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INTRODUCTION 

In 1985, Mason Durie presented a Māori perspective of health as a four-sided concept: te 

whare taha whā (the four sided house) representing the four basic tenets of life which, like the 

walls of a house, support each other to form an integrated and comprehensive health model.1 

The four sides are te taha wairua (the spiritual dimension), te taha hinengaro (the psychic 

dimension), te taha tinana (the bodily dimension) and te taha whānau (the family dimension). 

Te taha wairua is considered to be the most important dimension, since, ‘without a spiritual 

awareness, the individual is considered to be lacking in wellbeing and more prone to 

disability and misfortune.’2 The spiritual includes religious belief and practice, but also a 

connection with the environment and with those who have recently passed away. Durie stated 

that ‘Without access to traditional or tribal land, many Maori elders would diagnose poor 

health, and the health history of Maori people would confirm the central importance of land 

to health’.3 Te taha wairua is also strongly connected with the possession of mana: ‘To 

possess mana is to know health’.4 Te taha hinengaro is concerned with thoughts and feelings. 

To be healthy in this context is to be emotionally aware, and to think of others first rather 

than self.5 Te taha tinana is concerned at least in part with the maintenance of tapu relating to 

the body and its functions, for example the separation of things relating to eating, bodily 

waste, and the cleaning of clothes and the body.6 Te taha whānau encompasses traditional 

Māori family structures and practices, such as grandparents acting as primary caregivers, and 

the care and respected place given to elders. It recognises the extended family’s role as a 

support system and a source of identity. Independence from the family is seen as immature 

and unhealthy, in contrast to dominant western ideals which value personal independence.7  

Another model, based on the teaching of traditional Māori healers, is similar but also 

explicitly includes land as another key aspect of health.8 Many of the healers felt that some 

illnesses resulted from disrespect for, or disconnection from, ancestral land. Several other 

                                                 

1 M.H. Durie, ‘A Maori perspective of health’, Social Science and Medicine, 20, 5 (1985), p483. 
2 ibid. 
3 ibid. 
4 ibid., p484. 
5 ibid. 
6 ibid. 
7 ibid., pp 484-5. 
8 Glenis Tabetha Mark and Antonia C. Lyons, ‘Maori healers’ views on wellbeing: The importance of mind, body, spirit, 
family and land’, Social Science and Medicine, 70 (2010), p1761. 
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models of Māori health have been proposed, all of which see health as going far beyond 

physicality to encompass connections to ancestral forebears, land and culture.9 E.W. Pomare 

contrasted Māori and western concepts of health and wellbeing, arguing that Western 

medicine tends to be disease focussed, and Western concepts of health more narrowly body-

focussed than those held by Māori. He stated that a Māori person with an extensive 

understanding of te reo, tikanga, whakapapa, waiata and other traditional knowledge and the 

extensive support of their whānau, hapū and iwi would be regarded as extremely healthy.10 In 

western medical terms, by contrast, such factors are usually not seen as relevant except 

possibly in terms of mental health.  

This report will focus primarily on te taha tinana and to a lesser extent te taha hinengaro, 

mostly through the western medical concepts of physical and mental health, and will tend to 

use information such as disease rates as major tools of measurement and comparison. In part, 

this is because proper examination of health in the full Māori sense is more appropriately 

reserved for the claimants and their whānau, whose understanding and knowledge of the 

subject is far deeper. In addition, statistics on disease and death are fairly readily available, 

whereas spiritual connection is inherently difficult to measure. It is hoped that other aspects 

of the more holistic views of health, such as land and traditional knowledge, will be explored 

in the wider inquiry.  

Māori concepts of health and wellbeing tend to be broader than Western medical concepts, 

but the two share many values and goals. All cultures treasure their children, for example, and 

so reducing infant and child mortality is a desirable goal in any society. Attitudes to death and 

illness vary from culture to culture, but virtually everyone wants to minimise pain and 

suffering, and this is something at which western medicine can be very effective.    

0.1: Health issues in Te Rohe Pōtae statements of claim 

Health issues are mentioned in several statements of claim for the Rohe Pōtae district inquiry. 

Most of these mention health as one of a number of socio-economic issues and do not specify 

any particular Treaty breaches. Claims which mention health in this way are Wai 535, 586, 

                                                 

9 For other models of Māori concepts of health, see Mason Durie, ‘Māori perspectives on health and illness’, in Social 
Dimensions of Health and Disease: New Zealand Perspectives, edited by John Spicer, Andrew Trlin and Jo Ann Walton 
(Palmerston North: Dunmore Press, 1994), pp 196-9. 
10 E.W. Pomare, ‘The multicultural society – implications for New Zealand doctors’, New Zealand Medical Journal (25 May 
1988), p297. 
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587, 1094, 1100, 1136, 1340, 1606 and 2090. Another group of claims simply state that there 

has been ‘inadequate delivery of health services to Maori’. These claims are Wai 1967, 1975, 

1976, 1978, 1992, 1995, 2070, 2084, 2085, 2086, and 2087. Several claims mention specific 

health related issues. These are Wai 986 and 993, which both mention the destruction of 

traditional sources of sustenance; Wai 1823 (continuous increase in poor Māori health and the 

premature decline of hapū populations); Wai 1993 (seafood and drinking water as well as 

inadequate delivery of health services); Wai 1996 (poor housing as well as inadequate 

delivery of health services); and Wai 2125 (women’s health and the Tohunga Suppression 

Act).   

Four claims deal solely with health issues. These are Wai 1770: The King Country Health 

Issues claim; Wai 1818: The Ngāti Paretekawa Health Issues claim; Wai 1819: The King 

Country Māori Contemporary Health Issues claim; and Wai 2121: Ngāti Tahinga, Ngāti 

Maniapoto and others Health Issues claim. In addition Wai 2014: Ngāti Paretekawa Non-

Raupatu claim includes a socio-economic aspect which deals with health in some detail. The 

issues raised by these claims can be grouped accordingly: 

 Loss of land and other resources, cultural and economic marginalisation, and poverty 

have led directly and indirectly to persistent Rohe Pōtae Māori ill health.  

 Traditional Māori healing practices have been marginalised or outlawed, particularly 

through the Tohunga Suppression Act but also by the refusal of the New Zealand 

health system to recognise traditional Māori healing and medicine, and the destruction 

of native flora and fauna used in traditional remedies. Intellectual property rights over 

traditional remedies are also mentioned.  

 Rohe Pōtae Māori health needs have been inadequately met through the New Zealand 

health system. This issue has a number of components, including lack of provision for 

disproportionate Māori ill-health; a monocultural, ethnocentric and racially 

discriminatory health system; lack of health services in Te Rohe Pōtae, particularly in 

isolated communities; and underfunding of the health system, particularly initiatives 

directed specifically at Māori.  

 The Crown has failed to provide adequate sanitation, housing, water and sewerage 

supplies and other utilities to Rohe Pōtae Māori, resulting in ill health.  
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 The Crown has exposed Rohe Pōtae Māori to health risks such as alcohol and tobacco 

and then failed to remedy the resulting health problems.  

 Rohe Pōtae Māori have not been given autonomy over their own health care.  

 Rohe Pōtae Māori have lost access to traditional food sources, resulting in an increase 

in ill health.  

 Māori have been under-represented in the health workforce.  

Several claims refer to lands taken for hospitals. However these claims all seem to approach 

the issue purely from a lands perspective and the use of the land for health care purposes does 

not seem to have been of particular interest to the claimants. These claims will therefore not 

be addressed as health claims. They are Wai 146, 440, 616, 849, 928, 1136, 1299, 2015 and 

2018. 

Consultation with claimants was carried out via a series of hui in July 2010, in accordance 

with the report’s commission. Claimants and the Crown were also sent copies of the 

commission for this report and, in December 2010, a late-stage draft of the report itself. At 

the hui, several claimants expressed satisfaction that health would be given more specific 

attention in this inquiry than had been the case in other inquiries. The 1918 influenza 

epidemic was raised by claimants at two hui, emphasising the importance of that event. 

Tuberculosis was also mentioned as an important issue. It should be noted that different 

claimants had different views about methodology; for example some strongly advocated 

comparisons between Māori and non-Māori, while others felt that such a comparison was 

inappropriate. 

0.2: Methodology 

The methodology for this report varies according to the period under investigation and the 

sources available for that period. From around the mid twentieth century, reasonably 

comprehensive national health statistics provide a bedrock of data indicating the state of 

Māori health relative to that of non-Māori. This is supplemented by local and regional 

information, some of it of high analytic standard. In earlier periods, especially the nineteenth 

century, information on Māori health in the Rohe Pōtae is sporadic, anecdotal, and sometimes 
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vague. Difficulties with various types of sources will be discussed in detail in the body of the 

report, but will also be summarised below. 

For the nineteenth century, a general picture of Māori health and demographics on a national 

level has been constructed from secondary sources, particularly Derek Dow’s Maori Health 

and Government Policy, and the demographic work of Ian Pool.11 Information specifically on 

the Rohe Pōtae area was then sought in a range of primary and secondary sources, including 

the Appendices to the Journals of the House of Representatives (AJHRs), missionary letters 

and diaries, Native School logbooks, oral traditions, local histories, and other Rohe Pōtae 

research reports. Most of the primary sources for the nineteenth century are written sources 

created by Pākehā, mostly state officials of various kinds. Much of the information was 

collected by people with no training in or particular knowledge or interest in health, and was 

frequently based on superficial observation or second-hand information. However by 

gathering this information together it is possible to form a broadly accurate, if somewhat 

hazy, image of Māori health in the nineteenth century Rohe Pōtae.  

The quality of available health information improves from the late nineteenth century. The 

Crown and western medicine both had a stronger presence in the Rohe Pōtae, and there is 

consequently a larger store of archival material, including many letters and notes from 

medical professionals and health officials. The accuracy of Māori census reports also 

improved, although there were still problems which will be discussed in the relevant chapter 

of this report. The first half of the twentieth century is also relatively well served for 

secondary sources on Māori health and the health system. Dow’s Māori Health and 

Government Policy continues to be very useful, and is joined by his book on the Health 

Department, and by Raeburn Lange’s May the People Live, covering Māori health and health 

care in the period from 1900 to 1920.12 Ian Pool’s demographic work on this period is also 

                                                 

11 Derek A. Dow, Maori Health and Government Policy 1840-1940 (Wellington: Victoria University Press, 1999); D.I. Pool, 
‘Estimates of New Zealand Maori Vital Rates from the Mid-Nineteenth Century to World War I’, Population Studies, 27, 1 
(1973), pp 117-25; Ian Pool, Te Iwi Maori: A New Zealand Population Past, Present and Projected (Auckland: Auckland 
University Press, 1991). 
12 Derek A. Dow, Safeguarding the Public Health: A History of the New Zealand Department of Health (Wellington: Victoria 
University Press, 1995); Raeburn Lange, May the People Live: A History of Maori Health Development 1900-1920 
(Auckland: Auckland University Press, 1999). 
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more comprehensive than for earlier periods, and provides useful data on life expectancy and 

survivorship.13  

From the 1920s the Department of Health’s reports in the AJHRs began to include ethnicity-

differentiated health and demographic statistics. While these were initially incomplete, they 

improved over time, and by 1950 we have fairly accurate data on Māori births, deaths, and 

causes of death, particularly tuberculosis. Even before this, the statistics are useful in terms of 

relative death rates from various diseases. In 1951 the Department of Health began publishing 

annual digests of medical statistics. Although these did not always differentiate by ethnicity 

and usually not by region, these reports are an invaluable source of information on Māori 

health, particularly as compared to non-Māori, and as it changed over time. From the 1950s 

to 1990 it is therefore possible to compare Māori and non-Māori states of health on a national 

and sometimes regional level in relation to a range of measures, particularly deaths from 

various causes. These statistics, which will be presented in graph form wherever useful and 

possible, underpin the later chapters of this report and provide context and backdrop for 

information specifically on the Rohe Pōtae. Most local information from the twentieth 

century comes from archival sources, primarily Health and Māori Affairs departmental files. 

This period has fewer general studies of Māori health, but there are important secondary 

works such as Deborah Dunsford’s PhD thesis on tuberculosis.14 In addition, from the late 

1970s numerous research articles were published on aspects of Māori health, some of which 

focussed on areas including the Rohe Pōtae.  

The Rohe Pōtae inquiry district is a geographical area defined by the Tribunal for the 

purposes of carrying out its inquiry. It does not correspond to any health authority district or 

catchment area, or to any other administrative area. Consequently, all statistics used in this 

report relate to areas which overlap the inquiry district but do not correspond to it. In 

particular, the health districts which have encompassed most of the inquiry district have 

tended to also include large parts of the Waikato region and have often not included southern 

parts of the inquiry district. While this is somewhat problematic, no evidence has been found 

that Rohe Pōtae Māori had radically different health experiences from Māori in most other 

rural parts of the country, at least in the twentieth century.  

                                                 

13 In particular, see Ian Pool and Jit Cheung, ‘A Cohort History of Mortality in New Zealand’, New Zealand Population 
Review, 29, 2, pp 107-38. 
14 Deborah Ann Dunsford, ‘Seeking the Prize of Eradication: A Social History of Tuberculosis in New Zealand from World 
War Two to the 1970s’, PhD thesis, University of Auckland, 2008. 
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Throughout this report, the terms ‘Rohe Pōtae inquiry district’ and ‘inquiry district’ refer to 

the inquiry district as defined by the map on page xiv of this report. ‘Rohe Pōtae’ refers to the 

same general area in cases where exact boundaries are unclear or unimportant. ‘Rohe Pōtae 

Māori’ refers to Māori living within and close to the inquiry district, whether tāngata whenua 

or otherwise. It should be noted that the use of the term ‘Rohe Pōtae’ simply reflects the name 

of the inquiry district. In some graphs the abbreviation ‘TRP’ has been used to denote a 

particular group of counties within the inquiry district; the counties in question are named in 

the notes to each graph.  

The phrase ‘King Country’ has been used as a historical term. Until the 1880s it refers to the 

area within the aukati as defined by the Kīngitanga and its allies. Beyond that date it usually 

refers to the no-license district established upon the ‘opening’ of the King Country. In both 

cases the phrase ‘King Country’ has been used in preference to ‘Rohe Pōtae’ to avoid 

confusion with the inquiry district. ‘King Country Māori’ refers to Māori normally living 

within the boundaries of the King Country; within the aukati until the 1880s and the no-

license district subsequently. Occasionally the term is used in quote marks to reflect another 

author’s use of the term; in these cases the author’s definition of the King Country will be 

given where available.  

This report will focus on the health of Māori living in the Rohe Pōtae inquiry district. With 

the sources available it is generally not possible to distinguish Māori of Rohe Pōtae origin 

living outside the district from other Māori. However there will be considerable information 

on the health of Māori generally.  

0.3: The structure of this report 

This report’s commission asked six questions: 

a) How did Māori health compare with the health of Pākehā in the Te Rohe Pōtae 
inquiry district, and the general New Zealand population? 

b) What were the causes of Māori health problems in the Te Rohe Pōtae inquiry district? 
What steps did Crown agencies take to monitor and inform themselves about health 
problems? 

c) How did the causes of Māori ill health compare with those affecting Pākehā in the Te 
Rohe Pōtae inquiry district, and the general New Zealand population? To what extent 
did the Crown recognise any disparities? 
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d) What steps were taken by the Crown to improve health and address the causes of 
health problems of Māori in the Te Rohe Pōtae inquiry district? 

e) Were Māori able to access health services and public health infrastructure to the same 
extent as were Pākehā in the Te Rohe Pōtae inquiry district, and the general New 
Zealand population? To what extent did the Crown recognise any disparities? 

f) To what extent did Māori enjoy partnership, autonomy, control or influence over the 
provision of health services and public health infrastructure in the Te Rohe Pōtae 
inquiry district? To what degree were Māori culture, language and tikanga recognised 
by and incorporated into health services and public health?  

In attempting to answer these questions, the report will be divided into three chronological 

sections: the nineteenth century, 1900 to 1938, and 1938 to 1990. The years 1900 and 1938 

have been chosen as turning points due to major changes in the health system dating from 

those years. The Department of Public Health was formed in 1900, and central government 

became more directly responsible for health care than previously. A health bureaucracy was 

established which included a section specifically responsible for Māori health. The Social 

Security Act 1938 began a process whereby most forms of health care became free or 

subsidised for all New Zealand residents. These two dates mark major changes in the delivery 

and administration of health care for Māori and other New Zealanders. The year 1990 is a 

useful cut-off date as it precedes the major health restructuring of the 1990s. The report will 

occasionally use information from the early 1990s where these reflect earlier trends.  

Each of the three chronological sections will in turn be divided into three chapters: the state 

of Māori health; the factors leading to Māori ill health; and the Crown’s provision of health 

services. In general, the point of comparison will be the contemporary non-Māori population. 

There are two main reasons for this. Firstly, information on relative Māori and non-Māori 

health outcomes is fairly accessible. In some ways a comparison between Māori before and 

after Pākehā contact or the Treaty of Waitangi would be preferable, but health information 

from before the late nineteenth century is so limited that meaningful and informed 

comparison is not possible. Secondly, the health of the non-Māori population shows us what 

was achievable at a particular time. It provides a realistic benchmark, rather than an ideal 

state of health which no country may have been able to achieve. The state of non-Māori 

health tells us clearly what was possible in New Zealand at a particular time, with the 

resources, knowledge and technology available. It should be noted, however, that the 

introduction of new diseases meant that Māori may have been inherently more vulnerable to 

illness at some points in history, particularly the nineteenth century.    
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The first chapter in each section will outline the health status of Māori, with a focus on the 

Rohe Pōtae inquiry district when possible. These health status chapters will explore topics 

such as life expectancy, infant mortality, population growth or decline, and the incidence of 

diseases. These chapters will grow longer as the report progresses, due to the increasing 

amount of reliable information. For the nineteenth century, primary sources are limited 

mostly to the brief accounts of travellers, missionaries and government agents, most of whom 

had no medical training or particular interest in health. This is a general problem in the 

history of Māori health but is particularly pronounced for the Rohe Pōtae, which was off 

limits to Pākehā for several decades. From the late nineteenth century more information 

becomes available, but it remains fairly limited until around the middle of the twentieth 

century. There are also some oral traditions concerning epidemics and other health matters, 

particularly in the nineteenth and early twentieth centuries, and those which have been made 

available during the Ngā Kōrero Tuku Iho hui for this inquiry have been incorporated.  

The second chapter in each section will briefly explore the proximate causes of health 

disparities. These will include housing, diet, tobacco, alcohol, and poverty, again with a focus 

on the Rohe Pōtae when possible. Time constraints and the limited information available 

mean that these topics will be covered at an overview level only. Discussion of the factors 

contributing to ill health is sometimes controversial. Many of these things can be described as 

‘lifestyle’ factors, and some, such as smoking and drinking, are personal choices. As Ajwani 

et al. point out in the first Decades of Disparity report, ‘a major criticism of “risk factor” 

research is that it has tended to decontextualise behaviour, and can potentially lead to victim 

blaming.’15 ‘Victim blaming’ can be found in concepts such as the idea that if Māori ate more 

healthily and smoked less, they would as a people be as healthy as Pākehā. While this is true 

to a certain extent, such statements fail to acknowledge the contexts of Māori smoking and 

unhealthy eating patterns. Nevertheless, if the disparities between Māori and non-Māori 

health are to be understood, we must acknowledge the proximate as well as more 

fundamental causes such as discrimination, poverty, and cultural marginalisation.  

The third chapter within each section will cover the health services provided by the Crown to 

Rohe Pōtae Māori and Māori in general. Particular attention will be paid to issues of access, 

for example cost, language, cultural sensitivity, and location. In part these chapters will be a 

                                                 

15 S. Ajwani, T. Blakely, B. Robson, M. Tobias and M. Bonne, Decades of Disparity: Ethnic Mortality Trends in New 
Zealand 1980-1999 (Wellington: Ministry of Health and University of Otago, 2003), p49. 
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general history of the development of the New Zealand health system. For most of the 

twentieth century Māori used the health system, theoretically at least, on much the same basis 

as Pākehā, and so new services and developments benefitted both groups. In addition, it is 

often difficult to find information on how Māori used health services, particularly in the 

middle decades of the twentieth century. Special attention will be paid to targeted services for 

Māori. 

Copies of supporting archival documents are available in dedicated volumes. Footnotes in 

this report will refer to these volumes.  
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CHAPTER 1: MĀORI HEALTH AND DEMOGRAPHICS IN THE 
ROHE PŌTAE INQUIRY DISTRICT, TO 1900 

Determining the state of Māori health in the nineteenth century is an difficult task. Māori did 

not collect statistical information about themselves, and the limited Pākehā attempts to do so 

were hobbled by logistical factors and, frequently, Māori suspicion. No evidence could be 

found of any attempts to collect statistics on disease or any other health factors beyond births 

and deaths. Information preserved in oral tradition and in the writings of contemporaries is 

limited by its anecdotal and often second-hand nature, and the frequent inability of observers 

to diagnose illness. The information deficit is particularly acute with regards to the King 

Country, since Pākehā were prevented from entering it for several decades, and even after this 

there was still widespread suspicion of the state and its agents.  

