Karaka and Whatatutu. This mix of economic
activities to support the families living at Mangatu was typical of the time.
Dividend income came occasionally from the Mangatu Trust (but at the best 1s.
per share), and most of the men, plus a good number of women, worked
seasonally as shearers and casually as scrubcutters, fencers, and grass-seed
sowers, both on the stations on the Mangatu blocks (their own lands) and on
other Pakeha-owned stations. A few were employed permanently on these
stations as well. On the papakainga lands at Mangatu, kumara, potatoes, maize,
and other vegetables were grown, and a few livestock, including dairy cows ,
were kept. The income mix, therefore, included a subsistence component,

wages, and dividends.

By the outbreak of World War 1l there is evidence that population growth, plus a
stable or declining amount of rural work, meant that Te Aitanga-a-Mahaki had to
look for alternative forms of employment. World War II opened employment
horizons, and in the post-World War |l period, 1945 to the early 1960s, many Te
Aitanga-a-Mahaki families made the transition to urban wage labour, while fewer
joined the urban, salaried workforce. However, the situation that had begun to
be apparent during the 1930s of a marginalised and impoverished underclass-
did not basically change. All that did change was that Te Aitanga-a-Mahaki was
not only a rural proletariat, but an urban one as well. Dependent on wage
labour, often at the lowest levels, and usually in types of employment highly
susceptible to economic downturns, meant that even during the 1960s nearly
three-quarters of Te Aitanga-a-Mahaki families were in an extremely vulnerable

economic position.

At this time the failure of the education system, in terms of access, in terms of
the provision of appropriate curriculum, and in terms of sensitivity to socio-
cultural values, began to become markedly apparent. From the perspective of

this report, the period from 1945 to the 1960s was crucial. Population growth
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was at its most rapid this continued through the 1970s and only began to
diminish in the 1980s), and an ever-increasing number of children, for whom
there would be few rural jobs, needed to be prepared for employment in
Gisborne and in urban areas beyond. When economic times were good, as they
were through the 1950s and the early 1960s, low levels of education did not
seem so important, as there were plenty of employment opportunities, albeit at
the bottom of the wage-labour pyramid. But during the 1970s and 1980s inflation
accelerated, the markets for agricultural products became more difficult to
access, and unemployment rose. The least skilled wage earners were affected
first, hardest, and longest by the economic perturbations of the 1970s and
1980s. But the roots of the crisis go back to much earlier in the twentieth
century. To be sure, individual personality and ability, as well as the extent of
family support, have all played their roles in both the success and the failure of
Te Aitanga-a-Mahaki economically over the past 50 years, but the failure of the
education system to prepare Te Aitanga-a-Mahaki youth for the future was to a

great extent structural.

20.6.7 The Pursuit of Mana?

Ann Parsonson’s argument, the Maori rangatira were anxious to sell land
because their right to do so, their mana over the land, was thus recognised by
rival claimants, was alluded to in Part lll. Chapter 3 when the settlement of the
ownership of Mangatu (1916-1922) was discussed. However, while ‘skirmishes’
in the Native Land Court between rangatira were significant among Te Aitanga-
a-Mahaki hapu, and while ‘success’ was measured by the award of greater
interests in a block, there is no overt evidence that mana was pursued by the
sale of land gained through more convincing arguments in court, despite having
a shaky or non-existent claim to it. Indeed, the very opposite appears to have
been the case. Land was sold, but it was the acceptance of, and active
participation in, the introduced money economy that caught Te Aitanga-a-Mahaki

rangatira into the process of buying and selling. Because large areas, such as
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Mangatu Nos. 1, 3, and 4, could not be sold, rangatira of the hapu who received
interests in these lands were not so concerned about alienating their interests

elsewhere.

Significantly, two families of high mana consolidated their hold on their landed
interests. Both Riperata Kahutia and Wi Pere felt that the joint tenancy
provisions established under the Poverty Bay Commission were an insult to their
status. After this both pursued their whanau, and hapu interests very actively.
They emerged as major kaikorero in the court, using their skills in arguing their
cases from memory in an age of increasing literacy. During the last three
decades of the nineteenth century, through demonstrated leadership,
stewardship, and advocacy coupled with a steadfast determination to sell only
that land they could not possibly hold, Riperata Kahutia and Wi Pere left very
considerable, and at times controversial, legacies to their descendants. In the
1880s and 1890s there is no question that they were trying to come to terms with
the new conceptions of ownership. Although never as public as Wi Pere,
Riperata utilised the same device, trusteeship, albeit personal rather than
statutory, to ensure that the family lands were retained, even enhanced, and
passed on to her descendants. Effectively both enhanced their mana through

their ability to maintain their land.

20.5 The Consequences and Conditions of Poverty

Poverty made Te Aitanga-a-Mahaki more likely to be living in conditions that
made them more vulnerable to a range of health problems. Poor housing and
bad sanitation, in particular, were identified as the crucial linkage between
poverty and poor health. Because of poverty, Te Aitanga-a-Mahaki families were
also likely to suffer from poor nutrition. Land loss certainly diminished the
economic and subsistence basis of whanau and hapu, and this it was argued

had a severe effect on nutrition, and thus on mortality.
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Poor environmental conditions, the result of poverty, had a direct effect on the
incidence and consequences of a range of communicable diseases. When
European contact began in the late eighteenth century, Maori were an
immunologically inexperienced population, and their increasing exposure to the
new pathogens introduced by Pakeha settlers reinforced the virulence of the
malnutrition-infection cycle caused by poor living conditions, themselves the end
result of land alienation. The ‘diseases of poverty’ led to high levels of mortality,
including infant mortality, and to ill health generally. Communicable diseases,
such as typhoid, tuberculosis, influenza, measies, bronchitis, and so on, were
both endemic and epidemic among Te Aitanga-a-Mahaki until the mortality
transition, which occurred between 1945-1966. Although government began to
be concerned with Maori health issues at the turn of the twentieth century and
began to be highly aware of problems in the 1930s, the state of health of Te
Aitanga-a-Mahaki before the 1960s is both an indication of persistent low living
standards and outcome of poverty. What these health conditions essentially
convey is that Te Aitanga-a-Mahaki families were a socio-economically
depressed minority, isolated both physically and structurally. Thus they were
effectively excluded from the health care system for most of the period} up to the
1960s.

20.6 Symbolism and The Te Aitanga-a-Mahaki Experience

This report began with the description of a symbolic act, the renaming of
Turanganui as Gisborne by the colonial government in 1870. Other place names
also disappeared from the printed maps that were now part of the official record
of colonial appropriation of space. Symbols and symbolic acts are an extremely
important part of the cultural aspects of colonialism, as are the discourses about
each other generated by coloniser and colonised alike. The former have
dominated the writing of history in New Zealand, but there is an alternate history,
the history of whanau, hapu, and iwi, which is gradually coming into more

general view.
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For Te Aitanga-a-Mahaki whanau and hapu, the land remains a repository of
cultural meaning. It is a known territory bounded by known markers, it is the
location of the spiritual residence of ancestors and of the newly born, and it is
where whanau and hapu identity emerged. Land has meaning far beyond that of
a commodity to be bought and sold, leased, and mortgaged in the market place.
The concept of turangawaewae land as the ancestral home, sustaining whanau
and hapu with its varied resources and bearing through the mauri of its denizens,
physical and immaterial, the spiritual and psychological well-being of its human
inhabitants remains important. Indeed, the concept may have become even
more significant as Te Aitanga-a-Mahaki have dispersed to the far corners of
New Zealand and the world. Turangawaewae, literally ‘a place to stand’, and
especially a place to which one returns, has become even more important as a
cultural metaphor.

It is in this regard that two stories further symbolise the Te Aitanga-a-Mahaki
experience. The first involves Te Kooti's prediction about the future of the
Mangatu lands:

E kite ake ana au | to kotou whenua e tere ana e

tere ana ki te moana, a a, (e) kore rawa e pupuri.

| see your land drifting, drifting to the sea.
And you will not be able to retain it.

This could be a prediction about the erosion and flooding that was to come by
the early twentieth century, but it also symbolises the loss of land, especially for
some Ngariki whanau who have always felt that their claims to Mangatu have not
been recognized properly. Perhaps the ‘drifting’ could also have referred to
people leaving the land, being aimlessly adrift in a new world, and moving to the

coastal cities.
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The second story is that of the history of the meeting house, Poho-o-Mahaki. In
his unpublished story of Mangatu, based on information in the Gisborne Minute
Books, Peter Gordon has collected together many references to the house
named after Mahaki. While there is some disagreement in detail (over where it
was first built, and who built it) there is no doubt that it was somewhere on
Mangatu (probably Mangatahu, but possibly Mangamaire), probably before
1840. Significantly, the house has moved down the Waipaoa, first perhaps to
Muhunga, but then to Waerenga-a-Hika which coincided with the granting of the
land at Waerenga-a-Hika to William Williams by Whanau-a-Taupara, and the
establishment of the mission station. After the fighting at Waerenga-a-Hika in
1865 the meeting house was moved to Toroa, onto land belonging to Wi Pere,
because of the blood that had been shed at Waerenga-a-Hika. A little later a
flood destroyed the house, although it is said that two poupou survived and were
later incorporated into Poho-o-Rawiri on Kaiti. Today the name Poho-o-Mahaki
lives on as the name of the meeting house at Waihirere. The migration of the
original house and its surviving poupou can be seen again as symbolic of the Te

Aitanga-a-Mahaki experience and the reorientation of their world.

664



BIBLIOGRAPHY

A PRIMARY SOURCES

1 Unpublished Archives and Manuscripts

Alexander Turnbull Library, Wellington.

McLean, Donald, Journal, Volume 4, 1851-1870.

McLean, Donald, Papers, Micro-Ms-Coll-0535-082, Folders 86, 327, 486, 510, 524.
Williams, William Leonard, Journal, Volume 1-10, November 19, 1873.

Gisborne Museum and Arts Centre.

East Coast Native Lands Trust Files.

File Box ‘Early History of Maori Trust Land’.

File Box ‘The East Coast Commissioner Relative to the Trusts’.

File Box ‘1951 Supreme Court Procedures Re. Compensation Claims’.

File Box ‘East Coast Commissioner — 1951 Supreme Court Proceedings’.

Lysnar Papers. Maori Land Files 333-8, 333-11, 333-22.

Papers from the Estate of Captain W.H. Tucker.

Photographic Collection.

W.F. Crawford Photographic Collection.

K.R. Wade ‘Photographs of Conditions and Work Being Undertaken on Land Under the Control of
Mangatu Blocks’, 1951 303.4. No.1.