The problems listed above mean that any image of Māori health in the nineteenth century 

Rohe Pōtae will inevitably be incomplete and somewhat hazy. However with recognition of 

the limitations of available information, it is possible to use what is available to form a rough 

picture of Māori health and demographic change in the nineteenth century Rohe Pōtae. The 

information given below will not be as precise or detailed as that concerning the twentieth 

century. It will however provide some basic information with occasional detail.  

1.1: Population 

Before the twentieth century, it was very difficult for the state to calculate the size and 

location of the Māori population. Full discussion of nineteenth century census enumerators’ 

difficulties counting Māori would overwhelm this chapter. Issues specific to particular data 

used here will be discussed below, but there were three main issues. Firstly, many Māori lived 

in very small and scattered settlements far from Pākehā centres, and most moved around 

frequently to harvest resources, undertake seasonal or temporary wage work, and to attend 

Land Court hearings, hui and tangi. Secondly, many Māori, particularly members of the 

Kīngitanga, were reluctant to furnish government agents with any information about 

themselves, fearful that this might be used against them. A third complication, specific to 

regional data, is that it is not always clear from the returns what area is being discussed, and 

areas in question frequently changed between censuses.  
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In 1845, Chief Protector of Aborigines George Clarke estimated the total Māori population at 

109,550, of which Waikato, living in ‘Waikato, Mokau, &c.’, made up 18,400.16 Frederick 

Dart Fenton’s 1858 census gave a Māori population of 4,093 for the following areas: Aotea; 

Whaingaroa; Sea Coast to Waikato; Kawhia; Upper Waipa; and ‘Mokau and Ditto’.17 The 

huge disparity between this and Clarke’s estimate of 18,400 clearly shows the difficulty with 

nineteenth century population estimates. An actual reduction of such cataclysmic proportions 

would surely have been noticed by contemporaries and remembered by the survivors’ 

descendants, so even allowing that Clarke’s area was probably significantly bigger than 

Fenton’s, both figures must be treated with extreme caution. Having said this, it is likely that 

there was some reduction of the Māori population in the inquiry district. Fenton and his 

contemporaries thought that the Māori population was in decline, and this has been supported 

by modern demography.18 A.S. Thomson thought that the population of the Waikato had 

declined by 19% from 1844 to 1858.19 

The estimated population of the Upper Waikato, Raglan and Kawhia areas (reaching as far 

south as Mōkau) in the 1874 census was 6,557, 60% higher than in Fenton’s estimate.20 

Neither figure is likely to be accurate. The census enumerator for 1878, R.S. Bush, claimed 

that in 1874 the census had overestimated the Ngāti Maniapoto population of Kāwhia by 

1,114.21 If we remove this number from the 1874 total of 6,557, the increase is reduced to 

32.9% between 1858 and 1874. This also means that between 1874 and 1878 the Māori 

population of the Rohe Pōtae and Waikato areas declined by 5.7% rather than 21.7%.22 The 

adjusted figure is supported by William Mair’s belief, stated in 1878, that the Maori 

population of the Upper Waikato ‘is not increasing, but at the same time I fancy that the 

percentage of decrease is not large’.23 The decline continued until the late 1890s, when there 

                                                 

16 ‘Return of the Native Population of New Zealand, as far as it has been ascertained’, 3 April 1845, British Parliamentary 
Papers (NZ), vol. 5, p207. 
17 F.D. Fenton, Observations on the State of the Aboriginal Inhabitants of New Zealand (Auckland: W.C. Wilson, 1859), piv. 
18 Fenton, pp 2-3; Pool, Te Iwi Maori, pp 75-6. 
19 Arthur S. Thomson, Story of New Zealand: Past and Present, Savage and Civilized (London: John Murray, 1859), volume 
II, p284. 
20 ‘Approximate Census of the Maori Population’, Appendices to the Journal of the House of Representatives (AJHR) 1874 
G-7, pp 5-6.  
21 ‘Mr. R.S. Bush, Raglan, to the Under Secretary, Native Department’, AJHR 1878 G-2, p4. 
22 ‘Summary of Native Census’, AJHR 1878 G-2, p10. 
23 ‘Major Mair, Alexandra, to the Under Secretary, Native Department’, 7 May 1878, AJHR 1878 G-2, p4. For further 
commentary on the 1874 Maniapoto problem, see Vincent O’Malley, ‘Te Rohe Potae District War and Raupatu’, report 
commissioned by the Waitangi Tribunal, 7 May 2010, p204. 
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were increases in the Māori population in the Rohe Pōtae and Waikato areas and nationwide, 

although less so on a national level.24  

If we use statistics based on 

iwi rather than location, the 

picture is somewhat different. 

The Ngāti Maniapoto 

population in 1874 was either 

about 2,210 or about 1,096, 

depending on whether Bush 

was right about the 

overestimate of their numbers 

in that year’s census.25 

Between then and 1878 their 

numbers either declined by 

37.1% (if Bush was wrong) or 

increased by 26.8% (if he was 

right), to 1,390. According to 

the census, between 1878 and 

1886 Maniapoto increased in number by two to three percent per annum; this trend was 

reversed between 1886 and 1896, with a 3.5% per annum decrease between 1891 and 1896, 

reaching a nadir of 1,263 in 1896. However they joined in the general population increase 

later in the decade, by 4.8% per annum, to 1,570. In short, the demographic pattern for 

Maniapoto diverges from the wider Rohe Pōtae and Waikato area, and Māoridom as a whole, 

until the mid 1880s, when it began to conform to the wider pattern of decline. Both 

populations then increased significantly in the final years of the nineteenth century. (Graph 1) 

Ngāti Raukawa population statistics are also available, but as the iwi had several main bases 

                                                 

24 ‘Summary of Native Census’, AJHR 1881 G-3, p10; ‘Summary of Maori Census, 1886’, AJHR 1886 G-12, p17; 
‘Summary of Maori Census, 1891’, AJHR 1891 G-2, pp 10-11; ‘Summary of Maori Census for 1896’, AJHR 1896 H-13B, 
pp 13-14; ‘Census of the Maori Population’, 1 June 1901, AJHR 1901 H-26B, pp 1, 21. 
25 R.J. Lowe, Te Puāwaitanga o ngā Iwi 1874-1951: Iwi in Demographic Change 1874-1951 (Wellington: Department of 
Māori Affairs, 1989), p36. 

GRAPH 1: MĀORI POPULATIONS ACCORDING TO CENSUS 

REPORTS, AS PERCENTAGES OF 1874 FIGURES. 
1874 figures adjusted to allow for likely overestimate of 
Maniapoto population by 1,114. ‘Rohe Pōtae and Waikato’ is 
Upper Waikato, Raglan and Kāwhia in 1874; Upper Waikato, 
Raglan, Kāwhia and Aotea in 1878; Upper Waikato, Raglan and 
Aotea in 1881; and Waikato, Waipa, Raglan and Kāwhia 
thereafter.  
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around the country it is more difficult to link its considerable population fluctuations to 

anything which was occurring in the Rohe Pōtae.26 

These statistics, particularly those relating to Maniapoto, were used by M.P.K. Sorrenson to 

argue that declines in Māori populations followed the arrival of the Native Land Court.27 

However the problems with population estimates at this time mean that we should be cautious 

about hanging any theory on them. The uncertainty about the 1874 Maniapoto population 

illustrates the fact that census enumerators were not allowed to travel into the Rohe Pōtae 

until the 1880s, and therefore were limited to educated guesses as to the area’s internal 

population. Even after the opening of the Rohe Pōtae, the Kīngitanga was highly resistant to 

the census, and refused to co-operate with enumerators.28 Many non-Kīngitanga Māori were 

also suspicious of the census, believing that the government would use the figures to impose 

taxes or rates.29  

The scattered and mobile nature of the Māori population also made census enumerators’ work 

difficult. They did not always have time to visit every settlement, and Gilbert Mair attributed 

the apparent population increase in 1901 to the enumerators visiting ‘every settlement and 

dwelling-place, which I am assured by the Natives themselves, was never before 

attempted’.30 Earlier censuses may therefore have undercounted. Further complicating the 

enumerators’ work was the fact that large groups frequently travelled away from their usual 

homes to undertake seasonal or wage work, or to attend the Land Court, and sometimes could 

not be located. In addition, the Māori census was conducted over the course of a week, 

meaning that a group which moved within that week might be counted in two different areas 

or not at all. This issue has a particularly significant impact on the locality statistics; 

enumerators sometimes reported that a change in population was caused by temporary or 

                                                 

26 Lowe, p36. The 1881 census showed that of the estimated Ngāti Raukawa population of 1,443, only 573 lived in the 
Upper Waikato and Taupo regions. ‘Appendix – Maori Population in the North and South Islands’, Census 1881, p310. 
27 M.P.K. Sorrenson, ‘Land Purchase Methods and their Effect on the Maori Population, 1865-1901’, Journal of the 
Polynesian Society, 65, 3 (1956), pp 193-4. 
28 ‘Mr G.T. Wilkinson, Native Agent, Alexandra, to the Under-Secretary, Native Department’, AJHR 1886 G-12, p5; ‘Mr. 
G.T. Wilkinson, Native Agent, Otorohanga, to the Under-Secretary, Native Department’, 16 May 1891, AJHR 1891 G-2, p2; 
W.H. Grace, 17 April 1896, AJHR 1896 H-13B, p3. 
29 ‘Mr G.T. Wilkinson, Native Agent, Alexandra, to the Under-Secretary, Native Department’, AJHR 1886 G-12, p5; W.H. 
Grace, 17 April 1896, AJHR 1896 H-13B, p4. 
30 ‘Waikato, Raglan, Kawhia, Thames, Etc.’, 18 May 1901, AJHR 1901 H-26B, p10. 
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permanent migration to or from another area.31 A further issue with locality statistics is that 

the boundaries of census areas were altered in 1874, 1878 and 1886.  

The question of who was counted as Māori also caused problems. ‘Half-castes’ could be 

included in the Māori or general census depending on the sub-enumerator’s assessment of 

their lifestyle, so it is likely that many were counted in one category in one census year and 

another the next.32 There were probably similar issues with iwi statistics, since many Māori 

affiliate to more than one iwi.33 In addition, enumerators did not necessarily ask communities 

which iwi they identified with, and may sometimes have assigned them to the wrong iwi. 

There were also several hundred Māori not allocated to any iwi.34 Analysing the overall 

impact of these problems, R.J. Lowe argues that there was some degree of undercounting in 

all the Māori censuses, but especially in 1874 and 1878.35 In relation to the figures above, but 

still assuming that Maniapoto were somewhat overcounted in 1874, this means that in the 

Rohe Pōtae and Waikato area the population decline of the 1880s was probably even more 

pronounced than is apparent from the statistics, and that the Maniapoto population may not 

have increased in the decade to 1886. 

The Rohe Pōtae statistics broadly conform to the patterns of Māori demographics for the 

country as a whole, and Stephen Kunitz has shown that these fit broader patterns of 

depopulation and revival elsewhere in Polynesia.36 This suggests that despite the problems 

with nineteenth century census statistics, they do present a broadly accurate picture. They are 

also used because they are virtually the only readily available data on the nineteenth century 

Māori population. The registration of Māori births was not made compulsory until 1913, and 

were under-registered until after World War II.37 Māori deaths were also significantly under-

registered until the 1930s.38  

According to the census data, in most areas the Māori population had significantly more 

males than females. Amongst Ngāti Maniapoto, the census recorded an average of around 115 

                                                 

31 ‘Mr. G.T. Wilkinson, Native Agent, Otorohanga, to the Under-Secretary, Native Department’, 16 May 1891, AJHR 1891 
G-2, p2; W.H. Grace, 17 April 1896, AJHR 1896 H-13B, p5. 
32 Pool, ‘Estimates of New Zealand Maori Vital Rates’, p121; Lowe, pp 10-12. 
33 Lowe, p31. 
34 ibid., p31. 
35 ibid., p21. 
36 Stephen J. Kunitz, Disease and Social Diversity: The European Impact on the Health of Non-Europeans (New York: 
Oxford University Press, 1994), pp 46-9. 
37 Statistics New Zealand, A History of Survival in New Zealand: Cohort Life Tables 1876-2004, rev. edn (Wellington: 
Statistics New Zealand, 2006), p9. 
38 ibid., p18. 
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males for every 100 females from 1878 to 1901.39 The gender disparity has been examined by 

Simon Chapple, who argues that it was caused by unequal resource distribution; in times of 

scarcity, men and boys got more food and other resources than women and girls, resulting in 

higher death rates for females.40 In other words, females tended to fare worse in times of 

hardship. The dangers of childbirth, and possibly gender inequalities in labour division, also 

had an impact. The gender disparity narrowed over time, from 130 males nationwide to every 

100 females in 1857, to 109 males to every 100 females in 1926, correlating with the general 

decline in mortality (discussed below) and, Chapple argues, rising Māori prosperity. For 

Maniapoto, the peak in gender disparity comes in 1896, which was also their lowest 

population point, and a stage when there had been significant land loss.  

It seems fairly certain that there was an overall decline in the Māori population, although this 

cannot be stated with absolute certainty, and it is probable that this decline took place in the 

Rohe Pōtae as well as other areas. The lowest point of the Māori population decline, both in 

the Rohe Pōtae and New Zealand as a whole, seems to have been 1896, after which numbers 

began to increase. Maniapoto seem to have experienced the decline later than other groups, 

but the unreliability of census data means that this is only a possibility. The following section 

will discuss the elements behind changes in population figures, namely birth and death rates, 

and life expectancy.  

1.2: Births, deaths and life expectancy 

Examinations of pre-European Māori skeletal remains indicate an average life expectancy 

somewhere in the early 30s.41 This was fairly high by contemporary international standards, 

comparable with the British aristocracy.42 By the late nineteenth century, life expectancies 

had risen in many parts of the world, but according to the calculations of Ian Pool and Jit 

Cheung, a Māori boy born in the 1890s had a life expectancy of just under 30 years, while a 

Māori girl’s life expectancy was 25.9 years. These figures are somewhat misleading, 

implying that it was rare for Māori to reach the age of 40 or 50. However such figures are 

                                                 

39 Figures from appendices to general censuses.  
40 Simon Chapple, ‘Why there were more Maori men than Maori women and what changed it’, New Zealand Population 
Review, 26, 1 (2000), pp 45-66. 
41 Douglas G. Sutton, ‘Maori Demographic Change, 1769-1840: The Inner Workings of a “Picturesque but Illogical Simile”’, 
Journal of the Polynesian Society, 95, 3 (1986), p292. See also Pool and Cheung, p116. 
42 Pool and Cheung, p116. By contrast, English labourers and factory workers living around the time of the signing of the 
Treaty of Waitangi had an average life expectancy of 18. Geoffrey Rice, Black November: The 1918 Influenza Pandemic in 
New Zealand, 2nd edn (Christchurch: Canterbury University Press, 2005), p29. 
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almost always distorted by high infant mortality, which drags the average down to far below 

the ages at which adults normally died. Of every 100 Māori boys born in the 1890s, around 

30 would die before their first birthday, and for girls the figure was nearly 40 out of 100. Six 

more  boys and 14 more girls would die between their first and tenth birthdays, but 36 of the 

boys and 30 of the girls would live to at least 45 years of age, when they could each expect to 

live for about another 22 years. For contemporary Pākehā, life expectancy at birth was 59.6 

years for boys and 64.8 for girls, reflecting far lower infant mortality rates: fewer than three 

out of every 100 Pākehā children died before their first birthday. Life expectancy at age 45 

was five to ten years more for Pākehā than for Māori, compared to about 30 years at birth.43 

Although the Māori figures are very low, they mark the mid-point of a rapid improvement in 

Māori life expectancy, which would reach 30-35 years by the early 1900s.44 

The appallingly high infant mortality rate estimations given above are supported by 

nineteenth century reports from in and around the northern Rohe Pōtae. Thomson stated that 

of 289 mothers in the Waikato in 1858, 68 (23.5%) had lost all of their children to disease, 

and that of 18 children born in 1844, only two were alive fourteen years later.45 R.S. Bush, 

based in Raglan in the 1870s, was one of the few officials in or near the Rohe Pōtae to record 

Māori births and deaths on anything approaching a systematic basis. His data indicate a 

Māori population decline during that period, with deaths usually exceeding births.46 Bush 

estimated that in the five years to 1877 the average ratio had been ten deaths to eight births.47 

In the local Pākehā population births outnumbered deaths by as much as 12 to one, although 

this would  have been in a fairly young community, possibly self-selected for hardiness.48 In 

1873 he reported that of 38 Māori babies born in Aotea, Raglan and Te Akau in the previous 

12 months, 22 had died.49 Things may have been better on the other side of the aukati; in 

1869 W.N. Searancke noted ‘immense numbers of children’ at Hangatiki.50  

                                                 

43 Pool and Cheung, p108. 
44 ibid., p119. 
45 Thomson, vol. II, p285. 
46 ‘Mr. R.S. Bush, Raglan, to the Hon. the Native Minister’, 12 May 1874, AJHR 1874 G-2, p10; ‘Mr. R.S. Bush, Raglan, to 
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Douglas Sutton argues that pre-European Māori fertility was relatively low, with the average 

woman having three children.51 However Sutton and Pool both consider that fertility rates 

rose significantly after European contact, with Pool suggesting a high birth rate at the end of 

the nineteenth century and probably earlier.52 It was counter-balanced by an extremely high 

mortality rate which meant that, as we have seen, the overall Māori population declined 

through the nineteenth century. This explains the comments of contemporary observers that 

there were few children or large families in Māori settlements;53 plenty of babies were being 

born, but a high percentage died early on. 

An illustration of the conditions under which Māori children were sometimes born, and the 

unlikelihood that their births would be recorded, comes from the Kāwhia School log book, on 

26 September 1898: 

Today (Saturday) while Tonga and his wife were planting some kumeras for me the latter was confined 
of a son and went on with the work. Walking 3 miles home. Tonga asks me to record it. Doubtless this 
is the only document which will do so & as it happened on the school grounds I do so.54 

What became of the family was not recorded.  

1.3: Disease 

In his 1910 doctoral thesis, Te Rangi Hiroa (Peter Buck) argued that pre-European Māori had 

suffered from few diseases, since traditional songs and legends mentioned only one epidemic 

and a very limited range of disease types.55 Diseases which were present included leprosy and 

a range of skin and eye problems.56 Hiroa’s conclusions have largely been supported by later 

researchers,57 although it is now generally considered that leprosy was probably not present.58 

There is also skeletal evidence of arthritis and rheumatism.59 The population of pre-European 

New Zealand was too small and scattered to support most types of epidemic and endemic 

infectious disease, and the islands’ extreme isolation created a natural barrier to many types 
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of disease.60 As a result, Māori were biologically unprepared to deal with the many diseases 

brought to New Zealand by Pākehā.61  

Epidemics of measles, influenza and other diseases affected various Māori communities from 

the early contact period, although the proportion killed is debated.62 However the severity of 

some epidemics can be judged by the names given to them: one which occurred in Mōkau 

was called tokotoko rangi: spear from heaven.63 Tuberculosis was reported as early as the 

1830s and by 1890 was thought to be the most common disease amongst Māori.64 Various 

sexually transmitted diseases were also introduced by Pākehā in the early stages of contact.65 

Some limited information could be found on disease within the inquiry district, for example 

in the letters and journals of missionaries active in the area. In 1852 John Morgan wrote of 

‘the very frequent deaths, and the consequent decrease of the Aboriginal population. The 

constitution of hundreds is broken down by Scrofula, so that many fine young men are 

hurried to an early grave.’66 Scrofula was a term usually used to denote tuberculosis of the 

lymph nodes, although it also included other diseases.67 William Woon, based at Kāwhia, also 

wrote of disease in the 1830s and early 1840s, mostly influenza but also coughs and hakihaki, 

a generalised term for infectious and parasitic skin problems.68 

The Waikato War and the subsequent migration of many Waikato Māori south into the Rohe 

Pōtae led to overcrowding and food shortages which in turn fostered disease.69 The most 

serious of these was a ‘low fever’, possibly typhoid, which was estimated to have killed 300 

Māori in the Raglan district in 1866.70 Shane Te Ruki has also stated that women were raped 
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during the wars and sexually transmitted diseases were consequently spread in the Rohe 

Pōtae.71  

Smallpox was introduced into New Zealand at various points in the nineteenth century.72 The 

disease requires a fairly high population density to persist and so seems to have died out 

relatively quickly each time.73 It may have been present in the inquiry district. In 1862 the 

Taranaki Herald stated that smallpox was present at Kāwhia, where it killed 23 people, and 

also at Mōkau.74 Oral tradition states that after the Battle of Orakau in 1864, prisoners of war 

were deliberately infected with smallpox. They had recovered by the time they returned 

home, but many of their wives and children subsequently died or were rendered infertile.75 

Both these accounts should be treated with caution. The Taranaki Herald report is explicitly 

stated to be second-hand, and it is uncertain whether the newspaper would have been able to 

access accurate information from areas such as Kāwhia and Mōkau during the wars. 

According to the Cambridge Encyclopedia of Paleopathology, smallpox does not have a 

‘carrier’ stage, meaning that anyone infectious with smallpox would have obvious symptoms, 

and it is not known to cause infertility.76 It is possible that smallpox was transmitted via the 

prisoners’ clothes, but the prisoners may have spread a different disease which was 

misidentified as smallpox, or later conflated with a separate epidemic. Given that two 

separate sources speak of smallpox in the inquiry district in the 1860s, however, it seems 

credible that there was an outbreak at some point during that decade, although its timing and 

origins remain unclear. 

Most written information on Māori health in the nineteenth century Rohe Pōtae comes from 

the 1870s onwards, from the Native Officers and other civil servants stationed at Alexandra, 

Raglan and, later, Otorohanga. Even before the opening of the King Country, these men made 

regular tours of those parts of the Rohe Pōtae they could access, were occasionally allowed to 

cross the aukati, and regularly talked with Māori from the interior. Their annual reports, 

published in the Appendices to the Journal of the House of Representatives (AJHR), usually 

include some discussion of Māori health.  
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The most common illnesses reported were influenza and what officials unhelpfully called 

‘low fever’. The influenza usually caused several deaths, particularly amongst the very young 

and old; the fever was also sometimes fatal. Other reported illnesses included rewharewha, 

which William Mair wrote was ‘a term applied to all complaints of the throat and chest’77; 

measles;78 an unidentified disease, the symptoms of which consisted of nasal inflammation, 

fever, and temporary baldness;79 whooping cough;80 and tuberculosis and similar diseases.81 

Various chronic conditions were also reported. Skin problems, often referred to as hakihaki, 

were extremely common amongst children, who also suffered from ‘all the sickness that 

childhood is heir to’, and many older people suffered from a range of complaints including 

rheumatism, asthma and lumbago (lower back pain).82 The Kāwhia School log book, kept 

from 1895 by medically-trained schoolteacher Thomas D’Arcy Hamilton, also records the 

various disease affecting Māori communities around Kāwhia. These included hakihaki, 

influenza, peritonitis, typhoid, colds, conjunctivitis, and measles.83   

In 1887 Native Agent George Wilkinson reported that although disease was still prevalent 

and young children most susceptible, most people recovered from it.84 Few serious outbreaks 

of disease were recorded in the Kāwhia log book;  there was an outbreak of measles in 1899 

but Hamilton recorded that ‘there have been no really bad cases’.85 There was another 

outbreak later in the year, but only of a ‘mild form’ which did not prevent children attending 

school.86 The school opened in 1895 but it was not until 1900 that any pupil died.87 During 

the 1880s there were few statements by officials that the Māori population was decreasing in 

number, or that deaths were outnumbering births. This corresponds with Pool’s findings about 

population immunity. Many diseases, such as measles, confer immunity on the survivors. 
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This meant that initial epidemics affected the entire population, but subsequent epidemics 

affected only those too young to have experienced the previous one. The result of this was 

that Māori mortality from disease probably peaked in the period from the 1850s to the 1870s, 

when various diseases hit communities for the first time. Mortality dropped after this, except 

amongst young children.88 We have seen that in the Rohe Pōtae observers reported declining 

fatalities from infectious disease after about 1880, but that the most pronounced apparent 

decline in population came later than this. This suggests that infectious disease, although 

important, does not by itself account for Māori depopulation.  

Most of the above information, particularly before the 1890s, applied primarily to Māori 

living outside or just inside the King Country proper. Occasionally Pākehā observers were 

able to cross the aukati. In 1872 W.G. Mair did so, and described the numerous Māori he saw 

as ‘healthy looking and well clad as the average of friendly tribes’.89 Mair later wrote that in 

the mid 1870s many King Country Māori had died from measles and several children had 

died of whooping cough, but otherwise there had been no epidemics.90 W.H. Grace attended a 

Kīngitanga meeting at Kopua in 1879 and reported that ‘the general health and appearance of 

the people assembled was good... Some sickness, however, prevailed, especially amongst the 

Kopua residents, owing, as I am informed, to diarrhoea, influenza, and whooping cough.’91 

He also reported that more than 30 Māori deaths had occurred at Kopua in a four month 

period, although he did not state the total population.92  

Severe infectious disease reported in or near the Rohe Pōtae inquiry district, 1860s-1890s. 
Date Reported disease Fatalities reported. Comments 

186693 Low fever Over 300. Affecting Raglan and Kāwhia. 

187294 Rewharewha None stated.  

187395 Influenza Several.  

187596 Measles ‘A good many’.  

187897 Whooping cough Some children. More prevalent amongst Pākehā 
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than Māori.

187998 Various illnesses More than 30. Mostly at Kopua. 
 

189099 Influenza 10 at Pukekawa, others 
elsewhere. 

Also affected Pākehā. 

1891100 Typhoid Three young people. Affecting Raglan. 

 Low fever None stated.  

1892101 Influenza Some children.  

1896102 Influenza Some infants and 
elderly. 

 

 Low fever One person.  

1899103 Measles None stated. Two outbreaks, one minor.  

 

How Māori susceptibility to disease in the Rohe Pōtae inquiry district compared to that of 

their Pākehā neighbours is difficult to determine. Several accounts mention disease affecting 

Pākehā and Māori alike, and in one case Pākehā were affected more than Māori. However the 

very fact that this was considered worthy of note suggests that it was not usual, and that most 

of the time Māori were more affected by disease than were neighbouring Pākehā. This is 

reinforced by frequent official comments that the health of Rohe Pōtae Māori was not good, 

and explanations for this ill-health which cited factors thought to be specific to Māori. Māori 

and Pākehā both experienced increased life expectancy in the second half of the nineteenth 

century, but Pākehā expectancy rose significantly further than that of Māori, mostly due to a 

large drop in child mortality.104  
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1.4: Mental health 

Very little work has been done on Māori mental health in a historical context.105 It is 

generally assumed that nineteenth century Māori who suffered from mental illness were cared 

for by their whānau and hapū, who would probably have regarded them as suffering from 

mākutu, possession, or some other spiritual affliction.106 Mental health is, of course, a 

concept which varies hugely in different cultural and temporal contexts; actions and beliefs 

which would today be seen as symptomatic of mental illness might have been regarded by 

nineteenth century Māori as evidence of spiritual gifts, for example.  

From what little information is available, it appears that Māori were generally reluctant to 

involve Pākehā in the care of mentally ill whānau members, and Pākehā authorities were 

equally reluctant to incorporate Māori into the mental health system. A select committee on 

mental health in 1858 was told that Māori generally did not inform Pākehā authorities about 

cases of mental illness within their communities.107 When mentally ill Māori came into 

contact with Pākehā authority, usually because of crime or vagrancy, efforts were usually 

made to have them cared for by hapū members, even if the hapū did not want to do so.108 

Nevertheless, some Māori did end up in the Pākehā mental health system. In 1877 there were 

14 Māori asylum patients, ten of them in Auckland, out of a nationwide asylum population of 

872.109 It is possible that some were from the Rohe Pōtae, although this seems improbable. 

The number of Māori in asylums rose slightly through the rest of the century, but far more 

slowly than the asylum population generally. In 1899 there were 21 Māori asylum patients 

out of 2,480 nationwide.110 

The actual rate of Māori mental illness in the nineteenth century is unknowable. The rate of 

asylum incarceration would significantly under-represent the rate of serious mental illness 

amongst Māori, given the various factors keeping Māori out of asylums. Many things may 

have contributed to Pākehā mental illness in the nineteenth century, including the shocks and 

dislocation of immigration, living alone in isolated parts of the country, and heavy 

drinking.111 The first two factors did not generally apply to Māori, but there were numerous 
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other things which might have contributed to Māori mental illness, particularly loss of land 

and consequent loss of mana, cultural and spiritual disruption caused by the arrival and 

dominance of Pākehā, and cultural marginalisation in the late nineteenth century. Mental 

illnesses arising from these factors would probably have been exacerbated by treatment in a 

Pākehā context such as an asylum. 

1.5: Conclusions 

Information about nineteenth century Māori health, particularly in the Rohe Pōtae, is difficult 

to come by, and as a result it is difficult to draw firm conclusions. However it is possible to 

state that Rohe Pōtae Māori almost certainly shared in the wider Māori population decline of 

the nineteenth century, and that this was mainly due to the introduction of new diseases to 

which they were immunologically very vulnerable. Infant and child mortality were very high, 

and females were more susceptible to early death than were males. By the end of the century 

the population decline seems to have stopped, mostly due to improved immunity to disease, 

but full recovery was still some time away.  
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CHAPTER 2: FACTORS CONTRIBUTING TO MĀORI ILL HEALTH 
IN THE NINETEENTH CENTURY 

From the data outlined in the previous chapter, it appears that the Māori population of the 

Rohe Pōtae declined in the second half of the nineteenth century, before recovering somewhat 

in the late 1890s. Maniapoto seem to have only declined in number from the mid 1880s, and 

shared in the general population increase. Women and girls, as well as infants of both sexes, 

suffered particularly high mortality rates. This section will explore the possible reasons for 

this high mortality, and will also investigate the causes of non-fatal Māori ill health.  

The causes of mortality and ill health are many and complex. Different factors frequently 

exacerbate each other, and one factor can cause ill health in a variety of ways. Poverty is a 

particularly good example of this. It does not have a directly detrimental effect on health, but 

it reduces access to many things which are necessary for good health, such as an adequate 

diet; housing which is not damp, draughty, overcrowded or lacking in sanitary provision; time 

and space to rest; and medical aid. Poverty may also contribute to a sense of helplessness or 

depression which can lead people to engage in unhealthy behaviour such as excessive 

drinking, and makes them less likely to take care of their health. Ill health can also lead to 

poverty by preventing the sick person from working (whether for cash or in subsistence food 

production) and sometimes by taking their caregivers away from work. This chapter will 

address the various contributing factors separately, but it is acknowledged that they are highly 

interconnected and cannot be understood in isolation.  

In addition to the interactions outlined above, the introduction of new diseases further 

complicates matters. Factors such as nutrition may have been more important to populations 

affected by new diseases, for example. It is also possible that modes of living which had no 

major health impacts prior to European contact may have facilitated the spread of new 

diseases. The custom of sleeping in communal meeting houses, for example, would not have 

been particularly harmful in the absence of major diseases spread by breath and saliva, such 

as tuberculosis and influenza. Once these diseases were introduced, however, a previously 

health-neutral practice may have become a major contributor to the spread of deadly diseases. 

Similarly, in a community in which water-borne diseases such as typhoid are not present, 

sanitary arrangements are not as vital for good health as those in a community in which those 
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diseases are present. The changes in lifestyle which followed contact may have been less 

important than the interaction between old lifestyle practices and new diseases.   

Poverty is an important factor in Māori health outcomes, but defining it is difficult, 

particularly for the nineteenth century. Māori were generally not part of a cash economy, so 

poverty cannot be measured by cash income or lack thereof. Land is probably a better guide, 

but land does not necessarily provide its owners with the necessities of life. Money from land 

sales might provide investment funds or sustenance, or might be swallowed up by fees or 

social obligations. Some things which would have been seen as evidence of poverty in 

Pākehā communities, such as living in temporary houses with earth floors, may not 

necessarily indicate any lack of resources. For the purposes of this chapter, poverty is loosely 

defined as the inability to acquire (by whatever means) the basic nineteenth century 

requirements of good health, primarily a reasonably varied and nutritious diet, and clothing 

and shelter which provide adequate protection from the weather.  

2.1: Nutrition 

The relationship between food and health is complex and still imperfectly understood. In the 

nineteenth century there was little understanding of the science of nutrition; for example 

vitamins were not discovered until the early twentieth century. For most people the key 

nutritional problem was simply getting enough to eat. Even when there is no actual 

starvation, food shortages weaken the immune system, stunt growth and reduce fertility. 

Inadequate food supplies cause high infant and child mortality as children become more 

susceptible to disease, develop malnutrition-related health problems such as rickets, and 

undernourished mothers find it difficult or impossible to breast-feed. Good health also 

requires a diet which contains enough of all the necessary nutrients and not too much of those 

which can damage health, such as salt, fat and sugar. Whether the nineteenth century Rohe 

Pōtae Māori diet was a healthy one is somewhat difficult to determine, but the main problem 

was probably sporadic food shortages. 

Before the arrival of Europeans and the flora and fauna they brought with them, food supplies 

in New Zealand may have been ‘marginal and perhaps inadequate’, particularly where protein 

was concerned.112 However some traditional foods, such as pūhā and long-finned eel, have 
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recently been found to be rich in nutrients such as antioxidants and omega-3.113 There is also 

some evidence that various other traditional foods were protectors against degenerative 

diseases.114 Overall, it is difficult to know how healthy the pre-European diet was in the Rohe 

Pōtae as we do not know how often and how much particular kinds of food were eaten.  

James Belich has argued that the introduction of new foods by Pākehā, particularly pigs and 

potatoes, greatly enlarged the quantity and nutritional value of food available to Māori.115 

Pigs were a new and large source of protein, while potatoes provide most essential nutrients 

and can be grown and in the same way as kūmara, but in colder climates and with greater 

productivity. Other foods were also introduced, and areas with mission stations had a 

particularly large range of new foods available to grow and consume, including corn, melons, 

pumpkins, peaches, wheat, and milk.116 An additional benefit of the new foods would have 

been a decreased reliance on a small range of crops, thereby reducing the chance of starvation 

in years when one crop failed or was destroyed.  

The pre-European Māori diet was highly abrasive, leading to substantial tooth wear. Other 

than this, Māori in the early nineteenth century were said to have had excellent teeth.117 The 

introduction of a more varied diet reduced levels of tooth wear but also eventually led to 

increased rates of decay and gum disease.118 

The 1840s and 1850s saw the rise of extensive Māori agriculture based on introduced foods. 

Some of the earliest Māori-owned flour mills were erected in and near the Rohe Pōtae, at 

places such as Aotea, Otawhao and Mangapapa.119 Morgan reported in the 1840s that Māori 

around Otawhao were growing hundreds of acres of wheat, and the local mill was grinding 40 

to 60 bushels a day.120 As well as supplying their own communities, flour and crops were 
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shipped to Auckland and sold,121 an industry which is covered in much greater detail in 

Andrew Francis’ nineteenth century economic report. There may have been some decline in 

Māori agriculture before the wars, due to factors including social disruption and low wheat 

prices.122 From time to time there were also crop failures caused by bad weather, soil 

deficiency, and other problems.123 

Hunted and gathered food probably remained a substantial part of the Rohe Pōtae Māori diet 

throughout the nineteenth century. Ngarongo, a Kāwhia kuia, told James Cowan that in the 

mid nineteenth century ‘the waters of Kawhia Harbour were our chief food supply – they 

were waters of abundance’.124 The Waikato Times reported in 1882 that Raglan Harbour 

‘teems with fish of various sorts; oysters and shell fish may also be secured in large 

quantities’.125 From the bush came birds such as korimako, takiri and tui, and ‘a woman could 

often take as many as a hundred birds in a day’s work, from morning to dark.’126 Other 

available wild foods included muttonbirds, fern-root, mamaku pith, and hinau and tawa 

berries.127  

Māori agriculture in the Rohe Pōtae was seriously damaged by the outbreak of war in the 

1860s. Ngarongo said that when the wars began:  

It stopped all our accustomed industry on the shores of the Kawhia. All the old work in which the 
whole of the people shared stood still. No more wheat or maize was grown, no flax scraping was done, 
and the trading vessels lay deserted at anchor, for there was no one to man them. The soil was not 
cultivated, the flourmill wheels ceased to turn. The winds wailed over a deserted Kawhia when the 
men, young and old, had girded themselves with the belt of war and gripped their guns and other 
weapons of war and marched away.128 

Morgan also wrote that agriculture was neglected because of the wars, and ‘the fields once 

covered with golden grain are now beds of docks and other noxious weeds, while the people 

themselves are reduced to poverty’.129 The wars almost certainly led to food shortages which 
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would have resulted in increased susceptibility to disease, if not actual starvation.130 In the 

Rohe Pōtae inquiry district, such shortages were caused mostly by the absence of men who 

had gone off to fight. There were no full-time warriors; everyone who fought against the 

Crown also had to harvest crops, hunt game and engage in other food supply activities. 

Belich shows that this put a considerable strain on the Kīngitanga war effort, and it must also 

have affected the food supply.131 In the northern part of the Rohe Pōtae, houses and mills 

were destroyed by British and colonial troops who did not distinguish between Māori and 

Pākehā-owned property, let alone that of ‘rebel’ and government-allied Māori.132 It is likely 

that crops were also destroyed and stock killed or driven off. At the end of the Waikato War, 

Belich writes, ‘the economy of the core Kingite tribes was heavily strained, and had perhaps 

even collapsed temporarily. Reserves of food and ammunition were nearing exhaustion, and 

military demands on the labour force reduced production.’133 In some coastal areas, 

abandonment of cultivations led to the encroachment of sand-dunes and the loss of 

productive land.134 In the late 1860s it was estimated that Māori cultivations were less than an 

eighth of their pre-war extent.135 

Agriculture seems to have quickly recovered within the aukati, aided in some cases by Crown 

donations of seed and farming equipment.136 From 1868, official reports regularly reported 

King Country Māori bringing large quantities of wheat, oats, maize and pigs to market, and 

officials who were able to cross the aukati reported extensive plantations of a range of 

crops.137 From official reports it appears that much King Country agriculture was ‘cash 

cropping’ for trade rather than for consumption.138 Kopua, which had a particularly 

impressive commercial grain agriculture, experienced severe food shortages in the summer of 
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1874-5 due to the near-failure of the potato crop.139 The general picture was one of 

prosperity; at Kāwhia, a flour mill built before the wars was rebuilt in the 1880s at a cost of 

£220.140 By contrast, Māori around Raglan were regularly reported to be ‘miserably poor’.141 

According to officials, this was due to a combination of not planting enough, crop failures, 

and the occasional minor natural disaster.142 In 1872 Resident Magistrate Dr. Walter Harsant 

wrote that they ‘will have to depend upon their salaries, the pipi bank, casual labour at the 

flax mills, and their pigs’.143 Hunting and gathering clearly continued to  make a major 

contribution to diet. In 1879, for example, Bush reported entire communities absent from 

their villages on eeling and tawhara gathering trips.144  

In terms of the strong contrast in agricultural production on either side of the northern aukati, 

the obvious reason for the disparity is loss of ownership or control of land; much of the land 

around Raglan had either been confiscated or sold, whereas that within the King Country was 

still entirely under Māori control.145 This theory is strengthened by reports that indicate a 

later decline in King Country agriculture once land sales had begun. In 1890 Wilkinson 

reported that Waikato and King Country Māori ‘have not paid much attention to food 

production, merely growing enough for their own consumption, and in some cases not even 

that’.146 Their main sources of income were killing rabbits for a Government bounty, and flax 

cutting. Another possible factor may have been a reporting effect; officials had a lot of 

information on Māori agriculture in the areas where poor harvests were regularly reported, 

but not much on that within the King Country before the area was opened up. Officials were 

only able to cross the aukati perhaps once or twice a year, often for hui. They would have 
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seen the large quantities of food laid on for guests but not the shortages which may have 

followed.147  

Officials frequently claimed that hui were a waste of food which left the hosts hungry until 

the next harvest.148 According to Raymond Firth, one of the imperatives of traditional Māori 

culture is that hosts must provide abundant food for their guests, regardless of the strain on 

their own resources.149 It does appear, though, that much food was grown specifically for hui, 

and so these meetings did not necessarily use up the host communities’ food.150  

The main contribution made by the Crown towards improving the Māori diet seems to have 

been donated rations. The available information on what these rations were or to whom they 

were donated is limited. However Raeburn Lange lists the amounts spent from 1884 to 1900. 

These steadily increased from £91 in the 1884-85 financial year to £688 in 1894-95. The next 

year a thousand pounds was spent and this had nearly tripled by the turn of the century.151 

Since it is difficult to know exactly what individuals ate on a day-to-day basis, it is hard to 

say whether the foods eaten provided all the nutrients required for good health. However, 

potatoes seem to have been a staple part of the diet,152 and these supplemented with other 

vegetables, seafood, pork, and wild birds probably provided adequate nutrition. At this stage, 

processed food probably made up a small percentage of the Rohe Pōtae Māori diet, with flour 

probably being the only regularly consumed processed food. As this would probably have 

been locally produced, and therefore fairly unrefined, it is unlikely to have had any negative 

health effects.  

Insufficient evidence has been found to build firm conclusions about the diet of nineteenth 

century Rohe Pōtae Māori, or whether that diet was sufficient to maintain good health. No 
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evidence has been found of actual starvation in the Rohe Pōtae, but it is likely that there were 

food shortages from time to time. This was probably especially so during and just after the 

wars. There is also insufficient evidence on whether Māori communities had enough food 

most of the time, some of the time, or only rarely, and how much regional variation there 

was. Any communities which experienced repeated or severe food shortage would also have 

experienced health problems, including increased mortality, as a result. Whether there were 

any such communities in the Rohe Pōtae, and if so how many and how much they were 

affected, cannot be determined from the available evidence.  