Waipaoa Freezing Works Photographs. 327-1.

Sir R. de Z. Hall, Papers. Boxes 1, 2 and 3.

National Archives, Auckland.

ABDIJ 7011 Box 42 17/1/23 Part 1. Employment of Maori in the Services, 1952-1958.
ABDJ 7011 Box 68 26/7/2. Mangatu No’s. 1,2, 3, and 4, 1966-1967.

BAAA 1001/1077b 44/6. Waerenga-a-Hika Native College.

National Archives, Wellington.
Army Department (AD)
Parker, Thomas W., Papers, Book 3. Folio 520-521

Forestry Department (F)

665



F W3129 18/2/120 Box 142.

Health Department (H)

H-1 B133 121/6. Maori Health Councils - Takitimu, 1920-1941.
H-1 B36 66/17 Cook Hospital Board Patients Fees, 1923-1929

H-1 13944 194/2/6, 1927-1931. Maori Hygiene. Monthly Reports. District Nurse to Natives. Te
Karaka.

H-1 194/8. District Nurses to Maori - Stations and Duties. Gisborne, 1933-1936.
H-1 14428 194/2/6, 1941—1942. Maori Health. Water Supply.

H-1 2628 35351. Tuberculosis Hutment Scheme.

H-1 26219 60/30. District Nursing Service, 1944-1956.

H-1 8839 194/8. Health of the Maori.

H-1 29/22. Maori Health Committee, 1960-1964, 1964-1965, 1966-1967.

H-1 29/22. Report. Maori Health, 1964. Gisborne Health District.

Internal Affairs (IA)
TIA 1/1866/1352

Justice Department (J)

J1 1903/297. Pensions

J1 1905/17/17/17. Pensions

JA 1919/239. Indigent Native, Gisborne
Labour Department (L)

L.1 30/1/28 Pools 1-4. Maori Employment with Particular Reference to North Auckland and East Coast,
April 21, 1950

L1 30/1/28 Part 6. Maori Employment — General.

Maori Affairs Department (AAMK, MA)

AAMK 869 79 76/26/7/2 Pt.1. East Coast Commissioner — Mangatu Nos. 1, 3 and 4 Trust General.
AAMK 869/805b 26/10 Parts 1 and 2. Wi Pere Trust Estate, 1898-1936.

AAMK 869/806a 26/10 Part3. Wi Pere Trust Estate, 1937-1941.

AAMK 869/805¢c 26/10 Part4. Wi Pere Trust Estate, 1941-1950.

AAMK 869/806b 26/10 Part 5. Wi Pere Trust Estate, 1951-1957.

AAMK 869/807a 26/10 Part 6. Wi Pere Trust Estate, 1958-1961.

666



e

N
e N

AAMK 869/807b 26/10 Part 7. Wi Pere Trust Estate, 1962-1965.

MA 23/13A

MA 21/20. Special File 154. Administrative Papers Re: Medical Care of Maori, 1906-1919.
MA1 1927/483. Application for Assistance, Gisborne.

MA 31/19. Mangatu Housing, 1937.

MA1 30/4/11. Mangatu Housing Survey, 1945-1949.

MA1 30/4/11. Persons Affected by Flood Damage, Taihamiti Area, Whatatutu.
MA1 30/15/41. Housing Survey — Waikohu Country Foliow Up.

MAT1 30/15/42. Housing Survey — Cook County Follow Up.

MA1 30/5/6. Gisborne Rental Housing, 1949-1966.

MA1 30/5/6. Gisborne Rental Housing, 1949-1966.

MA W2490 36/25/5. Welfare Officers Reports, Zone X1V, 1949, 1950, 1951, 1953, 1954, 1955, 1956,
1957, 1958, 1959, 1960, 1961, 1962.

MA W2490 36/12 Part2. Tuberculosis, 1947-1951.
MA W2490 36/12 Part 5. Tuberculosis, 1958-1961.

MA 13/33a. Testimony, Proceedings of Committee Appointed by the Honourable Native Minister to
Inquire Into Certain Matters and Questions Affecting the East Coast Trust Lands.

MA W2490 36/3/6. Inoculation of Maori School Children against Typhoid, 1950.
MA 51/61. TB Survey. East Coast. DR. Tutere Wi Repa.

MAT1 1910/3921. Nurses in Gisborne.

MA W2490 31/1/8 Part 1. Horticulture.

MAT1 30/3/8. Housing Survey — Waituhi District, 1937.

MA W2490 Box 38 36/23 Part 1. Social Security Pension Certificates and Increases in Native Pensions,

1947-1952.

MA 51/45. Waerenga-a-Hika Native College, 1921-1931.

MA 1/17/4 Part 3 and Part 4. Maori Unemployment Grant, 1934-1935, 1934-1952.
MA 17/1/-. Employment of Maoris, 1956.

MA W2490 36/29/5. Part 1. Takitimu Tribal Executive.

MAT1 30/9/5. Housing and Employment Survey, 1964.

MAT1 1906/428 Pensions.

667



Social Security (SS)
SS7 W2756 9/9/7. Commission on Social Security.
Raupatu Document Bank

No. 47, pp. 18287-90.
No. 89, p. 13.