2.2: Alcohol 

Pre-European Māori were highly unusual amongst the world’s cultures in that they probably 

did not make any form of alcohol.153 It has been suggested that this was because no suitably 

fermentable plants in pre-European New Zealand and that the only available container, the 

gourd, cannot be used for fermentation.154 Alcohol and the control of its trade was a major 

political issue in nineteenth century New Zealand, and continued to be so into the twentieth 

century. This was the case for Māori as well as Pākehā, and Rohe Pōtae Māori often allied 

with Pākehā prohibitionists in their efforts to control or eliminate alcohol consumption in 

their communities. This alliance manifested itself in the creation of New Zealand’s largest 

‘dry’ area, which ensured that for many decades Māori could not legally acquire alcohol 

within most of the inquiry district. The liquor issue is discussed more fully in the political 

engagement reports commissioned for this inquiry, as it appears to have been seen primarily 

in terms of morality and political autonomy rather than health. This section provides an 

overview of liquor legislation affecting the Rohe Pōtae, the politics surrounding it, and the 

effects on the health of Rohe Pōtae Māori.  

Alcoholic liquor was introduced to New Zealand by Pākehā, and although Māori initially 

found it revolting, by the 1830s some in areas of high Māori-Pākehā contact had begun to 

consume alcohol.155 By the 1840s there were some reports of Māori alcohol abuse, and in 

1847 an ordinance was passed forbidding the sale of alcohol to Māori.156 It was generally 
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considered to be ineffective, and in 1860 Fenton argued that this was because it was widely 

seen as an imposition by a foreign power.157 The fact that the law applied only to Māori was 

probably a major factor in this perception.158 Advocating a system of Māori local self-

government, Fenton used laws against drunkenness as an example of rules which would be 

adhered to if Māori were allowed to make their own laws, since they were ‘anxious to arrest 

the vice of drunkenness’.159 The claim of Māori opposition to alcohol sales is supported by 

requests by Te Mete and other chiefs for a Resident Magistrate for Kāwhia to control the 

alcohol trade, and for the sale of liquor to be restricted.160 Probably as a result of this, 

restrictions were made covering the Upper Waikato and, later, the Raglan district.161  

In the 1870s, alcohol abuse was reported to remain a significant problem for Māori in and 

around the Rohe Pōtae.162 Hui and tangi were said to be characterised by alcohol 

consumption: ‘no hui can be expected to be a success unless there is a good store of rum’.163 

Claims of widespread drunkenness must be treated with caution, however, especially the 

many which relate to the Kīngitanga. Although officials stated that Kīngitanga members and 

leaders were frequently drunk, these officials had a general antipathy towards the movement 

and took every opportunity to disparage it.164 Alcohol abuse was certainly not common to 

every Māori community. In 1874 Bush wrote that Māori in the Raglan district were ‘the most 

sober and best conducted tribes I have ever been amongst... many of the Natives are staunch 

teetotallers.’165 He repeated this claim for the rest of the decade.166 Some officials argued that 

where Māori did not drink alcohol, this was only because it was not available.167 The extent 

to which alcohol was consumed, or even available, within the King Country is unclear from 

available sources. Peter Skerman argued that alcohol abuse was most common in areas where 

Māori came into regular contact with Pākehā.168 Māori in such areas would certainly have 

more opportunities for drunkenness although they did not necessarily take them. But Māori 
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from within the King Country engaged in substantial trade with nearby Pākehā settlements, 

and some were reported to have used the proceeds to buy alcohol.169  

From the mid-1870s there was a movement amongst Rohe Pōtae Māori towards abstention.170 

In 1876 Bush wrote that Tāwhiao had given up alcohol, and ‘nearly the whole of the Natives 

have followed his example. I have seen no spirits at the kaingas since this occurrence.’171 

Mair confirmed a decline in alcohol consumption, writing in 1877 that  

Drunkenness is decreasing in a very marked manner. It is seldom met with now in any of the 
townships, except Cambridge, and in a less degree there than formerly, while the practice of conveying 
ardent spirits to their own villages has ceased entirely.172  

Tāwhiao banned spirits from hui and had this strictly enforced by men who Bush described as 

‘Native police’.173  

The ‘opening’ of the Rohe Pōtae and the construction of the main trunk line seems to have 

dramatically increased the quantity of alcohol brought into the Rohe Pōtae. Initially it was 

brought it to supply railway construction workers, and later for settlers and workers who 

arrived in the district in increasing numbers following land sales.174 As Cleaver and Sarich 

point out, ‘Rohe Potae Maori... may have lost some ability to manage the consumption of 

alcohol in their communities.’175 This may have increased rates of alcohol consumption and 

abuse amongst Rohe Pōtae Māori. Certainly in 1883 Wilkinson was reporting that the 

Kīngitanga settlement at Whatiwhatihoe was characterised by drunkenness, including that of 

Tāwhiao, in contrast to reports of the previous decade.176  

Writing on the later ban on alcohol sales in the King Country, A.H. McLintock and Skerman 

both attribute Rohe Pōtae opposition to alcohol to the Blue Ribbon Army, a Christian 

temperance organisation.177 However the Blue Ribbon mission to Māori occurred in the early 

1880s, whereas we have seen that Rohe Pōtae Māori were organising against alcohol in the 

1870s. Although they did not start the Māori prohibition movement, the Blue Ribbon Army 
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were able to organise a mass petition, signed by 1,400 Māori from in and around the Rohe 

Pōtae including Tāwhiao, Rewi Maniapoto and Wahanui.178 The petition called for a ban on 

liquor sales in the King Country, and as a result a proclamation was issued in December 1884 

declaring that no license would be issued in the Kāwhia Licensing Area, which encompassed 

all of the Rohe Pōtae inquiry district except the small area north of Aotea Harbour. (Map 2) 

Some Rohe Pōtae Māori leaders may have seen this as a trade-off for the opening of the King 

Country or the establishment of the Main Trunk Line; certainly later generations argued that 

there had been a ‘sacred pact’ along 

these lines.179  

It is difficult to determine the 

effectiveness of the license ban. 

Shortly after it was imposed, 

Wilkinson credited it with preventing 

death and severe illness during a 

sitting of the Native Land Court.180 In 

general, he thought that Rohe Pōtae 

Māori were drinking far less than in 

previous decades. However various 

accounts indicate that ‘sly-grogging’, 

by Māori and Pākehā alike, was very 

common in the no-licence area for the 

rest of the century.181 In 1897, 47 

people were convicted of selling 

illegal alcohol in the King Country, of 

whom 11 were imprisoned.182 The 

problem may have been far more 

widespread than this indicates, 

because the Rohe Pōtae had very 
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small police force at this time, and the police had very limited powers of search and 

seizure.183 The licensing ban may have actually increased the health problems caused by 

alcohol, since the lack of a regulated trade led to the sale and consumption of methylated 

spirits.184 Possibly for this reason, many Māori who had supported the license ban soon 

changed their views.185 In 1891 Wahanui, who had signed the Blue Ribbon petition, tried to 

get licences for hotels in Otorohanga and Kāwhia, arguing that alcohol was already being 

sold illegally in both places.186 The Government was fairly sympathetic to these arguments, 

but any moves to dilute the licence ban were strongly opposed by church and temperance 

groups, most of them based outside the Rohe Pōtae.187  

During the nineteenth century, excessive alcohol consumption was widely seen in a negative 

light, by Māori and by Pākehā. It was frequently stated that alcohol was partly or completely 

responsible for the decrease in Māori population and their poor health.188 Some claimed that 

if Māori were not prevented from drinking they would be doomed to extinction.189 However 

it was rarely stated how or why this would happen. Exactly what damage alcohol could do to 

health was not generally known, and alcohol, particularly brandy, was seen as having 

medicinal properties and sometimes ‘prescribed’ by doctors.190 For example, Thomas 

Graham’s Modern Domestic Medicine, a popular home medical guide, stated that beer and 

similar drinks were ‘wholesome, refreshing, and strengthening’ – more so than water.191 

(Considering the state of many nineteenth century water supplies, this may have been true, at 

least to some extent.) It recognised, however, that ‘indulgence in the use of ardent spirits’ 

could lead to health problems including liver disease.192 Alcohol was frequently seen as a 

moral rather than a health issue, as is shown by the heavy involvement of Christian 

organisations in the temperance movement.193 Prohibition in the King Country doubtless 

affected Māori health, but it was probably not intended as a health measure and may have had 

a negative effect on Māori health overall.  
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2.3: Tobacco 

Māori were introduced to tobacco before the signing of the Treaty. Smoking quickly became 

popular amongst Māori in areas of contact with Pākehā, who used it as a gift and a trade 

item.194 Gifts of tobacco were given to Treaty signatories at Waitangi, and tobacco was 

sometimes one of the trade goods used to purchase Māori land in the 1830s.195 For example, 

the Tawiti Block near Kāwhia was bartered to the Wesleyan Missionary Society in 1834 for 

goods including 50 pipes and 18 pounds of tobacco.196 Tobacco continued to be used for 

barter after the Treaty was signed.197 For the rest of the century and beyond, smoking was 

very popular amongst Māori of every class, gender and age.198 Various Māori communities 

began to grow their own tobacco from the 1830s, generally for their own use but sometimes 

also for trade.199 Tobacco was grown in the Rohe Pōtae from at least the early 1870s for local 

consumption and for trade to Pākehā.200 The only step taken by the Crown to control the 

tobacco trade was the imposition of customs duties and other forms of taxation. In the five 

years to 1880, tobacco duties made up almost 13% of total customs and excise duty.201 

The Raglan area rangatira Wiremu Nera Te Awaitaia, who was born in the early nineteenth 

century and allied with the government during the New Zealand Wars, believed smoking to 

be an evil habit and passed this belief down through his family. He was not able to spread the 

anti-smoking message more widely, partly because government officials and other Pākehā 

visitors often used tobacco as gifts and currency when dealing with Māori.202 

Most of the health problems which are now recognised as a consequence of smoking were 

not known in the nineteenth century, and tobacco was sometimes regarded as a medicinal 

plant.203 Internationally, some doctors believed that smoking protected against tuberculosis, 

while others considered it at least somewhat harmful, and the majority thought that moderate 

smoking was harmless.204 In New Zealand, heavy smoking was sometimes listed as a factor 
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contributing to the decline in the Māori population.205 Māori life expectancy in the nineteenth 

century was low enough that lung cancer and other degenerative diseases which today result 

from smoking may not have been major causes of death. However, tobacco would probably 

have exacerbated other diseases and medical conditions, particularly those affecting the 

respiratory system such as tuberculosis and influenza.206  

2.4: Housing 

Housing is one of the most important factors contributing to health status. It is particularly 

important for the very young and old, and those who are ill or recovering from illness. A 

healthy home should be dry, warm but not hot or stuffy, have clean air and adequate 

ventilation, and be of sufficient size for all its inhabitants to sleep and carry out everyday 

activities in reasonable comfort and in accordance with cultural notions of privacy and 

personal space. A healthy nineteenth century home would have included a close and reliable 

supply of clean water, toilet arrangements which did not endanger the health of residents or 

neighbours, a place to store food where it would be safe from damp and pests, and relatively 

safe sources of heat and night-time light. On the whole, Māori housing of the nineteenth 

century seems to have fit few of 

these requirements.  

Poor housing has been cited as a 

major cause of Māori ill-health since 

the nineteenth century.207 The hot, 

stuffy and crowded nature of 

traditional raupo whare was said to 

be particularly harmful.208 Te Rangi 

Hiroa wrote that because there were 

often fires burning in wharepuni but 

no provision for smoke to escape, 

near-asphyxiation was a fairly 
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common experience.209 Dark, crowded spaces with poor ventilation and air circulation greatly 

facilitate the spread of tuberculosis, and in this respect traditional whare were probably 

incubators for the disease.210 Getting outside in the fresh air – which must have been 

desirable regardless of weather – could also be a health hazard. Contemporary Pākehā cited 

exposure to the elements as a major contributor to Māori infant mortality, and given that 

Māori infants would have spent their winters alternating between smoky whare and the cold 

outdoors, there was probably some accuracy in this.211 

Many nineteenth century Pākehā (and later, Māori doctors) blamed Māori ill-health partly on 

the apparent shift of settlements from the hills to low ground.212 Lange has questioned this, 

arguing that hill-top pa were only occupied when under threat of attack, with usual dwellings 

being located on lower ground.213 Contemporary European medical theory blamed many 

illnesses on ‘miasmas’ fostered by swamps, standing water, and rotting matter.214 The miasma 

theory was unfounded, but low-lying areas are more prone to dampness than hilltops. At 

Mōkau, for example, rainwater ran down nearby hills and under the walls of the unfloored 

houses.215 Dampness exacerbates some health problems, such as influenza and asthma.216 

Hamilton felt that his pupils were less vulnerable to colds and other illnesses at school than at 

home, and also found that those living close to school were more likely to attend in wet 

weather, possibly because the school provided better shelter.217 

The housing situation was made worse by the transient nature of many Māori communities. 

As in pre-European times, it was common for communities to move around in order to 

harvest particular resources. During a tour of the Rohe Pōtae in 1879, for example, Bush 

found the majority of one community away catching eels, another ‘away in the bush after 
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tawharas’, and a third away planting potatoes.218 In the late nineteenth century it was also 

common for large numbers of people to migrate temporarily for seasonal work such as gum-

digging, road works and railway building.219 Sittings of the Native Land Court, frequently 

held some distance from the land under discussion, also required temporary migration. In 

1887 the Court sat for four months ‘of a most boisterous and inclement winter’, during which 

90% of Māori attendees were living in tents.220 On this occasion there was no death or serious 

illness, but the situation was hardly conducive to good health. In the case of public works in 

particular, any settlement would be temporary and one-off, meaning shelter would inevitably 

be very basic. The practice of moving around seasonal settlements also worked against the 

building and maintenance of sturdy permanent housing.  

The first Māori-owned Pākehā-style house in or near the inquiry district was probably that 

recorded by Morgan in 1848. A man named Manuka hired a carpenter to build him a boarded 

house of 12 by 16 feet with a verandah. The total cost was about £30, with Manuka providing 

the timber and paying the carpenter with pigs.221 Such houses became more common in the 

Rohe Pōtae towards the end of the century.222 Like other forms of Māori housing, many were 

overcrowded and in some cases lacked floors.223 Wilkinson reported in 1892 that for Māori, 

wooden houses were status symbols rather than desired residences.  

There is a want of sociability about a wooden house that makes it unsuitable to the Maori mind (and 
body) for a permanent residence. They cannot sit all round the fire as in the case of the fire in the centre 
of the Maori whare. They do not feel so at home, or at ease, on the boarded floor of the pakeha house 
as on the fern and mat-covered floor of the Maori whare; in fact, to occupy one for any length of time 
entails upon them a state of existence quite foreign to what they have been used to; so that, apart from 
the uncomfortableness (to them) of it, there is the fact that it is more difficult to keep clean. It is no 
wonder, therefore, that a Maori possessor of a wooden house is not longer before he is on the look-out 
for a European tenant for it.224 

In 1860 Fenton had seen more practical problems for Māori who wanted to live in European-

style houses: 
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The Maori depends principally on the fire for warmth during winter, and in a large house, during that 
season, a large fire is necessary, or it is uninhabitable, and at the best the remote parts are very cold. A 
fire in a chimney of course gives less than half the heat, three sides being useless. If the house is 
divided into rooms, the sleeping apartments will not be warmed at all. We [Pākehā] depend on plenty 
of blankets for warmth in bed. But a Maori has only one or two, and no means to procure more, so that 
he would be wretched if deprived of his fire. In Rawiri’s house they tried to remedy this evil by having 
two fires, but this rendered the house uninhabitable from smoke. No; large houses must follow, not 
lead, social advancement. A man must live in a house proportionate to his means.225 

This shows again the interactions of factors leading to ill health. Poverty required people to 

live in small houses, which increased the likelihood that they would be overcrowded and 

hasten the spread of disease. Māori reliance on open fires for warmth must also have 

increased the dangers of house fires, although this was also a serious problem for Pākehā in 

their wooden houses with fireplaces and oil lamps. Wilkinson seems fairly insightful in 

perceiving, to some extent, the need for an architecture which combined the practical 

advantages of European-style wooden houses with the social advantages and warmth of the 

Māori whare. This seems to be an instance in which Pākehā models, although admired and 

sometimes emulated by Māori, were at this stage culturally unsuitable.  

As we have seen, Pākehā commonly regarded Māori housing as a major causes of ill-health, 

although their ideas about exactly how the two were related were probably based more on 

culture than medical science. Despite this, there is no evidence of any state action to improve 

Māori housing in the nineteenth century. In general, housing improvement was not 

considered to be part of the state’s role until the 1880s, when working class Pākehā housing 

became a political issue. Until the twentieth century it was widely assumed by Pākehā 

commenting on the issue that their people’s housing problems could be solved solely by 

increasing rates of land ownership.226 The state of Māori housing seems not to have become a 

political issue at all. In the nineteenth century, therefore, the prevailing view seems to have 

been that although there was a role for the Crown in the acquisition and distribution of land, 

housing conditions were the responsibility of individuals and families.  

2.5: Sanitation 

There is little evidence regarding the sanitary condition of pre-European Māori villages. 

Joseph Banks reported communal ‘necessary houses’ and designated places for offal and food 
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refuse.227 Te Rangi Hiroa argued that hilltop villages traditionally included latrines built on 

the tops of cliffs, dropping waste down below the village and away from food and water 

supplies. He considered that Māori sanitation practices badly declined after contact with 

Pākehā, leading to high rates of typhoid and other diseases.228 Even if there was no decline in 

sanitary practices, the introduction of diseases such as typhoid may have rendered existing 

practices inadequate. Typhoid must be introduced by a carrier, but once present it can 

contaminate water, food and soil, and requires a stringent separation of waste products from 

food and drinking water. According to the World Health Organization, it is ‘closely associated 

with poor hygiene, lack of clean drinking water, and inadequate sanitation’.229  

Typhoid was present in some nineteenth century Pākehā towns due to poor waste disposal 

and contaminated water supplies.230 It was also a recurring problem in Māori settlements in 

the early twentieth century, as the next chapter will show. It is likely, therefore, that typhoid 

was also present in nineteenth century Māori settlements, at least in the later decades of the 

century. According to Raeburn Lange, many kainga around the country were dependent for 

their water on polluted watercourses, or wells sunk in soil contaminated by human or animal 

waste.231 Certainly some contemporary Pākehā regarded Māori villages as filthy and 

consequently unhealthy. When based in Otorohanga, Wilkinson wrote of Māori that ‘the 

absence of all sanitary laws in connection with their mode of living makes them an easy prey 

to epidemic sickness’.232 Similar complaints, it must be noted, were frequently made about 

contemporary Pākehā cities.233 

As with housing, the government was well aware of the poor sanitary conditions of many 

Māori settlements. In 1885 the Under-Secretary of the Native Department claimed that the 

government had found the problem almost impossible to solve, and hoped that Māori could 

be motivated to improve the situation themselves.234 However there are few signs of official 

attempts to improve sanitation in the Rohe Pōtae. Elsewhere in the country, there is evidence 
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of officials trying and failing to convince Māori to improve the sanitation of their villages.235 

One of the few practical steps taken by the nineteenth century Crown to improve the 

sanitation of Māori settlements was the provision of water tanks to some areas in the late 

1890s.236 It is not known if any of these areas were in the Rohe Pōtae.  

2.6: Warfare 

Many Rohe Pōtae Māori fought in the New Zealand Wars, mostly as part of the Kīngitanga 

forces but in some cases on the government side. The most obvious health consequences of 

warfare for health were death or serious injury in battle. The numbers killed, disabled and 

injured are not known even in broad terms, with historians’ estimates for the Waikato War 

ranging from 500 to 2,000.237 O’Malley estimates that around four percent of the population 

of the Waikato district (including the Rohe Pōtae) was killed in the Waikato War, and a 

further 3.7% wounded.238 This would have had a devastating effect, not only in immediate 

terms but also through a reduction in numbers available for agricultural and economic 

pursuits, and a probable drop in birth rates due to a shortage of young to middle aged men. 

We also saw earlier that war probably brought various diseases to the Rohe Pōtae.  

Warfare also had less direct effects on Rohe Pōtae Māori health. The wars took men away 

from cultivation and trade, which is likely to have led to poverty and some degree of 

malnutrition. In some cases crops and property were also destroyed by soldiers. No land was 

confiscated in the Rohe Pōtae, but some Māori living in the area had interests in confiscated 

land and were therefore forced to rely more heavily on their Rohe Pōtae holdings.239 Rohe 

Pōtae Māori also became host to large numbers of Waikato Māori, including the King, whose 

land had been taken. Following so closely after the wars, this must have placed severe strain 

on resources.  

2.7: Native Land Court and land sales 

M.P.K. Sorrenson wrote in 1956 of the effects that sittings of the Native Land Court had on 

Māori health.  
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Once engaged in Court sittings Maoris had to ignore their own tribal cultivations and move to the 
unsavoury atmosphere of the European towns. Here they lived, often for months on end, with 
unsatisfactory shelter, little wholesome food, and frequently spent long periods intoxicated as they 
squandered the money advanced by purchase agents. In these conditions European diseases took a 
greater toll of the population.240 

This is supported by some official reports. For example, William Mair wrote in 1881 that 

while the health of Māori in the Waikato area had generally been good, ‘there has been a 

considerable amount of sickness in places where they have been temporarily crowded in 

tents, as they were at Cambridge during the prolonged sittings of the Native Land Court’.241 

Sittings did not always result in the spread of disease, however. In 1887 Wilkinson reported a 

four month winter sitting which was not accompanied by death or serious illness despite 

nearly all the Māori attendees living in tents.242 Court sittings also kept Māori away from 

more productive activities.243 Several officials reported on an increase in industry once 

sittings had ended and Māori were free to pursue other activities.244 

Sorrenson also argued that a major cause of Māori depopulation and ill health was land loss 

and the social and cultural disruption which followed. He used census statistics to argue that 

Waikato increased in number during the 1870s then decreased in the 1880s as they returned to 

their territory north of the aukati. He argued that Maniapoto were initially unaffected by the 

opening of the Rohe Pōtae, because the Government had banned alcohol and the private 

purchase of Māori land in the area, and conducted Land Court sittings in Māori settlements 

rather than Pākehā towns. However, large scale purchasing in the 1880s and 1890s led to a 

decrease in population in the area.245 Most of these statistics are set out in the previous 

chapter. Sorrenson’s thesis has been largely supported by Stephen J. Kunitz, who compares 

Māori demographics with those of other Polynesian peoples, showing that indigenous 

population decline was most pronounced in countries with heavy European settlement.246  

Loss of economic resources tends to lead to factors which directly impact on health, such as 

bad housing and inadequate nutrition. Money received in land sales may not have made up 

for land loss. Other problems may have included soil exhaustion, if hapū no longer had 
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enough land to let fields lie fallow between cropping. This was a particular problem for 

Māori, as a strong aversion to the use of manure meant their land was drained of nutrients 

more quickly than that of Pākehā farmers.247 

2.8: Conclusions 

We saw in the previous chapter that Māori health in the Rohe Pōtae seem to have deteriorated 

in the nineteenth century, primarily due to the introduction of new infectious diseases. 

However other factors were also important. The introduction of alcohol and tobacco had 

serious consequences for Māori health in the Rohe Pōtae, as did warfare, land loss, and 

possibly the Native Land Court. The new diseases probably interacted with old and new 

lifestyle practices. For example, traditional Māori whare probably facilitated the spread of 

infectious diseases such as influenza and tuberculosis, and heavy smoking would have 

exacerbated the impact of most diseases. The one positive change was probably the 

introduction of new foods, which probably made Rohe Pōtae Māori diets more varied and 

more nutritious.  
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CHAPTER 3: PROVISION OF MEDICAL SERVICES TO ROHE 
PŌTAE MĀORI IN THE NINETEENTH CENTURY 

Provision of medical services to Rohe Pōtae Māori in the nineteenth century was extremely 

minimal by today’s standards, for several reasons. One was that provision of medical services 

was not seen as a core part of the state’s role for most of the nineteenth century. Māori health 

care received some subsidies, and an increasing amount of public money was spent on 

hospitals, but most non-hospital medical aid tended to be supplied on a fee paying or 

charitable basis. Little time or money was spent on public health before 1900. Even if the 

state had wanted to do more, it often lacked the means. For most of the nineteenth century, 

medical knowledge was not particularly advanced, and most common diseases had no cures 

and few effective treatments. Before the later decades of the century, there was little 

understanding of how many common diseases and infections were spread. Apart from this, 

most of the Rohe Pōtae inquiry district was off limits to agents of the Crown from the 1860s 

to the 1880s. For the entire century it also lacked proper roads and much other infrastructure 

which would have aided the delivery of health services. 

These factors meant that Pākehā as well as Māori in the inquiry district had limited access to 

medical services. This was not a situation unique to the Rohe Pōtae; for example most areas 

with small Pākehā populations lacked hospitals until the late nineteenth century or even 

later.248 To a certain extent this indicates that provision of medical services was targeted 

primarily at Pākehā (or at least those Pākehā who could pay for them), but it also reflects the 

necessity for hospitals to be accessible to as many people as possible. The larger Pākehā 

settlements were bigger and more permanent than the largest Māori settlements and tended to 

have road and, later in the century, rail access. Doctors also preferred, not unreasonably, to 

live in the larger settlements, where earning an income was more certain and life was more 

settled. The exceptions to this general pattern were the hospitals established near many 

goldfields. This partly reflected the high rate of serious injury suffered by miners, but 

probably also indicates a disparity between healthcare provisions for Māori and Pākehā, since 

it suggests more of a willingness to provide medical services to isolated and temporary 

Pākehā communities than Māori communities.  
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In the nineteenth century, healthcare was seen primarily as the responsibility of the 

individual, the family, and private charity. Despite this, the state became the biggest single 

source of healthcare funding. This was particularly the case with hospitals, which required a 

large and consistent source of money. In 1887, for example, 30.5% of nationwide hospital 

income, £23,714, came from the Crown. Another 39.9% (£31,020) came from local and 

hospital authorities, while only 8.8% (£6,833) came from voluntary contributions and 8.54% 

(£6,635) from the patients themselves.249 Some of the earliest state provisions for healthcare 

were specifically directed at Māori, such as subsidised medical officers. However the 

majority of doctors and other non-hospital medical professionals worked on a fee-for-service 

basis. Some medical services were provided on a charitable basis. Especially in the early 

stages of settlement, missionaries played an important role, particularly for Māori. Although 

few missionaries had any medical training, most distributed medicines and gave medical 

advice to Māori and settlers. In rural areas this role was later taken over by teachers at Native 

Schools, who distributed medicine to pupils and their communities, and saw the teaching of 

hygiene as an important part of their role.  

Where western healthcare was available, it was very limited in what it could achieve. Western 

medical science could prevent or at least slow the spread of smallpox through vaccination; it 

could provide effective opium-based pain relief; it could conduct surgery under anaesthetic 

(albeit with significant risk of fatal infection) so long as it did not go into the chest cavity or 

the brain; and it could treat malaria with quinine. Doctors were beginning to understand 

sepsis, the infection of the blood which often followed surgery and child birth before the 

twentieth century, and how it could be prevented, but these lessons were not consistently 

applied.250 It was not until the 1880s that tuberculosis – later recognised as one of the biggest 

killers of Māori – was proved to be contagious, and this discovery was not universally 

accepted by medical professionals for some time afterwards.251 Towards the end of the 

century there was also a greater understanding of the role of sanitation in preventing the 

spread of disease, but this knowledge was not fully applied in New Zealand until the public 

health initiatives of the early twentieth century. The minimal nature of health services in 

nineteenth century New Zealand partly reflects the fact that even when doctors and hospitals 

were available, there was often little or nothing they could do. There was no treatment for 
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infections, heart attack, stroke, or any common diseases, and a limited understanding of how 

to prevent the spread of infectious disease.252 Before the twentieth century, ‘surgery had been 

a business of boils and broken bones, hernias, venesection [blood letting] and the occasional 

amputation’, most other things being considered too dangerous even to try.253 In many cases, 

buying an opium-laced patent medicine from a shopkeeper or travelling merchant was as 

good as going to hospital, or even better because there was no risk of catching anything from 

another patient. Many hospitals also refused to admit ‘incurables’, including those suffering 

from cancer and tuberculosis.254 

Possibly as a result of these factors, there were relatively few full-time medical professionals 

in mid-nineteenth century New Zealand. The 1878 census recorded 273 ‘medical men’, six 

‘irregular medical practitioners’, 40 dentists, 273 chemists, druggists and assistants, 57 

midwives and nine ‘others connected with medicine’. There were also 473 nurses, who were 

grouped in the domestic rather than the professional category, but differentiated from 

domestic servants.255 This was out of a population of 457,231: there was one medical man for 

every 1,675 people, one nurse for every 967 people and one professional midwife for every 

1,897 women over the age of 15. The doctor ratio had become even worse by 1901, when 

there was one medical practitioner for every 1,862 New Zealanders.256 There was one dentist 

for every 2,872 people and one nurse for every 905 people, half of whom were employed in 

hospitals and asylums.257  

Especially in rural areas such as the Rohe Pōtae inquiry district, much medical care was 

therefore carried out by part-time medical professionals and a miscellany of other people. 

Chemists played a vital role in diagnosing illness as well as selling treatments, and 

medication was readily available from general stores and by mail.258 Dentistry consisted 

almost solely of pulling teeth, and this ‘was usually done by chemists, doctors, or anyone else 

experienced with a pair of pliers; a skilled blacksmith was often as highly esteemed as a 
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Fellow of a Royal College of Surgery.’259 Even in 1892 there were no dentists in the inquiry 

district, and only one each in Hamilton and Cambridge.260 From the late 1870s amalgam 

fillings, the foot powered drill, and nitrous oxide made the dentist more than a tooth-puller, 

but such innovations were probably slow to reach rural areas and would certainly have been 

unaffordable to most Māori and many Pākehā.261 From the 1880s, however, new technology 

put false teeth ‘within reach of all but the poorest’.262  

The 1878 census also recorded six Chinese ‘irregular medical men’, presumably providing 

traditional Chinese healing to their compatriots and others. There were also two Chinese 

opium sellers and one opium-house keeper; they were grouped with grocers rather than 

medical professionals even though opium was one of the nineteenth century’s few really 

effective medications.263 By 1901 the number of Chinese healers had decreased to one, but 

amongst the non-Māori population there were 36 herbalists (with 18 assistants), three faith 

healers and a homeopath.264  

The healthcare and its providers detailed above were, with the exception of the Chinese 

healers, part of the Western medical tradition. Until the turn of the century, this was practiced 

in New Zealand exclusively by Pākehā, and its provision was therefore concentrated in 

Pākehā settlements where doctors could be assured of a regular income. Since the Rohe Pōtae 

experienced very limited Pākehā settlement until the end of the nineteenth century, the 

provisions for western healthcare in the district were minimal. Inhabitants of the Rohe Pōtae 

were therefore compelled to travel outside the district for comprehensive medical care. Lack 

of roads was as much of a problem as lack of hospitals and doctors, although the building of 

the main trunk line made western healthcare more accessible for those living near the railway.  

Public health was even more neglected than primary healthcare, especially outside the major 

cities. The 1872 Public Health Act enabled provincial governments to set up local Health 

Boards, but these limited themselves to quarantining immigrant ships suspected of harbouring 

infectious disease.265 The Health Act passed four years later encouraged greater action but, 
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according to Geoffrey Rice, was generally ignored, except in Christchurch.266 In general, 

practical action on public health before 1900 was limited almost entirely to vaccination and 

quarantine, although there was growing awareness of the health problems caused by bad 

sanitation, especially in the cities.267  

3.1: Doctors and medication in the Rohe Pōtae 

The first Pākehā to provide medical aid in the Rohe Pōtae inquiry district were missionaries. 

None had formal medical training but, like their colleagues elsewhere, most provided basic 

medical assistance and medication to Māori and settlers.268 Henry Cort Schnackenberg, based 

at Mōkau and later at Kāwhia, wrote that he frequently prescribed medications, based on his 

study of the book Modern Domestic Medicine by Thomas John Graham.269 William Woon’s 

journal also frequently records him giving medicine to Māori, who sometimes specifically 

requested it.270 He too used Graham’s book.271 John Morgan also mixed and distributed 

medicines, and nursed Māori in his own home.272 After he unsuccessfully treated the 

rangatira Katene for dysentery in 1847, Morgan’s own children became ill, and two died.273 

The missionaries’ motives in treating Māori were partly humanitarian, but they also hoped 

that successful treatment would aid conversion.274 Missionaries also vaccinated Māori against 

smallpox, with Morgan doing this in 1849.275 In the mid 1850s, most of the missionaries in 

the Rohe Pōtae were paid ten pounds each in return for organising vaccination of Māori in 

their areas.276 This was part of a general programme of smallpox vaccination, targeted 

primarily at Māori.277 There was also a Dr Charles Eadon at Kāwhia in 1847, although no 

information could be found on him.278 

The vaccination programme was part of wider government funding, from the 1850s, of 

various kinds of medical assistance for Māori. In the early 1860s most of this money was 
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spent on hospital fees for Māori patients, with a smaller amount paid for other medical 

attendance.279 A key part of Crown provision for Māori health was the payment of subsidies 

to medical professionals so that they could attend to Māori without charging fees. The 

scheme began in 1857, with Walter Harsant of Whāingaroa (Raglan) one of the first 

beneficiaries.280 By 1866 there were 29 Native Medical Officers (NMOs) in New Zealand.281 

Their numbers fluctuated as funding levels were raised and lowered by successive 

administrations according to the political and financial priorities of the day; in 1891 there 

were 13 but just three years later there were 27.282 They were unevenly distributed, and their 

appointment had far more to do with local lobbying that the number of Māori in their area. 

The South Island consistently had a disproportionately high number of NMOs; in 1875, seven 

of the 18 NMOs were based in the South Island, which had just four percent of the Māori 

population.283 

In the 1862-63 financial year Crown provision for Māori health totalled £3,192, of which 

£213/12 was spent in Raglan and Lower Waikato, and £326/16 in the Upper Waikato.284 The 

money seems to have been split between salaries for NMOs and funding for medication to be 

distributed by the Medical Officers and others. Medicines were also sent directly to several 

Kīngitanga representatives.285 Harsant remained NMO at Raglan until about 1875, while also 

acting as Resident Magistrate, Coroner and Registrar.286 However the Raglan-based 

Ngatimahanga Runanga complained in 1862 that the doctor (presumably Harsant) was not 

visiting them when they were sick.287 They and other Māori in the Raglan area unsuccessfully 

asked officials for another doctor, suggesting various candidates including a Mr. Wallace, 

who already tended to them and distributed efficient medicine, a Captain Johnston, and Mr. 

Bishop, a former medical student who officials thought unsuitable.288 This indicates the range 
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of people who might provide medical aid, and shows that the absence of doctors did not 

necessarily mean the absence of medical treatment.  

As the examples of Harsant and Wallace indicate, appointment as a Native Medical Officer 

did not necessarily indicate devotion to Māori health, and not all who tended to Māori health 

were officially recognised. Harsant’s combination of a medical position with other official 

roles was also not unique. In the mid 1870s Dr. E. Waddington was paid an annual salary of 

£150 for his work as NMO, and also acted as the Alexandra coroner, for which he received 

fees, and public vaccinator for Alexandra and Cambridge.289 At Kāwhia from 1895 to 1903, 

Thomas D’Arcy Hamilton, who had studied medicine but was not a qualified doctor, acted as 

physician, Native School headmaster, registrar of births, deaths and marriages, and Justice of 

the Peace.290 On his retirement the people of Kāwhia presented him with a purse of 

sovereigns, a gold pendant and an illuminated address which testified to his ‘unfailing 

courtesy, kindness and ability... as a teacher and as a surgeon and physician to both European 

and Maori’. During World War I, his son Darcy joined the Māori Battalion under the name 

Tahi Hamitana, although he seems to have been Pākehā.291 Alexander Bell appears to have 

had no medical training but, after marrying into the family of Taumarunui chief Te Awhitu in 

the 1870s, became the area’s surveyor, magistrate, and dispenser of medicine.292 

Ministering to Māori health was an important sideline for many medical professionals and 

civil servants around the Rohe Pōtae. A report to the House of Representatives shows that 

between 1 January 1880 and August 1883, ten individuals in or near the Rohe Pōtae inquiry 

district were being paid sums ranging from one pound one shilling to nearly £150 for medical 

assistance to Māori.293 Only Dr. Blunden, who had been Native Medical Officer at Alexandra 

in 1877 but was now based in Te Awamutu, was paid any substantial salary: he received 

£95/18.294 By contrast, land purchase officers in 1877 were paid from £150 to £500 a year.295 

The other major recipient of government aid was a Mr. Aubin of Alexandra, who received 

£147/1/8 for ‘medicine and medical comforts’ and a further £2/12/6 for vaccination. These 

amounts presumably paid for his supplies. Aubin was the Government Medical Officer for 
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the area in 1886, and may have been filling this role earlier in the decade.296 Of the other 

eight beneficiaries of Māori medical subsidies, three lived in Hamilton, three in Alexandra, 

and one each in Raglan and Cambridge. Apart from the two men mentioned above, only Dr 

Hooper of Raglan, paid £50 salary and £45/3 for vaccinations, received more than £30. 

Hooper was a farmer whose medical practice was only a sideline, but he spoke Māori and his 

wife was a Native School teacher.297 The small sums paid to most practitioners suggests that 

tending to Māori was a minor part of their jobs. Five of the ten appear on the 1883 Register of 

Medical Practitioners.298 Nearly every medical practitioner in or near the Rohe Pōtae received 

some funding for Māori medical treatment, although in some cases this was only a few 

pounds per year. This was unusual; Derek Dow has calculated that in the 1890s only 10-16% 

of rural practitioners were NMOs.299 The amount spent on Māori health subsidies declined to 

£896 for the two years to July 1892, covering the entire North Island.300 Of this, £21/13/4 was 

spent in Raglan and £60 in Kāwhia for medical assistance and subsidies to Native Medical 

Officers and dispensers, and £36/13/6 in the Waikato, £33/4 in Kopua and £9/16 in Alexandra 

on medicine and assistance.  

The Rohe Pōtae suffered a shortage of doctors throughout the nineteenth century. In 1870 

there were only four registered medical practitioners anywhere near the inquiry district: two 

in Hamilton, one in Ngāruawāhia, and Harsant in Raglan the only medical practitioner 

actually in the inquiry district.301 After Harsant retired in 1873, there was no-one to provide 

medical care in the Raglan area until the arrival of chemist T.B. Hill nearly ten years later.302 

Like many rural medical professionals, Hill went beyond his profession’s usual role, and in 

the 1890s played an important role in dealing with a typhoid epidemic at Te Makaka.303 In 

1883 there were only six registered medical practitioners working anywhere near the inquiry 

district, four in Hamilton and two in Te Awamutu.304 By 1899 the number had declined even 

further, to three in Hamilton and one in Cambridge, despite an increase in Pākehā settlement 
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in the area and the number of doctors nationwide.305 The duties of the Native Medical Officer 

had been taken over by non-doctors such as Aubin and, in 1891, a Mr. Bay.306 Bay did not 

remain long, nor did a Mrs. Berry who distributed medicine. By 1892, according to 

Wilkinson, Rohe Pōtae Māori were ‘left to take their chance between the local Maori 

tohunga, or doctor, and the few proprietary medicines that are on sale at the local stores’.307 

Pākehā settlers sometimes acted as amateur surgeons rather than put family members through 

a long and agonising trip to the nearest town; presumably Māori also underwent similar 

treatment.308 Most births, by Pākehā as well as Māori women, took place unattended by 

professionals. Māori women sometimes acted as midwives for Pākehā settlers.309 

At the national level, Māori were able to access Pākehā medicine primarily through the 

Native Schools system. Most teachers dispensed medication to their students and often to the 

wider Māori community, and acted as nurses during epidemics, even though few had any 

kind of medical training.310 The school system was also intended to teach Māori European 

principles of hygiene.311 Rohe Pōtae Māori had limited access to this teaching, as Native 

Schools were less prevalent there than in other parts of the country. There were no schools 

within the aukati until after the opening of the King Country in the 1880s, although there 

were some missionary-run schools in the northern part of the inquiry district before this.312 In 

1881 there was only one school for Māori in or near the Rohe Pōtae inquiry district; that at 

Waitetuna.313 Between the early 1880s and 1900 a further five schools opened in or near the 

inquiry district, at Te Kopua, Otorohanga, Kāwhia, Raorao and Te Kuiti.314 Medically 

knowledgeable schoolteachers of the Rohe Pōtae included Kāwhia’s Thomas D’Arcy 

Hamilton, who had medical training, and Mrs. Hooper of the general school at Raglan, whose 
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husband was a qualified doctor.315 Hamilton’s school log book shows the extent to which his 

community became reliant on his medical skills. In July 1895 he provided medicine to his 

pupils on 18 occasions.316 Generally speaking the local Māori community actively sought out 

his medical assistance, with the possible exception of remedies for hakihaki.317 Sometimes, 

however, he found that his medicine had not been used.318 Like the missionaries, Hamilton 

risked his own health with his medical work. On one occasion he ended up ‘quite prostrated 

with sciatica’ (a form of nerve pain) after being caught in the rain while visiting a sick 

pupil.319 Sciatica is not caused in this way, but it is probably of more significance that 

Hamilton carried on this work despite its perceived risks. On another occasion he spent 

several nights sitting up with another pupil who had peritonitis.320  

Education in health and hygiene was also a part of the Native Schools curriculum. The key 

text was James Pope’s Health for the Maori, published in 1884. This stressed fresh air and 

clean water, and also encouraged the abandonment of supposedly harmful Māori practices 

such as tangi and hui.321 Health for the Maori was used by Hamilton and other teachers both 

for health education and for reading practice.322 In 1896 he wrote that it was one of the few 

books available for his pupils to read; they must have become very familiar with its 

contents.323 

Money for Native Medical Officer subsidies and free medicine for Māori came mostly from 

the Civil List. From 1887 to 1900, the total amount spent on Māori usually came to between 

five and seven thousand pounds per annum. This was spent on a range of things including 

pensions and rations, but around ten to twenty percent, usually amounting to £600-1000, was 

usually spent on medicine and medical subsidies.324 

The extent to which different groups of Māori were receptive to Pākehā medicine varied. The 

limited available evidence suggests that the Kīngitanga tended to be as distrustful of Pākehā 

doctors as they were of other agents of the Crown. A vaccination campaign of 1873 was fairly 
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successful amongst Māori living on the Raglan side of the aukati, but the District Medical 

Officer conducting the campaign was not allowed to cross the border to vaccinate Māori 

inside the King Country. According to William Mair, this was because ‘the leading Hauhaus’ 

thought it was a ploy to gain government entry into their territory.325 Other Māori became 

increasingly enthusiastic about Pākehā medicine. In 1877 Mair wrote that this was ‘due 

probably to a more friendly status rather than a more unhealthy condition.’326 The next year 

the demand for medicine had increased still further, and Blunden was ‘having to bestow a 

great amount of time as well as medicine upon them’.327 He attended 169 ‘friendly’ Māori 

patients in the first half of 1879, of which five or six died. Meanwhile, ‘our local chemist has 

given the Maoris great assistance by attending to their immediate wants.’328 However most 

Kīngitanga Māori continued to reject Pākehā medicine, and W.H. Grace thought that this 

resulted in a higher death rate in their settlements.329 By 1886 some had become more 

receptive to Pākehā medicine, and were treated by Aubin during an epidemic of ‘low fever’ at 

Whatiwhatihoe.330  

The extent to which medical professionals in and near the Rohe Pōtae provided a culturally 

appropriate services to Māori is unknown. Many seem to have been at least somewhat fluent 

in the Māori language, and they probably picked up some understanding of, if not sympathy 

for, Māori culture and worldviews. Patients generally had little choice as to which doctor they 

saw, due to the low numbers in the area, but the willingness of most Māori to visit doctors 

when possible indicates that any cultural insensitivity was outweighed by the perceived 

benefits of treatment. Reluctance to use Pākehā medical services seems to have been linked 

more to political antipathy to the Crown, and perhaps a general distrust of Pākehā, than any 

specific problems with western medicine.  