Tairawhiti Maori Land Court, Gishorne

Block Files. Hihiroa No. 45, Kai Whakareirei No, 212A, Kopuatuaki Nos. 237A and 237B, Mangatu No.
1, Nos. 376B, 376A, 377, 385, 387, Okahuatiu No. 1A2, No. 137, Waimata West No. 2, Waihirere No. 2,
No. 1183, Waihirere No. 1185, Waihirere No. 1186B.

East Coast Trust Lands Investigation. Maori Purposes Act, 1951. Part II. Minute Book No. 1.

Gisborne Minute Books No. 1, 1873, No.2, 1875, No.4, 1877, No. 6, 1880, No.7, 1881, No.12, 1888,
No.14, 1889, No.15, 1889, No.26, 1897, No.46, 1921, No.85, 1956.

Incorporation Register, Mangatu No. 3. ‘First and Second Schedules, October 13, 1922.
Incorporation Register No.6. Tahora No.2.

Public Notices. Uneconomic Interests.

Wi Pere Trust Lands. Files No.268 and 269.

Validation Court Records, 1891.

2 Published Primary Sources

). Official Publications

Appendices to the Journals of the House of Representatives (AJHR).

1861 E-1, E-7.

1862 E-7.

1868 A-, A-15A, A-15E, A-16.
1869 A-3c, A-4a.

1873 G-1, G4, G-7.

1874 G-2, G-2C, G-7, G-11, G-20.
1875 G-1, G-6.

1876 G-1, G-10.

1877 C-6.

1878 G-1, G-1A, G-5, C-5.
1879 C-4.

1880 C-3.

1881 C-6, G-3.

1882 G-1.

1884 G-4.

1885 C-7.

1886 G-12.

1887 G-A.

668



P

1891 G-1, G-2.

1892 G-3.
1893 G-2.
1896 H-13B.
1901 H-26B.
1902 G-1.
1903 G-9, H-31.
1905 G-9.
1906 H-26a, H-26b.
1907 G-lc.
1908 G-iii, G-8, H-31.
1911 G-9, H-14A, H-31.
1913 H-31.
1914 H-31.
1915 H-31.
1917 H-39A.
1918 G-2, H-31.
1919 H-31.
1920 H-31.
1921-1922 H-31, H-39A.
1922 H-31.
1923 G-4, H-31.
1924 H-1, H-31.
1925 H-31.
1926 G-4, H-31.
1927 H-31.
1928 H-3A.
1929 H-31.
1931 H-31.
1933 G-4.
1934 G-4.

1934-1935 H-31.
1937-1938 H-1.

1938 H-31.

1939 G-4, G-10.
1940 H-31.

1545 G-4.

1946 G-4.

Appendices to the Journals of Legislative Council (AJLC)

1866 F-10, f-11A.

Census of New Zealand

Population Census of New Zealand, 1926, 1936, 1945. Wellington: Government Printer.

Great Britain Parliamentary Papers.

Volume 9, 1852 and 1855.

New Zealand Statutes

Waerenga-a-Hika Trust Act, 1947,

Yearbooks.

669



The New Zealand Official Year Book, 1957, Wellington: Government Printer, 1957.

(ii)  Newspapers
the Dominion, September 15, 1960

Gisborne Herald, June 10, 1949; September 24, 1952; May 18, 1979; September 13, 1980; November 9,
1984; April 4, 1986, January 28, 1988, April 24, 1988, August 18, 1993.

Poverty Bay Herald, February9, 1881; July 7, 1888; October 26, 1891; November 13, 1918; November
15, 1918; November 16, 1918; November 18, 1918; November 21, 1918; November 23, 1918;
November 25, 1918; December 3, 1918; December 6, 1918; December 7, 1918.

Poverty Bay Independent, April 11, 1885.

Poverty Bay Standard, August 12, 1874.

Telephone, August 22, 1888 ; January 4, 1889.

(iii) Tairawhiti Maori Land Court

‘Index to Tairawhiti District Minute Books, Gisborne Minute Books’.

‘Maori Land Court Minute Book: Index, Gisborne, 1865-1900°.

‘Maori Land Court Minute Book Database, Tairawhiti District’, University of Auckland.

A3 Transcriptions of Interviews, Personal Notes.

Butterworth, Amold and Dave Smith, ‘Shearing’, transcript of an interview, August 15, 1982. VF 993.
Box 15. Gisborne Museum and Arts Centre.

Gaukrodger, Frank, ‘Reminiscences of Station Life on the Upper Waipaoa,’, typescript. VF 993, Box 15.
Gisborne Museum and Arts Centre.

Irwin, Rutene (Te Aitanga-a-Mahaki Kaumatua), ‘Notes on Photographs Taken By K.R. Wade in 1951 on
Housing Conditions at Mangatu’.

Irwin, Rutene (Te Aitanga-a-Mahaki Kaumatua), ‘Notes on Rehabilitation Training’.
Whyte, Phillip, ‘Notes for a History of Freezing Works” VF 664. Volume IV, ‘Freezing Works’,

Gisborne Museum and Arts Centre.

Whyte, Phillip, “Notes for a History of Freezing Works’. Interviews with Harry Ngaira, Matthew Hawea,
Rangi Paenga, VF 664, Volume 1Il; ‘Freezing Works’, Gisborne Museum and Arts Centre.

4) Personal Communications
Haronga, Nona (Te Aitanga-a-Mahaki Kaumatua), October 31, 1996.
Irwin, Rutene (Te Aitanga-a-Mahaki Kaumatua), October 31, 1996.

Smiler, Thomas jnr(Te Aitanga-a-Mahaki Kaumatua), August 13, 1997.

670



:’/ \\

TN
f

B SECONDARY SOURCES

1. Research Reports

Armstrong, D.A., ‘Ngati Makino and the Crown, 1880-1960°, A report prepared in support of Claim WAI-
275, 1995.

Daly, Sian, ‘Poverty Bay Rangahaua Wainui District 5B°. Waitangi Tribunal. Rangahaua Whanui Series.
(Working Paper, First Release), February 1997.

Gould, Ashley, ‘Twentieth Century Maori Land Administration. Section 3: Maori Land Development,
1929-1954. An Introductory Overview with Representative Case Studies’, Report to the Crown Forestry
Rental Trust, (Draft Manuscript), 1996.

Haapu, Jacqueline, ‘Te Ripoata o Mangatu (The Mangatu Report)’, A (draft) report prepared for the Te
Aitanga-a-Mahaki Claims Committee, 1997.

Kawharu, Merata, ‘Te Manawhenua o Te Aitanga-a-Mahaki’, A (draft) report prepared for the Te Aitanga-
a-Mahaki Claims Committee, 2000.

Koning, J.P. and W.H. Oliver ‘Economic Decline and Social Deprivation in Muriwhenua, 1880-1940°, A
report prepared in support of Claim WAI-45, n.d.

Loveridge, Donald M., ‘Maori Land Councils and Maori Land Boards: A Historical Overview, 1900 to
1952°, Rangahaua Whanui National Theme K, Wellington: Waitangi Tribunal Rangahaua Whanui Series,
1996.

Mead, Hirini Moko and Te Roopu Whakaemi Korero o Ngati Awa, ‘Whenua Tautohetohe. Testing the
Tribal Boundaries’, A report prepared in support of Claim WAI-46, Research Report No.13, 1994.
Whakatane: Te Runanga o Ngati Awa.

O’Malley V., ‘Report for the Crown Forestry Rental Trust on the East Coast Confiscation Legislation and
Its Implementation” (W AI-144 record of documents A2), 1994.

O’Malley, V., “‘Maori Committees in the Nineteenth Century’, An overview report commissioned by the
Crown Forestry Rental Trust, 1996.

O’Malley, V., “’An Entangled Web” : Te Aitanga-a-Mahaki Land and Policies, 1840-1873, and their
Aftermath’. A (draft) report prepared for the Te Aitanga-a-Mahaki Claims Committee, 1998.

Orr-Nimmo, Katherine, ‘Report for the Crown Forestry Rental Trust on the East Coast Maori Trust’,
Report commissioned by the Crown Forestry Rental Trust, 1997.

Rose, Kathryn, ‘Te Aitanga-a-Mahaki Land and Autonomy, 1873-1890°, A (draft) report prepared for the
Te Aitanga-a-Mahaki Claims Committee, 1999.

Rose, Kathryn, ‘Te Aitanga-a-Mahaki Land: Alienation and Efforts at Development, 1890-1970°, A (draft)
report prepared for the Te Aitanga-a-Mahaki Claims Committee, 2000.

671



[ [E—)

2. Unpublished Thesis

Andrews, C. Lesley, ‘Aspects of Development. The Maori Situation, 1870-1890°, M.A. thesis in
anthropology, University of Auckland, 1968.

Bray, Janet E., ‘“The Sleeping Giant — The East Coast 1945-1975. Regional Problems and Regional
Responses’, M.A. Thesis in history, Massey University, 1976.

Davies, B.L., ‘The Incorporations of the East Coast — One solution to the Problem of Maori Lands’, M. A.
thesis in geography, University of Canterbury, 1964.

Jansen, E.G., ‘The Economic Life of the Present Day Maori’, M. A. thesis in economics, University of
Otago, 1934.

Lange, R.T., ‘The Revival of a Dying Race : A Study of Maori Health Between 1900-1918, and its
Nineteenth Century Background’, M. A. thesis in history, University of Auckland, 1972.

Macrae, John Tait, ‘A Study of the Application of Economic Analysis to Social Issues : The Maori and the
New Zealand Economy’, M.A. thesis in economics, University of Auckland, 1975.

McLean, Roger, “The Uawa River Catchment : An Essay in Landscape Evolution and Description’, M. A.
hesis in geography, University of Canterbury, 1961.

Murton, Brian J., ‘Settlement in Poverty Bay 1868-1889. A Study in Historical Geography’, M.A. thesis in
geography, University of Canterbury, 1962,

Neale, Karen 8., ‘Maori Participation in the East Coast Wars 1865-1872 : Local Politics and Greater
Commitments’, ML A. thesis in history, University of Auckland, 1976,

Orange, Claudia, ‘A Kind of Equality: Labour and the Maori People, 1935-1949°, M. A. thesis in history,
University of Auckland, 1977,

Sanderson, K.M., “’These Neglected Tribes’. A Study of the East Coast Maoris and their Missionary,
William Williams, 1834-1870°, M. A. thesis in history, University of Auckland, 1980,

Sorrenson, M.P.K., ‘The Purchase of Maori Lands, 1865-1892°, M.A. thesis in history, University of
Auckland, 1955,

Urlich, Dorothy, ‘Maori Population and Migration, 1800-1840°, M.A. thesis in geography, University of
Auckland, 1969,

Ward, A.S., ‘The History of the East Coast Maori Trust’, M.A. thesis in history, Victoria University of
Wellington, 1958,

672



5 /M\\

3. Books, Articles, Conference Papers, Miscellaneous

Allsop, F., The Story of Mangatu. The Forest Which Healed The Land, Wellington: Government Printer,
1973.