Most nineteenth century doctors outside of hospitals worked on a private practice, fee-for-

service basis, although many treated some indigent patients without charge. The attendance 

of a doctor was not seen as a right, and poor people of all ethnicities frequently went without 

medical attention. Alan Ward has written that ‘the system of subsidised medical officers 
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represented an advance in the Government’s conception of its responsibilities, creditable in a 

laissez faire age.’331 Some other historians have focussed on the small sums provided,332 but 

it must be remembered that Pākehā received no equivalent benefits, regardless of their 

financial situation. The number of medical professionals active in the nineteenth century 

Rohe Pōtae was fairly small even by the standards of the day. However the Crown took steps 

to rectify this by providing subsidies for doctors and other medical professionals, and it 

would have been both impractical and beyond the Crown’s generally accepted contemporary 

role to either compel or fully fund doctors to relocate to isolated areas, especially at a time 

when the number of doctors in New Zealand was not large.   

3.2: Hospitals 

New Zealand’s first hospitals were opened in the 1840s in Auckland, Wellington and New 

Plymouth, and were to provide medical treatment for ‘sick and destitute Europeans’ and free 

treatment for Māori. Wanganui Hospital was opened along the same lines in 1851.333 The 

establishment of fully integrated hospitals serving both settlers and indigenous people may 

have been unique in the British Empire.334 The placing of the hospitals in major centres of 

Pākehā settlement indicates that aiding Māori health was not their first priority. However 

there were Māori hospital patients from the very beginning, and Waikanae chief Hiangarere 

was the subject of New Zealand’s first operation under general anaesthetic.335 In the 

hospitals’ early years, Māori usually made up the majority of both in-patients and out-

patients.336 Some travelled great distances to be treated, and it is likely that some Rohe Pōtae 

Māori were treated in Auckland, New Plymouth and Wanganui Hospitals in the 1840s or 

1850s.337 The fees of Māori patients were initially paid by the Crown, but the question of 

funding became complicated with the introduction of responsible government and the 

provincial system. Central government continued to provide money for Māori hospital 

patients, but the amounts declined over the 1850s.338 Further pressure came from the 

increasing Pākehā population, some of whom were beginning to be admitted to the hospitals 
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as fee-paying patients.339 They not only diverted resources from Māori, but due to the 

uncertainty of funding for Māori patients, would have been more attractive to hospital 

authorities. Despite this, there were enough Māori using New Plymouth Hospital in the late 

1870s for the women’s ward to be appropriated for their use.340 

In contrast to some other parts of New Zealand, research to date has not uncovered any 

promises of hospitals or medical care made during land purchase negotiations in the Rohe 

Pōtae inquiry district.341 Dow states that in 1862 some land was given for a hospital in Te 

Awamutu.342 However the hospital plan seems to have been abandoned when the town was 

evacuated due to the wars in 1863.343 The first hospitals near the Rohe Pōtae inquiry district 

were instead established at Cambridge and Hamilton.344 Both were militia hospitals and seem 

to have been disestablished following the withdrawal of troops.345 The area’s doctors 

provided basic medical care, but ‘seriously ill or injured residents were forced to endure a one 

hundred-and-fifty kilometre journey to Auckland Hospital over poor roads’.346 The region’s 

first non-military hospital was established at Ngāruawāhia in 1875 but closed after a few 

months due to lack of funds.347 In the early 1870s there were proposals to establish another 

hospital in Alexandra, but Mair was not optimistic that Māori would use it, writing in 1872 

that ‘as a rule it is only when a case is hopelessly given up by their own “tohunga” that they 

will place a patient in proper hands’.348 The next year he stated that Māori ‘do not object to 

medical attendance at their own homes, but, like their brethren elsewhere, will not take the 

trouble to bring their sick to hospital.’349 The hospital was never established.350  

The expansion of Pākehā settlement in the Waikato and the building of the main trunk 

railway line created more Pākehā demand for a hospital, and provided ratepayer funding for 

it. Waikato Hospital was founded in Hamilton in 1887. Figures in the AJHR show that central 

government consistently provided around 40% of the hospital’s funding; actual amounts 
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ranged from £1,297 in 1890 to just £350 the following year.351 On average central 

government provided just under £1,000 per annum to the hospital; in part this seems to have 

been linked to its foundation and rapid expansion, although in most years the amount of 

money provided was similar to that given to other hospitals. Local bodies provided slightly 

less money. As with central government funds, the amounts varied significantly, and the 

amounts from each official source tended to rise and fall in concert, suggesting that they 

varied according to building needs more than anything else. The average amount provided by 

local bodies per annum was just over £900. The remaining 20% or so of the hospital’s income 

was provided mostly by patient fees, averaging a total of about £400 per annum, with 

generally inconsequential amounts coming from rents, donations, subscriptions and other 

sources. Compared to the nationwide average, Waikato received a somewhat higher 

percentage of income from local authorities, balancing an unusually low percentage from 

donations.352  

Some people from the Rohe Pōtae, particularly the southern parts, continued to use New 

Plymouth Hospital. In 1888-89 the hospital reported treating one patient from Kāwhia 

County, which then encompassed most of the Rohe Pōtae; whether this patient was one of the 

three Māori admitted that year is unknown.353 In other years patients came from Mōkau and 

Clifton, although never in large numbers.354 The reports for Waikato Hospital do not specify 

the ethnicity of its patients, so it is impossible to know how many Māori were treated there. 

Of the 82 patients treated in the year to March 1889, 28 were born in New Zealand. Twelve 

came from the ‘King Country’ and seven from Raglan, indicating that Waikato had become 

the main hospital for the northern part of the Rohe Pōtae at least.355 It is clear that some 

patients were Māori, because in the year to March 1891 the annual report lists the religion of 

23 of the 185 patients as Hauhau.356 This was an unusually high number, but reports 

continued to list Hauhau patients on and off throughout the rest of the decade. An outbreak of 

fever in the Māori settlement of Whatawhata in the late 1880s led to the establishment of a 

cottage for infectious fever cases, who had previously not been admitted to the hospital. 

George Wilkinson was hired to translate for Māori patients and also to translate the hospital 
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rules and regulations into Māori.357 Some Māori were reluctant to be admitted to hospital, but 

no information could be found on the extent of this.358 

The question of how to fund the treatment of Māori patients would bedevil Waikato for 

decades. Around the time the hospital was founded, the government issued a circular stating 

that free medical attendance for impoverished Māori must be borne by hospital boards.359 

This was a particular problem for boards such as Waikato with a large proportion of Māori in 

their catchment areas, particularly since Māori-owned land was usually not rated, thus 

denying hospital boards a significant source of income. In the 1890s the Waikato Hospital 

Board argued that if the hospital had to treat Māori patients, then Māori land should be 

rated.360 It was sometimes alleged that Māori were less likely to pay their fees than other 

patients, but there does not seem to be any hard evidence that this was the case. As we have 

seen, Waikato’s patients contributed a higher proportion of the hospital’s income than was the 

case elsewhere, suggesting that Māori non-payment was not a serious problem. On occasion 

the care of Māori patients was paid for by the Crown.361 

A major barrier to hospital treatment for residents of the Rohe Pōtae was transport. The 

building of the main trunk rail line through the Rohe Pōtae to Hamilton made this somewhat 

easier, but even getting to the rail line could be extremely difficult. For much of the century 

there were no formed roads in the Rohe Pōtae south of Otorohanga.362 This meant that, for 

example, a worker on the Poro o Tarao tunnel who broke his leg in April 1887 had to be 

carried over 56 kilometres to Otorohanga, where he was put on a train to Hamilton and the 

Waikato Hospital.363 The rail journey itself could be extremely unpleasant. The Waikato 

Times reported ‘instances where the victims of serious accidents and patients in a dangerous 

stage of typhoid fever were brought... lengthy distances from Rotorua and the King Country 

on a stretcher dumped on the floor of a “K” wagon [goods carriage]’.364 

As with doctors, there is very little evidence available on the cultural aspects of Māori 

treatment in Waikato and other hospitals. We do not know, for example, if waste and body 
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parts were disposed of according to Māori tikanga. Nor do we know how many hospital staff 

were fluent in Māori to any degree, although the hiring of Wilkinson as translator suggested 

that most were not, at least at Waikato. It is likely that cultural and language issues were more 

of a problem in hospitals than with doctors. Waikato Hospital was far less dependent on 

Māori patients than some of the Rohe Pōtae doctors, and the hospital environment gives 

much less autonomy to the patient than a medical consultation. Such factors may have 

contributed to low Māori rates of hospital use.  

By the standards of the time, Waikato Hospital seems to have provided a reasonable standard 

of care to Rohe Pōtae Māori in the last decades of the nineteenth century, although it was not 

particularly accessible in geographic terms. Hospital foundation in New Zealand seems to 

have been based on the location of the Pākehā population. This was due in part to the funding 

hospitals derived from rates, which would have made it difficult for a hospital in a Māori-

dominated area to be financially viable. Hospitals generally also needed to be either near a 

large and stable population centre, or close to a reliable transport route such as a railway line, 

in order to ensure a reasonable number of patients. Other factors, such as the lobbying skills 

of settlers and local politicians, and the real or perceived reluctance of Māori to pay hospital 

bills, also played a significant part. There was also some doubt as to whether Māori would 

admit themselves in numbers high enough to make a hospital primarily for them worthwhile. 

In the King Country, the barring of Pākehā from most of the area for several decades also 

precluded the foundation of a hospital there.  

3.3: Conclusions 

In chapter one we saw that Rohe Pōtae Māori health suffered greatly in the nineteenth 

century. There appears to have been a decline in population, and there were almost certainly 

very high rates of infant mortality. Epidemics seem to have been frequent and deadly, 

especially before the 1880s, when some degree of disease resistance appears to have 

emerged. In this chapter we saw that state provision of health care to Rohe Pōtae Māori was 

very minimal before 1880, even by the standards of the time, and not particularly extensive 

even after that.  

Provision of state health care to Rohe Pōtae Māori before the 1880s was constrained by the 

inability of Pākehā to cross the aukati, although some health care was provided in the 

northern part of the inquiry district. After the ‘opening’ of the King Country, there was 
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increased provision of health care to Rohe Pōtae Māori. However this remained fairly 

minimal, in keeping with the situation elsewhere and the state’s general role in health care 

provision. The provision of Native Medical Officers and free medicine meant that in the 

nineteenth century health care was more affordable for many Māori than for many Pākehā.  

Even if there had been a comprehensive state health care service provided to Rohe Pōtae 

Māori at this time, it is unlikely that it would have significantly alleviated their health 

problems. Lack of medical care was not a primary reason for Rohe Pōtae Māori ill health. 

The most important factor was that they were an immunologically vulnerable people exposed 

to a range of foreign diseases for the first time. Other factors, outlined in chapter two, 

included warfare, land loss, alcohol, tobacco, and shortages of food. Medical treatment would 

have done little to help, because at this point western medical technology lacked the power to 

fight most of the diseases afflicting Māori. Nursing and medical advice would doubtless have 

saved lives, but not enough to have changed the wider demographic picture. Improvements in 

Rohe Pōtae Māori health began in the late nineteenth century and continued into the 

twentieth, but had little to do with provision of health care. 
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CHAPTER 4: MĀORI HEALTH AND DEMOGRAPHICS IN THE 
ROHE PŌTAE, 1900 TO 1938 

The early decades of the twentieth century saw a significant improvement in Māori health, 

although it remained much worse than that of Pākehā. Nationwide, Māori population 

numbers ceased to decline and began to slowly increase as mortality fell, particularly 

amongst children. Epidemics became less frequent and usually less severe than in the 

nineteenth century. Official information on disease and death rates in this period is much 

more readily available due to improved collection of statistics.  

This chapter will discuss the increase in Māori population numbers in the Rohe Pōtae and 

nationwide, increases in life expectancy, and decreases in child mortality rates and gender 

imbalances. The birth rate will also be discussed. The chapter will then explore the general 

demographics of the Rohe Pōtae, showing that even as Māori increased in number they 

became a minority in a Pākehā-dominated area. This will be followed by a discussion of 

infectious disease amongst Rohe Pōtae Māori, focussing on the major diseases of 

tuberculosis, influenza, and typhoid fever. Other topics will include non-infectious diseases, 

dental health, and psychiatric illnesses.  

4.1:  Population 

Census statistics are more reliable for this period than for the nineteenth century. However 

there are still problems. In 1926 the practice of assigning half-castes to the Māori or 

European census based on mode of living was discontinued, and half-castes were 

automatically included in the Māori census, although listed separately. According to Pool, 

this makes statistics before and after 1926 impossible to compare accurately.365 The problem 

of boundary changes between censuses continued. Regional statistics were based primarily on 

county boundaries, and these changed between nearly every census, making it harder to make 

meaningful regional population comparisons between censuses. Nor can iwi affiliation 

statistics be used as a proxy for, or supplement to, locality statistics, as these were no longer 

collected after 1901. In addition, the figures for the Māori population in the Waikato and 

possibly Rohe Pōtae areas in 1916 are likely to be significantly underestimated due to 

opposition to conscription; and no census was held between 1926 and 1936. 
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However, some useful comparisons can still be 

made between censuses. Kāwhia County in 1901 

occupied a similar area to Kāwhia, Awakino and 

Waitomo Counties in 1911, and these boundaries 

remained unchanged until at least 1921. This area 

comprised about two-thirds of the inquiry district. 

There appears to be no reliable way to work out the 

population of the remaining third, which was 

included in several large and changing areas, most 

of which lay outside the inquiry district boundary. 

Census figures show a Māori population increase of 

562 between Kāwhia in 1901 and Kāwhia, Awakino 

and Waitomo in 1911, equating to a percentage 

increase of 3.44% per annum on average. There is a 

slight decline in Kāwhia, Awakino and Waitomo 

between 1911 and 1916, and an increase of 3.52% per annum between 1921 and 1926. 

Nationwide, the census records a Māori population increase of 1.55% per annum between 

1901 and 1911, a slight decline between 1911 and 1916, and an increase of 1.19% per annum 

between 1916 and 1921. The high growth rate of the first decade of the twentieth century was 

driven primarily by a decline in mortality, particularly infant mortality. As explained in 

chapter one, Māori fertility was high in the nineteenth century, but few Pākehā realised this 

due to high infant mortality rates. These dropped significantly around the turn of the century. 

Between 1896 and 1906, the percentage of Māori boys surviving to their first birthdays rose 

from 62.9% to 73.4%, and for girls the percentage rose from 60.6% to 71.7%.366  

As mentioned above, there are significant problems with the accuracy of the 1916 census 

figures, especially for the Rohe Pōtae counties. The enumerator for the Waikato and Rohe 

Pōtae regions in that year’s census stated that ‘I think I am safe in saying the figures now 

returned are not entirely accurate and that  they underestimate the Maori population in the 

district’. He explained that nearly all the sub-enumerators had reported that ‘the Maoris have 

been reluctant to give them information, and that they have had great difficulty in carrying 
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out their duties owning to it being suspected that the taking of the census had something to do 

with recruiting’.367 Elsewhere, the Māori population was probably also somewhat 

undercounted, partly because of the factors affecting Waikato, the Rohe Pōtae and possibly 

other regions, and partly because of the non-inclusion of overseas troops.368 This is reinforced 

by the relative figures for 1911 and 1916. Rather than there having been an actual population 

decline, it is more likely that 1916 was simply an undercount.  

In the Rohe Pōtae, this would also explain why the annual growth rate between 1916 and 

1921 appears to be similar to that between 1901 and 1911, despite the effects of the 1918 

influenza pandemic. In his book on the pandemic, Geoffrey Rice estimates that it killed 2,160 

Māori, 170 of them in the ‘King Country’.369 The Māori influenza death rate there was 34.6 

per 1000, significantly lower than the national Māori average of 42.3.370 Because it was not 

compulsory to register Māori deaths, the exact numbers of Māori killed in the epidemic are 

not known; Rice’s figure is an estimate and significantly higher than figures derived from 

death certificates. The influenza disproportionately killed young adults, and so the long-term 

effect of the epidemic on Māori demography was greater than the numbers indicate. Many 

children were orphaned, and the deaths of so many people of childbearing age affected birth 

rates for many years after the epidemic had passed.371 In summary, it is likely that any early 

twentieth century decline in the Māori population, in the Rohe Pōtae and elsewhere, occurred 

between 1916 and 1921 rather than between 1911 and 1916. The 1916 census figure is almost 

certainly an underestimate, meaning that the apparent increase between that year and 1921 is 

at best exaggerated, and may hide an actual decline.  

As outlined above, Māori population figures from before 1926 cannot reliably be compared 

to those from 1926 onward, due to a change in how ‘half-castes’ were dealt with. Before 

1926, sub-enumerators would judge whether they were ‘living as Māori’ or ‘living as 

Europeans’. Those deemed to be living as Europeans would be recorded as Europeans, and 

thus excluded from Māori censuses. Those deemed to be living as Māori were included in the 

Māori census, although usually differentiated within it. By 1926, census organisers were 
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finding this differentiation impractical, since many 

Māori, whatever their ancestral composition, were 

living more or less ‘as Europeans’. As a result, from 

1926 everyone with half or more Māori ancestry was 

counted as Māori regardless of lifestyle. This means 

that censuses from 1926 onward include an unknown 

number of ‘half-caste’ Māori who were previously 

counted as European. This is a particularly significant 

problem when calculating regional populations, since 

the numbers involved are small enough to be 

distorted by the relatively low numbers of ‘half 

castes’. In addition, county boundary changes 

between 1921 and 1926 make it difficult to compare 

particular regions between these two censuses. 

Consequently, population figures for 1926 and 1936 

are dealt with separately from those of earlier years. In that decade, the Māori population of 

Otorohanga, Kāwhia and Waitomo counties is recorded as having increased by 20.9%, 

compared to a nationwide increase of 29.3%.372 This was a significant increase on growth 

rates of earlier years.  

With the exception of the 1910s, the national Māori population underwent strong growth in 

the 1900 to 1938 period, due primarily to high birth rates.373 As mentioned in the previous 

paragraph, growth rates accelerated towards the end of this period, as fertility increased 

further and mortality declined.374 Growth rates were slower in the Rohe Pōtae than the 

national average, in contrast to the earlier part of the century. However these earlier rates for 

the Rohe Pōtae are likely to have been distorted by undercounting in 1916 and possibly 1901.  

4.2: Mortality and birth rates 

The high growth shown above was due primarily to decreased mortality rates at all ages, but 

especially in early childhood. Pool and Cheung estimate that Māori girls born in 1901 could 
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expect to live on average to the age of 30, whereas boys lived to 35 on average. By 1926 the 

figure for girls had increased to 40 years and that for boys to 42. In 1936, girls and boys 

could both expect to live to an average of 46 years.375 As in earlier periods, these life 

expectancy figures are somewhat misleading due to high infant mortality. In the 1901-06 

period a newborn Māori girl had only a 71.7% chance of surviving her first year, but a 40 

year old woman had a 93% chance of surviving to 45.376 By 1931-6 the odds had risen to 

90% for the newborn and 97% for the 40 year old. That average life expectancies are 

distorted by high child mortality is also illustrated by a report by Native Health Inspector 

Anthony Ormsby from 1927. Investigating the deaths of four people from one settlement in 

two weeks, he found that two were under one year, one was 90 and the other was said to be 

109.377  

Most of the dramatic increase in survival rates occurred in the 1921-26 period, after which it 

levelled out somewhat, remaining significantly lower than that of Pākehā (Graph 2). Pool and 

Cheung’s estimates are supported by official death statistics from the 1920s. These show the 

Māori death rate per 1,000 people dropping from 18.34 in 1920 to 13.73 in 1929, although 

under-reporting of Māori deaths means these figures should be treated with caution. Even 

taken at face value, the Māori rate was significantly higher than the general New Zealand rate 

of 8.75.378 The Māori 

mortality rate rose during the 

1930s, reaching 19.32 in 

1936, although this is 

probably the result of more 

comprehensive registration 

rather than an actual rise in 

mortality.379 Official statistics 

on infantile mortality are 

particularly suspect, due to 

under-reporting and the small 
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numbers involved; rates varied from 157.9 per 1,000 live births in 1927 to 78.5 per 1,000 just 

two years later.380 This compared to the general infant mortality rate of between 34 and 40 per 

1,000 live births.381 For infants under one month, the Māori mortality rate was on average 

slightly lower than that of Pākehā – 22.45 per 1,000 live births compared to 24.08 in the years 

1925 to 1934 – but for infants over one month but under one year the respective rates were 

78.2 and 11.1.382 

The gap between male and female mortality closed, and by 1931 females had higher 

survivorship rates at every age group.383 As a result, the gender disparity of the nineteenth 

century narrowed, although in 1936 there were still 108.6 males for every 100 females.384 

Official statistics on maternal mortality vary even more dramatically than those on infant 

mortality, and are probably not very reliable, but seem to show a pattern of unsteady 

decline.385 However the recorded Māori maternal mortality rate was significantly higher than 

that for the general population: in 1933 it was 8.14 for 1,000 Māori live births, compared to 

4.44 overall.386 The gap became narrower the following year, with the Māori rate dropping to 

6.04 and the general rate rising to 4.85.387  

Māori birth rates seem to have dropped in the years after the 1918 influenza pandemic, before 

steadily rising from 1922. In 1929 the Māori birth rate per 1,000 people was 33.58, and even 

the post-pandemic low of 20.21 in 1920 was higher than the Pākehā average of 19.09.388 By 

1938 the Māori rate had reached 46.64, while the Pākehā rate had dropped to 17.29.389 

Consequently the natural rate of increase for Māori was far higher than that for Pākehā: 

2.32% in 1934 compared to 0.8%.390 The scale of Māori birth rates is illustrated by an oral 

history study of Māori women who gave birth in the 1930s. Although most of these women 

lived in Northland, national Māori fertility statistics suggest that patterns of childbirth would 

have been similar in the Rohe Pōtae. Of the 24 women interviewed, all but three had given 

birth to at least five children, and more than half had at least 10. Between them they had 228 
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children, not counting those which died at birth. It was not unusual for women in this group 

to give birth every year, or every other year, for a decade or more.391 As well as high birth 

rates, these figures illustrate the enormous strain on women’s health in this period. These 

women all survived into the 1990s, but there would have been others whose lives were 

shortened or finished by the perpetual cycle of pregnancies and childbirth.  

4.3: Comparative demographics in the Rohe Pōtae 

In 1926 the Māori census began to differentiate between Māori living in counties, boroughs, 

and town districts. This enables us to see what percentage of Māori were urban and rural 

from this point. In that year, the majority of what is now the Rohe Pōtae inquiry district was 

in the Kāwhia, Otorohanga and Waitomo Counties. Raglan town district was also located 

within the inquiry district. The census returns show that in 1926 and 1936 the overwhelming 

majority of Rohe Pōtae Māori lived in rural areas, outside even the very small towns such as 

Kāwhia and Raglan. In 1926, 93% lived in the county areas and by 1936 this had increased to 

96%. Of the tiny town-dwelling minority, around half lived in Te Kuiti and the remainder 

were split between Raglan, Otorohanga and Kāwhia.392 The percentage of Māori living in 

small towns nationwide also declined between 1926 and 1936, but this was  combined with 

an increase in the proportion living in boroughs and cities and a slight proportional decline in 

rural areas.393 The combination of these statistics with those showing slower than average 

Māori population growth in the Rohe Pōtae suggests that Māori who moved to cities and 

towns during this period moved to centres outside the inquiry district. This is consistent with 

Pool’s statistics, which show Auckland’s Māori population growing by 166% from 1926 to 

1946, while Waikato / King Country’s grew by only 62%.394 

By this stage Rohe Pōtae Māori were significantly outnumbered even in most rural areas. In 

1926, the only county completely within the Rohe Pōtae in which there were more Māori 

than non-Māori was Kāwhia which, at 1168.4 Māori for every thousand non-Māori, had the 
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seventh-highest proportion of Māori in the country.395 The average for counties in the inquiry 

district (including those only partially in the district) was 375.5, significantly above the 

national county average of 112.5.396 In the Rohe Pōtae towns and boroughs the ratio of 126.4 

was significantly lower than in the surrounding counties. However, even in the towns, the 

proportion of Māori to Pākehā was much higher than the national proportion of 47.4 Māori to 

every thousand non-Māori. By 1936 this national ratio had increased to 55.2, but the Rohe 

Pōtae county average had decreased to 344.9. The proportional change in the towns is less 

open to analysis due to the small numbers involved and the amount of migration by both 

ethnic groups. For example, the number of Māori fell significantly in both Otorohanga 

township and Te Kuiti borough, yet in Otorohanga the ratio of Māori per thousand non-Māori 

dropped dramatically while in Te Kuiti it rose. Whichever figures we look at, by 1926 Māori 

were a minority in every part of the Rohe Pōtae except Kāwhia County, and by 1936 they 

were a minority there as well. In many areas, particularly the towns, they had become a small 

minority.  

4.4: Infectious diseases 

Statistics on disease for much of this period are better than for the nineteenth century, but still 

somewhat incomplete. For Māori they are particularly  problematic, since hospitals did not 

specify ethnicity in their statistics, doctors’ records have rarely survived, and many Māori did 

not receive professional medical attention when ill. Another problem was that before 1913 it 

was not compulsory to register Māori deaths, and therefore the statistics on causes of Māori 

deaths are incomplete. Even after this, many deaths went unregistered, and those which were 

registered were often not attended by anyone who could accurately state the cause of death. 

In 1934 registrars of Māori births and deaths were instructed to ask a district nurse to make 

inquiries when a cause of death was not stated, and the following year regulations were made 

forbidding the burial of a body unless the death had been certified.397 From the 1920s there 

were some attempts by the Health Department to collect statistics on fatality rates of various 

diseases amongst Māori, but in 1931 the report on Māori health was dropped from the Health 

Department’s annual report, due partly to cost-cutting and partly because of the 
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disestablishment of the Māori Hygiene division.398 For several years after this, information on 

Māori health in the AJHR is 

virtually limited to reports 

on school children on the 

East Coast and around 

Auckland. Throughout the 

1900 to 1938 period, very 

little relevant regional 

information could be found. 

In 1936 the majority of 

Māori deaths were still 

caused by communicable 

diseases.399 The most 

common of these seem to 

have been tuberculosis, influenza, and typhoid and similar diseases.400 (Graph 3) Various 

epidemics had a significant impact on the population. The 1918 influenza epidemic is 

estimated by Rice to have killed 3.46% of King Country Māori and 4.23% of Māori 

nationwide, compared to 0.81% of King Country Pākehā and 0.58% of Pākehā nationwide. 

The Māori rate was one of the highest in the world for that pandemic.401 There was also a 

smallpox epidemic in 1913.402 Pool records lesser known epidemics, of influenza in 1928, 

dysentery in 1929, measles in 1938, and whooping cough in 1927, 1932, and 1935-36.403 The 

measles epidemic resulted in a death rate of about 247 per 100,000, or just over 10 percent of 

all Māori deaths that year. Epidemic-related deaths from other diseases accounted for another 

five percent.404 Influenza epidemics were reported by teachers at Kaharoa Native School in 

1926 and 1928, with the earlier epidemic killing 13 children locally.405 Because of the 

incompleteness of medical statistics from this time, it is likely that there were other epidemics 

earlier in the century which are not in the historical record.  
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GRAPH 3: RECORDED MĀORI MORTALITY RATES PER 10,000 

POPULATION FOR VARIOUS INFECTIOUS DISEASES, 1920-1937. 
Source: AJHR H-31. 
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Despite the epidemics, it appears that infectious disease was generally less prevalent in Māori 

communities than it had been in the nineteenth century and, allowing for occasional 

aberrations, matters improved as time went on. The Kāwhia School log books from the first 

years of the century record frequent and sometimes serious outbreaks of diseases including 

rheumatic fever, typhoid, influenza, bronchitis and tuberculosis.406 In 1911 the principal of 

Taharoa Native School wrote that the school had experienced epidemics of influenza, 

measles, whooping cough and typhoid, but that there had been an improvement in conditions 

over the previous few years.407 By 1934 fewer than half of all Native Schools had 

experienced an epidemic in the past year.408 The log books from Te Kopua Native School 

from the 1920s and early 1930s shows a pattern of disease which would be more familiar to 

present day teachers than to their counterparts of the nineteenth century; the main diseases 

were colds and flu with an occasional outbreak of measles.409  

Most sub-enumerators in the Rohe Pōtae district for the census of 1906 noted that there was 

‘no sickness worth mentioning’, although they did go on to mention colds, influenza, 

measles, typhoid and rheumatism.410 The sub-enumerator for Upper Clifton County stated 

that ‘there has been nothing serious in the way of sickness among the Natives, deaths being 

principally among the children’, revealing the extent to which childhood death was 

considered normal, at least amongst Māori.411 Most Rohe Pōtae sub-enumerators for the 1911 

census reported ‘satisfactory’ Māori health and no severe epidemics.412 In 1929 the Medical 

Officer of Health for South Auckland, which included most of the Rohe Pōtae, noted that 

with the exception of a few minor outbreaks of diphtheria and typhoid, Māori health in the 

region had been ‘fairly satisfactory throughout the year. Such diseases as influenza, 

pneumonia, infantile paralysis, &c., which in previous years have assumed epidemic 

proportions, were noticeably absent during the year.’413 At least two major epidemics affected 

Māori from Auckland through to the Waikato, apparently without appearing in the Rohe 

Pōtae. The 1913 smallpox epidemic seems to have stopped more or less along the Waikato 
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confiscation line, while a serious outbreak of dysentery in 1930 reached Ngāruawāhia but did 

not go any further south.414 

Returns from Te Kuiti medical professionals subsidised to treat Māori indicate that infectious 

diseases still had a major impact on Rohe Pōtae Māori, at least before World War I. From 

1906 to 1913, the most common reason for a medical visit was bronchitis. Apart from 

injuries, the other particularly common problems were whooping cough, measles, and gastric 

complaints such as diarrhoea, gastritis and dysentery.415 These statistics would reflect the 

diseases which Māori felt a doctor could treat effectively, rather than indicating the overall 

prevalence of various diseases. For example tuberculosis was not a particularly common 

complaint at this point, reflecting a widespread Māori belief that it was hereditary and neither 

preventable, curable, nor contagious.416 In the late 1920s and early 1930s, when medical 

returns again become available, the number of visits was significantly higher than in the 

previous period. Apart from injury, the most common complaint was now tuberculosis. 

Bronchitis was still very prevalent, but infectious diseases made up a smaller percentage of 

medical complaints seen by the doctor. As well as gastric complaints, pneumonia and injury, 

common reasons for a doctor’s visit now included non-contagious eye infections; pregnancy 

and childbirth-related issues; and heart problems.417 In both periods there would have been a 

certain amount of self-selection bias, in that Māori who sought Pākehā medical aid in Te 

Kuiti may not have been representative of Rohe Pōtae Māori generally. The provision and 

utilisation of medical services will be fully discussed in chapter six.  

The above statistics are supplemented by a transcript from the Te Kuiti registrar’s book of 

deaths of Māori aged 22 and under from 1931 to 1933.418 These show that the most common 

causes of death were bronchitis and pneumonia, which in combination made up nearly half of 

the recorded deaths. However all of these were for children aged around one year or younger. 

For those aged 2 to 22, by far the most common causes of death were the various forms of 

tuberculosis, which killed a quarter of all those listed and more than half of those aged over 
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two years. Since many Māori deaths went unregistered, these statistics are not a reliable guide 

to overall patterns, but are probably broadly indicative. With regard to infant deaths they are 

supported by Health Department data showing that respiratory diseases were the most 

frequent killer of Māori infants between 1925 and 1931.419  

At a national level, infectious skin problems were said to be very common amongst Māori in 

general, particularly amongst children.420 Hakihaki was occasionally a serious problem at 

Kāwhia School in the 1900s and at Te Kopua School in the 1920s.421 The problem of 

hakihaki and other skin diseases amongst Māori children was a real one, but seriously 

exaggerated by some Pākehā, particularly those whose children attended school with Māori. 

In 1917 the Chief Inspector of Native Schools told the Director of Education that ‘charges of 

this description are really an expression of... racial prejudice’.422 A study by Dr. Harold 

Turbott of East Coast Māori children showed that they had significantly higher rates of minor 

infectious and parasitic ailments such as lice, scabies, septic sores, and conjunctivitis. 

However Pākehā children had a somewhat higher rate of ‘other’ skin conditions, including 

acne, eczema and ringworm.423 The following year he noted that ‘the Maori seems relatively 

immune’ to non-infectious skin problems.424 A 1931 study of Māori and Pākehā children in 

rural areas of the Auckland medical district recorded that 15% of the Māori children 

examined had lice, 12% had impetigo (a bacterial skin infection), and 16.7% had scabies, 

compared to 1.9, 1.3, and 1.1% of the Pākehā children.425 The Te Kuiti medical returns do not 

show any of these conditions as common medical problems, but this may not tell us anything 

about actual prevalence. It may have been that these conditions were common but either 

ignored or treated at home or school, rather than necessitating a doctors’ visit.  

4.4.1: Typhoid 
Typhoid fever is the most common variety of the bacterial disease enteric fever. It is 

transmitted through ingestion of bacteria found in the faeces and urine of infected people, and 
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is commonly transmitted via flies, contamination of water supplies, and food handling by 

infected people. Sewage-contaminated shellfish beds also carry a major risk of typhoid.426 

Historically, it has tended to be most prevalent in crowded urban areas with inadequate water 

and sewage systems; it was a serious problem in European and North American cities in the 

nineteenth century.427 It also appeared in Pākehā settlements in New Zealand; there was an 

epidemic in Cromwell in the 1870s, and an outbreak in Auckland in 1902.428 According to the 

World Health Organization, the symptoms of typhoid include fever, severe headache, nausea, 

abdominal pains, and sometimes diarrhoea, and can last for several months if untreated.429 A 

former Taumarunui Hospital nurse recalled that in the 1930s it typically took eight weeks to 

‘run its course’, even in hospital.430 Lange reports three to five weeks of fever followed by a 

delicate remission period.431 A small number of people remain lifelong carriers despite 

showing no ongoing symptoms.432 Until the development of commercially available 

antibiotics in the 1940s, the fatality rate was 10-30%. A vaccine was developed in the 1890s 

but has not been widely used due to its serious side-effects. Improved vaccines were not 

developed until the 1980s.433 Medical historian Roderick McGrew points out that even now it 

can be difficult to tell typhoid from various other diseases without laboratory testing. 

Therefore it is likely that some historical typhoid outbreaks were in fact other diseases.434 

Throughout the 1900 to 1938 period, typhoid was a recurring problem in Māori 

communities.435 Officials noted in 1911 that as well as recorded cases, there were ‘doubtless 

very many others of which we knew nothing’.436 However it was known as early as 1903 that 

Māori had a higher rate of typhoid infection than Pākehā.437 Outbreaks were recorded at 

Kāwhia in 1902, 1905 and 1912, Aria in 1911, Otorohanga in 1912, Raglan in 1925 and 1926, 
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and Waitetuna in 1912, 1928 and 1929.438 The Raglan outbreaks consisted of eight reported 

cases in 1925 and six the following year.439 Kai Tiaki reported that there had been at least 12 

Māori cases in the King Country in 1914.440 In 1918, the Health Department reported 219 

cases of typhoid in the Auckland country districts, of which 153 were amongst Māori. It is 

not known how many, if any, of these occurred in the Rohe Pōtae.441 Māori were certainly not 

the only victims of typhoid. When Waikato and Taumarunui Hospitals were inspected in 

1913, Waikato held seven Māori typhoid patients, while Taumarunui held 10 Pākehā patients 

with the disease, all from or near Taumaranui township.442 Although typhoid is usually 

indicative of bad sanitation, it is sometimes present in hygienic communities, and can easily 

be caught by those in contact with the sick, even when precautions are taken. In the early 

twentieth century Taharoa, near Kāwhia, experienced an outbreak of typhoid despite having a 

good water supply and being described by a Health Department official as having the best 

sanitation he had seen.443 Both of the first two Māori registered nurses contracted typhoid 

from patients, and one, Akenehi Hei, died of it after successfully nursing family members 

through the disease.444 

In the 1920s, officials regularly claimed that although typhoid was still the most serious type 

of disease outbreak, it was less prevalent than in earlier years.445 Māori health division head 

Dr Edward Ellison noted that in 1927 there had been only one major outbreak of typhoid, and 

that this was caused by infected shellfish rather than ‘evil sanitary conditions’.446 In 1934 

there were 35 notified Māori cases of typhoid in the South Auckland health district which 

encompassed the Rohe Pōtae, making it more common there than anywhere else in the 

country.447 Amongst Pākehā, the disease was also most common in South Auckland, but with 
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only 13 cases notified.448 Two years later there was an outbreak there, leading to 12 Pākehā 

cases and 39 Māori cases notified. This worked out to an infection rate of 1.02 per 10,000 

Pākehā and 23.92 per 10,000 Māori.449 It is not known which parts of the health district were 

affected. Mortality statistics from the 1920s show no real pattern of decline, rather a series of 

peaks and troughs. Māori death rates ranged from three to 5.6 per 10,000 population, 

compared to the general rate of around 0.1.450 There was a slow but steady decline amongst 

both Māori and Pākehā in the early 1930s, with the Māori rate reaching 1.36 in 1934 

compared to 0.01 for Pākehā.451 This trend reversed in the mid 1930s, with the Māori rate 

reaching 3.26 in 1936.452 In 1937 typhoid and paratyphoid fevers were the second most 

common disease group amongst Māori, after tuberculosis.453 

4.4.2: Influenza 
Influenza was a recurring problem for Rohe Pōtae Māori, although information is limited 

before about the mid twentieth century. As with other diseases, many Māori deaths were not 

registered or otherwise officially recorded, and those which were recorded were not always 

properly diagnosed. There are oral traditions of an influenza epidemic in the early years of 

the century, believed to have been brought to the Rohe Pōtae by former Boer War soldiers 

who had settled in the area. The dead were buried in mass graves without coffins, as there 

were not enough people well enough to conduct proper burials.454 It is not clear whether this 

tradition relates to a separate epidemic or to the well-known pandemic of 1918. 

The 1918 influenza pandemic was the worst health crisis of the twentieth century, for Māori 

and for Pākehā. The official Māori death toll was 1,130 out of a total of 6,600 recorded 

deaths; five times the Pākehā rate proportionate to population.455 However Geoffrey Rice has 

discovered an additional 549 Māori deaths which were either registered too late to be 

included or mistakenly counted as Pākehā. He also found 350 Māori deaths recorded by 

newspapers but not officially registered. Because some areas such as the Waikato had a 

combination of resistance to officialdom and poor newspaper coverage, Rice considers that 
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there were probably many other Māori deaths.456 As mentioned earlier, Rice gives the 

influenza mortality rate for King Country Māori as 34.6 per 1,000 compared to the King 

Country Pākehā rate of 8.1. During research hui in 2010, several people spoke of the effects 

of the pandemic in Rohe Pōtae Māori communities. It was said that in Marokopa so many 

people died that they could not be buried properly.457 On the other hand, some communities 

were able to isolate themselves and suffered no fatalities.458 The Crown’s response to the 

pandemic will be addressed in chapter six.  

Influenza continued to be a problem after 1918, although it did not affect Māori as seriously 

as in the pandemic year.459 In 1920 the recorded Māori death rate from influenza reached 

20.69 per 10,000, although in most years it varied from three to eight per 10,000.460 This 

probably under-represents the actual rate, since Māori deaths were still under-reported. Even 

the usual rate taken at face value was far higher than the general population’s influenza 

mortality rate, which was generally around 0.5 per 10,000.461 The Māori influenza death rate 

was not included in Health Department reports between 1930 and 1938, and the record of 

notified cases (fewer than 100 per year for both ethnic groups) is likely to be a serious 

understatement for both Māori and Pākehā. The Te Kuiti Māori medical returns for 1928 to 

1931 record only ten patients with influenza, out of a total of over 300.462 However in May 

1930 it was reported that the entire Māori populations of Ohautira and Waingaro, on the north 

side of Raglan Harbour, were sick with influenza. In October that year there was an ongoing 

outbreak in the same area, eventually resulting in a school closure.463 This suggests that 

Māori were still suffering from the disease, but did not regard it as one for which a doctor’s 

attentions were necessary or effective.  