A Maori View of the Hunn Report, Christchurch: Maori Synod of the Presbyterian Church, 1961.

Anderson, Len, Throughout the East Coast. The Story of Williams and Kettle Ltd., Hastings: Pictorial
Publications, 1974.

Ball, D.G., ‘Maori Education’ in Sutherland, LL.B (ed.), The Maori People Today. A General Survey,
Wellington: Whitcombe and Tombs, 1940, pp. 269-306.

Ballara, Angela, ‘The Pursuit of Mana? A Re-evaluation of the Process of Land Alienation by Maoris,
1840-1890°, Journal of the Polynesian Society, 91, 1982, pp. 519-541.

Ballara, Angela, Iwi: The Dynamics of Maori Tribal Organisations from c.1769 to c.1945, Wellington:
Victoria University Thesis, 1990.

Belich, James, Making Peoples. A History of the New Zealanders ﬁ'om Polynesian Settlement to the End of
the Nineteenth Century, Auckland: Penguin Books, 1996.

Belshaw, H., “Economic Circumstances” in Sutherland, 1.L.G. (ed.), The Maori Today. A General Survey,
Wellington: Whitcombe and Tombs, 1940.

Berg, Lawrence D. and Robin A. Kearns, ‘“Naming as Nouning: Race, Gender and Identity Politics of
Naming Places in Aotearoa/New Zealand’, Environment and Planning D: Society and Space, 1996.

Berry, John and Sheila Robinson (eds.), Gisborne Exposed. The Photographs of William Crawford, 1874-
1923, Gisborne: Te Rau Press, 1990.

Binney, Judith, ‘Maungapohatu Revisited :Or, How the Government Underdeveloped a Maori
Community’, Journal of the Polynesian Society, 92, 1983, pp. 353-392.

Binney, Judith and Gillian Chaplin, Nga Morehu. The Survivors, Auckland: Oxford University Press,
1986.

Binney, Judith, Redemption Songs. A Life of Te Kooti Arikirangi Te Turuki, Auckland: Auckland
University Press with Bridget Williams Books, 1995.

Bromley, Daniel W., ‘Property Relations and Economic Development: The Other Land Reform’, World
Development, 14, 1989, pp. 867-877.

Brooking, Tom, ‘Busting-Up the Greatest Estate of All: Liberal Maori Land Policy, 1891-1911°, New
Zealand Journal of History, 26, 1992, pp. 78-98.

Brooking, Tom, ‘Rees, William Lee, 1836-1912°, in The Development of New Zealand Biography. Volume
Two, 1870-1900. Wellington: Bridget Williams Books and Department of Internal Affairs, 1993, pp.409-
410.

Brown, P.H., ‘Address to the Standing Committee for the Anglican Diocese of Waiapu’, April 20, 1995.
Butterworth, G.V and S.M. Butterworth, The Maori Trustee, Wellington: Maori Trustee, 1991,

Carter, Paul. The Road to Botany Bay. An Essay in Spatial History, London: Faber and Faber, 1987.

673



Cohen, S. and N. Kliot. ‘Place-names in Israel’s Ideological struggle Over the Administered Territories’,
Annals of the Association of American Geographers, 82, 1992, pp. 655-678.

Conly, Geoff, Wattie’s. The First Fifty Years, Hastings: Cliff Press, 1984.

Cosgrove, Denis, Social Formation and Symbolic Landscapes, Totowa, New Jersey: Barnes and Noble,
1984.

Daniels, S. and D. Cosgrove, ‘Iconography of Landscape in Cosgrove, D. and S. Daniels (ed.),
Iconography of Landscape, Cambridge: Cambridge University Press, 1988.

Davey, Judith A. and Robin A. Kearns, ‘Special Needs Versus the ‘Level Playing-field’: Recent
Developments in Housing Policy for Indigenous People in New Zealand’, Journal of Rural_Studies,
10,1999, pp. 70-86.

Duncan, J.S., ‘Elite Landscapes as Cultural (Re) Productions: The Case of Shaughnessey Heights’, in
Anderson, K. and F. Gale (eds.). Inventing Places: Studies in Cultural Geography, Melbourne: Cheshire
Press, 1992.

Durie, E.T., ‘Custom Law’, (unpublished manuscript), 1994.

Elmers, Judith, Beneath a Ra}'nbow. Memories of a Country Childhood, Auckland: New Woman’s Press,
1983.

Escobar, Arturo, Encountering Development. The Making and Unmaking of the Third World, Princeton,
New Jersey: Princeton University Press, 1995.

Fairburn, Miles, ‘The Farmers take over (1912-1930)’, in Sinclair, Keith (ed.), The Oxford lllustrated
History of New Zealand, Auckland: Oxford University Press, 1990.

Faram, Thelma C., Memories of the East Coast, Gisborne: Gisborne Herald, n.d.

Frank, Andre Gunder, Capitalism and Underdevelopment in Latin America, New York: Monthly Review
Press, 1969.

Gisborne High Schoo! Magazine, Volume 35, 1955.
Gordon, Peter, ‘The Search for the Owners of Mangatu’, (draft manuscript), nd..

Hall, Sir R. de Z., ‘Maori Lands in Turanga, 1865-1873°, With Particular Reference to the Poverty Bay
Commission, 1869 and 1873, (draft manuscript), Gisborne Museum and Arts Centre, 1984.

Hall, Sir R. de z. and Steven Oliver, ‘Riperata Kahutia’, in The Turbulent Years, 1870-1900. The Maori
Biographies from the Dictionary of New Zealand Biography, Volume Two, Introduced by Claudia Orange.
Wellington: Bridget Williams Books and, Department of Internal Affairs, 1994, pp. 33-35.

Hall, Sir R. de Z., Gisborne Township. Origin and Beginning, Gisborne: Gisborne Museum and Arts
Centre, 1995,

Harley, J.B., ‘Maps, Knowledge and Power’, in Cosgrove, D. and S. Daniels (eds.), The Iconography of
Landscape, Cambridge: Cambridge University Press, 1988, pp. 277-312.

Harley, J.B., ‘Silences and Secrecy: The Hidden Agenda of Cartography in Early Modern Europe’, Imago
Mund, 40, 1988, pp. 111-130.

Harley, J.B., ‘Deconstructing the Map’, in Barnes, T.J. and J. Duncan (eds.), Writing Worlds: Discourse,
Text and Metaphor in the Representation of Landscape, New York: Routledge, 1992, pp. 231-247.

674



e et

TN

N

Hohepa, Pat and David V. Williams, The Taking Into Account of Te Ao Maori in Relation to Reform of the
Law of Succession, working Paper, Law Commission/Te Ake Matua o Te Ture, Wellington, 1995.

Hunn, J.K., 4 Report on the Department of Maori Affairs, Wellington: Government Printer, 1960.

Hutchinson, Roger F., The Hutchinsons of New Zealand. Volume 1. Land Ownership, Waihuka:Roger F.
Hutchinson, 1980.

Hutchinson, Roger F., The Hutchinsons of New Zealand. Volume 3. Rogers book of Old Time Stories,
Gisborne: Logan Press, 1981.

‘If Only I Knew Then What I Know Now, Interview with D. Ball’, Education, 22, n.d..

Jones, Kevin, ‘Horticulture and Settlement Chronology of the Waipaoa River Catchment, East Coast, North
Island, New Zealand, New Zealand Journal of Archaeology, 10, 1988, pp. 19-51.

Jones, Kevin, Archaeology of the Eastern North Island, New Zealand, Department of Conservation,
Science and Research Series, draft manuscript, 1995.

Kawharu, LH., Maori Land Tenure: Studies of a Changing Institution, Oxford: Clarendon Press, 1977.

Keesing, Felix M., ‘Maori Progression on the East Coast’, Te Wananga. The Journal of the Board of
Maori Ethnological Research, 1, 1929.

Kelly, R.A., “The Policies of Racial Inequality’, New Zealand Journal of Public Administration, 14, 1962.
Kenway, Philip T., Pioneering in Poverty Bay (N.Z.), London: John Murray. 1928.

MacGregor, Miriam, Petticoat Pioneers. North Island Women of the Colonial Era. Book One, Wellington:
AH. and A.W. Reed, 1973.

Mackay, J.A. (ed.), Joint Golden Jubilee: Life in the Early Poverty Bay, Trials and Triumphs of its Brave
Founders, Gisborne: Gisborne Publishing Company, 1927.

Mackay, J.A. Historic Poverty Bay and the East Coast, N.I., N.Z., Third Impression, Gisborne: J.G.
Mackay, 1973.

McLemon, C.R., The Search for Petroleum in the Poverty Bay. — East Coast District. The First Fifty
Years: 1872-1921, Gisborne: Gisborne Museum and Arts Centre. Occasional Papers, No. 1, 1992,

McQueen, H.C. Vocations for Maori Youth, Wellington: New Zealand Council for Educational Research,
1945.

Metge, Joan, The Maoris of New Zealand, London: Routledge and Regan Paul, 1976.
‘Nutrition the Key to Improving Health’, Tairawhiti Healthcare, August 1997.

Oliver, William H. and Jane M. Thompson, Challenge and Response. A Study of the Development of the
Gisborne East Coast Region, Gisborne: The East Coast Development Research Association, 1971.

Olsen, Erik, ‘Depression and War (1931-1949)’, in Sinclair, Keith (ed.), The Oxford lllustrated History of
New Zealand, Auckland: Oxford University Press, 1990.

O’Malley, V., ‘Progressive Paternalism. Maori and the First Labour Government’, Race, Gender, Class,
14, 1992,

Orange, Claudia, An [llustrated History of The Treaty of Waitangi, Wellington: P.Allen and Unwin, 1990.

675



s

Park, Geoff, Nga Uruora (The Groves of Life). Ecology and History in a New Zealand Landscape,
Wellington: Victoria University.

Parsonson, A.R., ‘The Pursuit of Mana’, in Oliver, W.H. with Williams, B.R. {(eds.), The Oxford History of
New Zealand, Wellington: Clarendon Press/Oxford University Press, 1981.

Piper, Cynthia, Billy-can to Carton. A History of Gisborne Milk, Gisborne: Te Rau Herald Print, 1995.
Pool, lan, The Maori Population of New Zealand, 1769-1971, Auckland: Auckland University Press, 1977.

Pool, Ian, Te Iwi Maori: A New Zealand Population Past, Present and Projected, Auckland; Auckland
University Press, 1991.

Rahnema, Majid, ‘Global Poverty: A Pauperising Myth’, Interculture, 24, 1991, pp. 4-51.
Ralph, Edward. Place and Placelessness, London: Pion, 1976.

Rice, G.W., “The Making of New Zealand’s 1920 Health Act’, The New Zealand Journal of History, 22,
1988.

Rice, G.W., Black November: The 1918 Influenza Pandemic in New Zealand, Wellington: Allen and
Unwin, 1988.

Robert, S.D., ‘Jack Hames Ruru’, essay prepared as background on the Jackie Ruru Shield, a trophy
contested by social rugby X Vs in the amalgamated Victoria University R.F.C. and Wellington College Old
Boys R.F.C.

‘Safer Community Profile. Turanganui-a-Kiwa/Gisborne City and Environs, 1996°, In preparation for
Establishing Te Whare Taawharou (Safer Community Council). Gisborne: Te Runanga o Turanganui-a-
Kiwa, 1996.

Sanderson, K.M., “Maori Christianity on the East Coast 1840-1870°, New Zealand Journal of History, 17,
1983, pp. 174-183.

Schwimmer, Eric, The Maori People in the Nineteen Sixties, Auckland: Blackwood and Janet Paul, 1968.

Sinclair, Keith, ‘Hard Times (1972-1989)’, in Sinclair, Keith (ed.), The Oxford Illustrated History of New
Zealand, Auckland: Oxford University Press, 1990.

Solimano, G.R. and M. Vine, ‘Malnutrition, Infection and Infant Mortality’, in Preston, S.H. (ed.),
Biological and Social Aspects of Mortality and Length of Life, Liege, Belgium: Ordina, 1982.

Sorrenson, M.P.K., ‘Land Purchase Methods and their Effects on Maori Population, 1865-1901°, Journal of
the Polynesian Society, 65, 1956, pp. 183-199.

Spencer, Margaret, K,. The Waioeka Pioneering Saga, Gisborne: Te Rau Press, n.d..
Spencer Margaret, K., Let us not Falter, Gisborne: Logan Print, 1979.

Spencer Margaret, K., Lorna’s Adventures and Inspiring East Cape Pioneering Years, Gisborne; Logan
Print, 1990.

‘Submissions Presented on Behalf of the Puha-Te Karaka-Rangatira Maori Committee, T.G.Woods,
District Solicitor, Maori Affairs Department, Gisborne’, Waikohu County Review Scheme, 1985.

676



Sutton, D.G., ‘“Maori Demographic Change”, 1769-1840: The Inner Workings of, a Picturesque but
IMogical Smile’, Journal of the Polynesian Society, 95, 1986, pp.291-339

Taylor, HN.H. Wise Land Use and Community Development, Report of the Technical Committee of
Inquiry into the Problems of the Poverty Bay-East Cape District of New Zealand. Wellington: Ministry of
Works, 1970.

Te Rau Tau o te Whenua o Mangatu, 1893-1993, the Proprietors of Mangatu Blocks, 1993.

The Land Utilisation Survey of Gisborne-East Coast Region, Wellington: Department of Lands and Survey,
1964.

Tombleson, John, Waimata Valley. The Land, Its People, publisher not stated, place of publication not
stated, 1997.

Turbott, H.B., Tuberculosis in the Maori, East Coast, New Zealand, Wellington: Government Printer,
1935.

Turbott, 'H.B.Health and Social Welfare’, Sutherland, I.L.G.(ed.), The Maori People Today. A General
Survey, Wellington: Whitcombe and Tombs, 1940. ‘

Vennell, C.V., Century of Trust. A History of the New Zealand Public Trust Office, 1 873-1 973, Auckland:
Wilson and Horton, 1975.

Waitangi Tribunal, The Taranaki Report: Kaupapa Tuatahi, Wellington: GP Publications, 1996.
Walker, Ranginui, Ka Whawhai Tonu Matou. Struggle without End, Auckland: Penguin, 1990.

Walker, R.J., ‘Contestation of Power and Knowledge in the Politics of Culture’, Keynote Address,
Twentieth Annual University of Hawaii Pacific Islands Studies Conference, Honolulu, Hawaii, December
6-9, 1995,

Ward, A.D., A Show of Justice. Racial amalgamation in Nineteenth Century New Zealand, Auckland:
Auckland University Press/Oxford University Press, 1973.

Ward, Alan, “Wiremu Pere”, in The Turbulent Years, 1870-1900. The Maori Biographies from the
Dictionary of New Zealand Biography, Volume Two, introduced by Claudia Orange. Wellington: Bridget
Williams Books and Department of Internal Affairs, 1994, pp. 90-95.

Watts, Michael J. and Hans G. Bohle, ‘The Spaces of Vulnerability: The Causal Structure of Hunger and
Famine’, Progress in Human Geography, 17, 1993, pp. 43-67.

Williams, A.B. Land of the Sunrise, Gisborne: Gisborne Herald, 1957.

Williams, John A., Politics of the New Zealand Maori: Protest and Cooperation /1891-1909, Seattle:
University of Washington Press, 1969.

Williams, W.L., East Coast (N.Z.) Historical Records, Gisborne: Poverty Bay Herald, 1932. No date in
publication.

677