4.4.3: Tuberculosis 
Tuberculosis is an infection caused by mycobacterium tuberculosis, a micro-organism 

capable of surviving outside a host body for years.464 It most commonly affects the lungs, 

causing pulmonary tuberculosis, known historically as phthisis or consumption. Symptoms 
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include loss of weight, energy, and appetite; sweating; coughing; and, the most obvious 

symptom, coughing up blood. The blood is the result of the destruction of the lungs, and in 

coughing up blood and other matter the patient can easily infect other people and other parts 

of his or her own body.465 Until the advent of antibiotics, around 80% of patients who reached 

the stage of coughing blood died within five to fifteen years, although many made temporary 

recoveries.466 Tuberculosis can also affect virtually any part of the body, with relatively 

common sites including the intestines, skin, bones, and spine.467 Although it can kill at any 

age, the young are particularly vulnerable; until the 1940s it was in many countries the 

biggest killer of young adults.468 Tuberculosis is not a particularly infectious disease, since a 

healthy immune system will easily prevent casual contact with the organism from turning 

into illness. However the bacillus can remain dormant but alive within the body until the 

immune system is compromised through another illness, when it can easily take hold.469 As a 

result, tuberculosis is known as an opportunistic infection which frequently follows other 

diseases including influenza, whooping cough and measles, all of which Māori suffered in 

this period.470 Apart from those with other diseases, the most vulnerable people are those in 

regular contact with tuberculosis sufferers, such as nurses and family members.471 

Amongst early twentieth century Māori, tuberculosis was a serious but under-recorded 

problem. In 1901 the new Public Health Department, despite a lack of statistics, already 

recognised it as the leading cause of death amongst Māori.472 Māui Pomare and Te Rangi 

Hiroa also considered it to be extremely widespread, despite the low numbers of notified 

cases.473 The Te Kuiti medical returns of 1906 to 1913 do not show tuberculosis as a common 

problem, making up only five out of over 150 consultations.474 As noted earlier, this was 

almost certainly a reflection of the Māori belief that tuberculosis was neither curable nor 

infectious. There was no cure for tuberculosis at this stage, but medical advice could have led 

to a reduction in transmission to others.   
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Diagnostic tests for tuberculosis were developed in the early 1900s and had come into 

widespread international use by the 1920s.475 They allowed doctors to discover tuberculosis 

cases before the disease had done too much damage and, ideally, before it had spread 

amongst the patients’ contacts. From the late 1920s these tests were used in attempts to 

discover the actual rate of Māori tuberculosis, in its latent as well as advanced stages. An 

investigation in 1927 showed that 25% of examined Māori pupils (all of them rural) tested 

positive for tuberculosis, compared to 8.3% of rural Pākehā pupils and 15.8% of urban 

Pākehā pupils.476 The following year, Turbott’s East Coast study showed 5.62% of Māori 

children suffering from tuberculosis compared to none of the Pākehā children.477  

Mortality statistics show the Māori death rate from all kinds of tuberculosis in the 1920s 

fluctuating between a low of 32.05 per 10,000 population in 1924 to 39.51 the following year. 

Most cases were pulmonary, with other kinds of tuberculosis making up around 11 to 16% of 

the total.478 The Māori mortality rate from pulmonary tuberculosis varied from 28.53 to 34.57 

per 10,000 population during the 1920s, compared to 3.88 to 5.63 for Pākehā.479 The Māori 

rate fluctuated in the early 1930s, at times reaching more than ten times the Pākehā rate.480 

There was an increase in reported mortality from non-pulmonary tuberculosis, possibly 

because of better data collection. In the first half of the century, tuberculosis comprised up to 

25% of all registered Māori deaths, compared to around five percent of Pākehā deaths.481 

Catherine Finn argues that this may underestimate the rate of Māori tuberculosis deaths.482  

Tuberculosis was also the most common notifiable disease amongst Māori, with 103 cases 

reported in 1934, 21 of them in the South Auckland health district.483 There were 33 notified 

Pākehā cases in the same area.484 Notified Māori cases rose to 214 in 1936, of which 35 were 

in South Auckland, but this almost certainly reflects better notification rather than an increase 

in cases, since the Māori pulmonary tuberculosis mortality rate had dropped to 29.32.485 A 
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1930s study of New Plymouth Hospital records found that although Māori were five percent 

of the hospital district population and three percent of hospital inpatients, they made up 

21.6% of tuberculosis patients. Their mortality rate was 30%, compared to 19% for Pākehā 

tuberculosis patients.486 Officials still considered the disease to be under-reported due to its 

gradual onset.487 The Medical Officer of Health for South Auckland wrote in 1930 that many 

cases ‘do not come under our notice in the usual course of events, as it is only when the 

Maori becomes really ill that the doctor or nurse is called to the case’.488 Turbott reported that 

in 1933 only five cases of tuberculosis were notified on the East Coast, but he was able to 

find 83 cases, including six non-notified fatalities.489 Non-notification was not confined to 

Māori; in Europe, tuberculosis patients dreaded the bureaucratic interference and social 

stigma associated with notification, and doctors colluded with them in order not to drive 

away patients.490 This was also the case in New Zealand, amongst both Māori and Pākehā.491 

A more reliable guide than notification may therefore be the Te Kuiti medical returns, which 

show that in the late 1920s and early 1930s, tuberculosis had become the most common 

reason, other than injury, for Māori to visit the subsidised doctor.492 However if it was true 

that Māori only visited the doctor once ‘really ill’, the returns would also seriously understate 

the extent of the problem, since a patient might have tuberculosis (and be infectious) for some 

time before symptoms reached crisis point.  

4.5: Non-infectious diseases and general health 

A study from the mid 1930s compared the height and weight of Māori schoolchildren with 

that of Pākehā children from urban, town, borough and rural areas. This showed that although 

Māori were slightly lighter at the age of six, by the age of 15 boys were on average 11 pounds 

(4.95 kilograms) heavier than their rural Pākehā counterparts, and girls were six pounds (2.7 

kilograms) heavier. Of perhaps greater significance was the finding that Māori were 

approximately the same height as Pākehā children of their own age. According to an 

extensive study on child growth, ‘a child’s growth reflects, better than any other single index, 
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his [sic] state of health and nutrition’.493 Children who experience famine or serious disease 

tend to have delayed growth as their body diverts resources from adding weight and height to 

more pressing needs. Once the crisis has passed, growth is typically rapid and the child 

catches up with others of the same age. However, where deprivation is ongoing, for example 

if the food supply is usually inadequate, growth will remain depressed.494 Obviously there is 

significant variation within populations regardless of health status, but the average height of a 

population is a good indicator of general health, particularly in terms of factors such as 

malnutrition and ongoing disease.495  

Non-infectious diseases did not appear to affect Māori significantly more than Pākehā, and in 

many cases higher rates were found in the Pākehā population. Turbott’s 1928 study of East 

Coast children reported that the Pākehā children had significantly higher rates of anaemia, 

heart disease, trunk and chest deformities, poor posture, goitre and defective vision than 

Māori. Non-infectious problems found more commonly in the Māori children were limited to 

hernias (mostly umbilical), discharging ears (although not hearing difficulties), and flat 

feet.496 Another study the following year showed similar results.497 A study conducted in rural 

parts of the Auckland district showed that Māori children there had significantly higher rates 

of goitre and defective hearing than Pākehā, although it confirmed higher Pākehā rates of 

trunk and chest deformities and poor posture.498 No similar studies appear to have been 

conducted in the Rohe Pōtae. 

In 1909 the Health Department reported that Pākehā had higher rates of cancer than Māori.499 

The Māori cancer mortality rate in the 1920s was around two to four deaths per 10,000 

population, significantly lower than the general rate of around nine to ten.500 This continued 

to be the case in the 1930s, although the general rate rose slightly.501 The cancer rate disparity 
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is almost certainly explained by the relative longevity of the Pākehā population, since cancer 

tends to be an older person’s disease.502  

4.6: Dental health 

Turbott’s East Coast studies showed that Māori children had significantly better teeth than 

Pākehā, with nearly a quarter having perfect teeth in 1928 compared to only five percent of 

Pākehā children. They were also significantly less likely to have jaw or palate defects.503 The 

following year’s study showed similar results, with Māori teeth being particularly good in 

rural areas. However Māori had higher rates of serious gum inflammation.504 The Auckland 

study showed Māori had higher rates of dental caries (cavities) than Pākehā, 53.7% compared 

to 35%.505 A study of Māori children and some adults in the Urewera region in 1936 showed 

generally poor dental health.506 No statistics could be found relating to the Rohe Pōtae.  

4.7: Mental health 

The extent of Māori mental illness and disability in the Rohe Pōtae in this period is clearer 

than in the nineteenth century, but still very difficult to determine. Some information is 

available from medical returns. Dr de Castro of Te Kuiti attended a Māori man in his 80s with 

‘senility’ on a weekly basis for several months in 1928, until the man died.507 In August the 

following year, a four year old girl suffering from ‘mental and physical deficiency’ was 

brought to de Castro by a Health Inspector and sent to Waikato Hospital.508 In 1930 and 1931 

de Castro saw three Māori patients who he described as insane. One was sent to hospital; 

another was ‘signed up’, and the fate of the third is not recorded. All three were men, of 

varying ages.509  

We have more detail on one of de Castro’s other patients, a woman living in Motiti Pa near Te 

Kuiti. She had been cared for by relatives and monitored by Nurse O’Gorman and Health 

Inspector Anthony Ormsby, but in December 1927 the relatives contacted Ormsby to say that 
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they could not manage her, and asking for his assistance to take her to Tokanui Mental 

Hospital. With de Castro’s aid, this was done early in the new year.510 No diagnosis was 

recorded, but de Castro described her as ‘causing a good deal of trouble amongst the 

Natives’.511 Another Māori woman was committed after a mental breakdown brought on by 

the death of her daughter.512 

On a national level, Māori still made up a very small percentage of mental hospital patients, 

both in absolute terms and in proportion to their share of the general population. In 1909 just 

over one percent of New Zealand’s 3,549 psychiatric inpatients were Māori, a percentage that 

rose to 1.8% in 1938. At Tokanui Hospital the percentages were 2.5% in 1929 and 4.3% in 

1938.513 Tokanui’s higher percentage probably reflects the hospital’s location in an area of 

high Māori population.  

4.8: Conclusions 

It is difficult to draw overall conclusions about Māori health and demographics for the 1900 

to 1938 period on a national level, let alone for the Rohe Pōtae specifically. Statistics and 

other data from before about 1920 are particularly patchy and unreliable. However, some 

broad conclusions can be drawn. There were significant demographic improvements from the 

situation in the late nineteenth century, in the Rohe Pōtae as well as for Māori generally. 

There was a clear rise in population, and life expectancies rose for both sexes and at all ages. 

On both a local and national level, the rise was particularly pronounced from the mid 1920s 

to the mid 1930s, although somewhat less so for Rohe Pōtae Māori than Māori in general. 

These demographic improvements were underpinned by a high and rising birth rate. Within 

the Rohe Pōtae, there is some evidence that Māori communities were affected less by disease 

than in the previous century.  

When compared to Pākehā, however, Māori health was generally very poor. Māori mortality 

rates were significantly higher than those of Pākehā overall and for all communicable 

diseases for which statistics are available. Māori life expectancies were lower and infant 

mortality far higher than for Pākehā. Māori were also far more susceptible to diseases often 

associated with poverty, such as typhoid, tuberculosis, and infectious skin problems. Māori 
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suffered significantly more from virtually every recorded epidemic during this period, with 

the 1918 influenza pandemic in particular exerting a devastating toll on Māori in the Rohe 

Pōtae and elsewhere. In terms of non-infectious illnesses, Māori seem to have been at least as 

healthy as Pākehā. In some cases, most notably cancer, this was probably the result of higher 

Pākehā life expectancies.   

Two things therefore require explanation: why did the health and demographic situation of 

Rohe Pōtae Māori apparently improve in the first four decades of the twentieth century; and 

why did it remain so much worse than that of Pākehā? The next chapter will examine the key 

factors influencing Māori health in the Rohe Pōtae, and the chapter after that will explore the 

provision of health services.  
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CHAPTER 5: FACTORS CONTRIBUTING TO MĀORI ILL HEALTH 
IN THE ROHE PŌTAE, 1900 TO 1938 

In his book Whaiora: Maori Health Development, Mason Durie wrote that: 

Advances in health come not so much from innovations in medical technology as from pure and 
reliable sources of water, efficient waste disposal, safe and comfortable accommodation, provision for 
year-round supplies of food, environmental protection, and attitudes which favour the survival of future 
generations.514 

The improvements in Māori health in the early twentieth century indeed came more from 

improvements in sanitation and general living conditions than any major improvement in the 

quality of health care or from greater Māori access to it. This chapter will outline the changes 

and continuities in Māori nutrition, sanitation, housing, alcohol and tobacco consumption, 

and economic circumstances in the first 38 years of the twentieth century, how these 

impacted on health, and the role played by the state. As in the nineteenth century section, it 

should be remembered that these things, particularly poverty, are interconnected and are dealt 

with separately only for clarity and convenience.  

5.1: Nutrition 

Within the time available for this report, few documentary sources could be found on Rohe 

Pōtae Māori diets in the early decades of the twentieth century. Before the 1930s official 

research on the health impact of Māori diets tended to focus on infants. Māui Pomare blamed 

high Māori infant mortality rates partly on inappropriate foods given to weaned babies, such 

as potatoes, kūmara and meat.515 However he also stated that most Māori babies were breast-

fed.516 Te Rangi Hiroa disagreed, claiming that many in the top half of the North Island were 

bottle-fed. This was particularly bad since ‘the cow is a rare animal in many of the Maori 

districts’, so tinned milk or even a flour and water mix was used instead of fresh milk.517 A 

Taumarunui-based nurse wrote in 1931 that the practice of delegating child care to 

grandparents or other whānau discouraged breast-feeding, as did the ‘modern belief’ that 

bottle feeding was not harmful, and the availability of tinned milk.518 Bottle feeding would 

have been particularly dangerous given that many Māori communities lacked good water 
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supplies. Hiroa later made a few general statements about Māori diets, for example that 

Māori used very little salt, and in many places ate a lot of tinned food, particularly fish.519 

Two studies were carried out in the 1930s which examined, amongst other things, the diet of 

Māori on the East Coast and in Maungapohatu village in the Ureweras.520 Both communities 

consumed large amounts of bread, potatoes and tea, with Maungapohatu Māori also 

consuming plenty of pork, pūhā, and the water which pūhā had been boiled in, and East Coast 

Māori eating large quantities of kūmara, which did not grow in the Ureweras. In 

Maungapohatu these foods were supplemented by maize, oatmeal and wild birds, and, less 

commonly, beef, butter, eggs, carrots, jam, sugar, pikopiko, eels, and dried fish. In addition to 

their basic diet, East Coast Māori ate corn, wild honey, meat, pūhā and other vegetables, and 

some milk. Wealthier families also ate butter, eggs, and cultivated honey. Turbott considered 

that the East Coast diet ‘has enough essential factors to maintain nutrition, but is probably 

deficient in building up disease-resistance’.521 Families with tuberculosis were less likely to 

eat a diet sufficient to maintain nutrition, and were far more likely to suffer from malnutrition 

than non-tuberculous families.522 In an earlier study he had found that inland Māori had far 

higher rates of goitre than coastal Māori, a difference he attributed (probably accurately523) to 

coastal Māori eating iodine-rich seafood.524 The Maungapohatu paper covered only dental 

health, and argued that the diet there was mostly too soft. It seems to have been more varied 

than the East Coast diet, however, and was therefore probably healthier overall.  

From time to time the Whangarei Medical Officer of Health commented on the Māori diet in 

Northland. In 1933 he stated that, judging by the appearance of school-children, the Northern 

Māori diet was good during summer but inadequate in both quality and quantity during 

winter. Subnormal nutrition was significantly more common amongst Māori than Pākehā.525 

Two years later he wrote that food was available for Māori only at subsistence levels, except 

at certain times of the year, and in general the diet was ‘probably deficient in minerals and 

vitamins’.526 In Auckland in 1931 it was found that 60% of Māori compared to 45.7% of rural 
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Pākehā had ‘first class’ nutrition, while 4.3% of the Māori and 8.5% of the Pākehā sample 

had ‘third class’ (the lowest category) nutrition.527 A questionnaire of Native School head 

teachers in 1934 revealed that 81% of pupils’ households had a vegetable garden, although 

the range of vegetables was not stated and it is likely that at least some of these were simply 

potato patches. The survey also showed that in 50 school areas the Māori population had 

adopted a basically Pākehā diet, but with less milk. In 19 areas, however, the Māori diet 

consisted mostly of potatoes, kūmara, bread and meat, and in another 41 the diet was the 

same except with seafood instead of meat. In most areas the diet seems to have been broadly 

similar to that found at Maungapohatu and on the East Coast, with potatoes, kūmara, bread, 

tea and various wild foods such as puha, shellfish and wild pork dominating. Many teachers 

reported that there was a good variety of food in spring but not at other times, and that too 

much tinned meat was eaten.528 

As noted above, specific conclusions about the exact diet of Māori in the Rohe Pōtae between 

1900 and 1938 cannot be drawn from information from other districts, especially since most 

of this information relates only to the 1930s. In addition, it is highly likely that diets varied 

depending on factors such as land holdings and access to the sea. There would also have been 

changes from year to year depending on the success or failure of crops, the availability of 

paid employment, and similar factors. However, it seems reasonable to frame a general 

hypothesis based on information from other districts. As in Maungapohatu and the East 

Coast, it is likely that by the 1930s at least, potatoes, bread and tea were staples of the Rohe 

Pōtae Māori diet, perhaps along with kūmara, pūhā, meat, eels and, in coastal areas, seafood. 

As in other areas, this diet would have been sufficient to maintain basic levels of health, but 

may not have contained enough nutrients to protect against disease. Quality and quantity of 

food may have been particularly bad in winter, when a good diet was most needed for disease 

resistance.  

Census returns from 1901 and 1906 show that in the Rohe Pōtae and surrounding areas, the 

most commonly cultivated crop by acreage was potatoes, although in all areas there were 

more acres in grass than in crops, reflecting the greater land requirements of animal 

husbandry. Maize, ‘other’ crops, and in 1901, wheat, were also grown. The most numerous 
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livestock animals were cows, followed by pigs. Māori in Kāwhia and Waitomo also had 

sheep.529  

Average crop acreage and number of livestock animals per Māori individual, according 
to the 1901 and 1906 census.  
 Potatoes Wheat Maize Other crops Sheep Cattle Pigs 
Kāwhia 1901 0.43 0.18 0.12 0.34 1.19 4.23 3.52 
Kāwhia 1906 0.52 0.06 0.19 0.16 0.24 3.63 1.08 
Waitomo 1906 0.33 0 0.12 0.3 1.16 2.78 1.64 
Awakino 1906 0.46 0.02 0.16 0.04 0 5.55 2.27 

 
It is not known how much of this was consumed by the owners and their families and how 

much was sold. Nor is it clear whether the cattle were kept for dairy or beef purposes. 

However, given the number of cows per person, there was probably some access to fresh 

milk, and possibly milk products such as butter. While this would certainly have had positive 

health effects, particularly for any bottle-fed infants, it may also have increased the risk of 

tuberculosis, since the disease can be transmitted by infected cows through unpasteurised 

milk.530 It is also likely that many Rohe Pōtae Māori were able to eat some pork on at least a 

semi-regular basis, and possibly also sheep meat. Farmed pork would have been 

supplemented by hunting wild pigs, which were plentiful until at least the middle of the 

century.531 Native birds may also have been part of the Rohe Pōtae Māori diet, although 

according to Vaughan Morgan they had mostly disappeared from Waitomo by the 1920s.532 

Given the prevalence of potatoes in Māori diets elsewhere, it is likely that the potatoes were 

grown primarily for subsistence consumption. The same may have been true of the maize; 

wheat was not grown in sufficient quantities to make a significant contribution to the Māori 

economy either as food or a cash crop, at least in 1906. The idea that potatoes were a 

subsistence food is given credence by accounts of a widespread potato blight in 1906. In the 

Rohe Pōtae it led to coastal hapū becoming very dependent on shellfish, and various groups 

selling stock or engaging in road work in order to get money for food.533 In Waitomo the 

maize crop was also destroyed by frost.534 There the census sub-enumerator stated that some 

kainga were very short of food. ‘Those who are able to work earn a few shillings by fungus-
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picking, flax-cutting, roadmaking &c.; but those who cannot work have a very hard time.’535 

The area around Mōkau seems to have escaped the blight.536 The Crown provided blight-

resistant seed potatoes to affected Māori communities, although ‘it has not been possible to 

furnish sufficient seed to satisfy the requirements of practically nearly the whole Maori 

population of New Zealand’.537 Provision for crop spraying, and the seeds of other 

vegetables, were also provided. One lasting result of the potato blight was increased 

cultivation of kūmara.538 However few other vegetables were grown in most settlements.539  

Apart from one-off responses to events such as the potato blight, as detailed above, the 

Crown made a few other contributions towards improving Māori nutrition. In the 1930s malt 

and cod-liver oil were distributed by the Health Department, often via Native Schools.540 

Some Native School teachers also provided their pupils with soup, biscuits or cocoa, 

particularly from the 1920s.541 Throughout the 1900 to 1938 period, rations were given to 

some impoverished and disabled Māori from the civil list fund. Lange lists the amount spent 

each year from 1900 to 1920 as varying between £2,791 in the 1900-01 financial year (41.6% 

of Māori Civil List spending), to just £684 in 1918-19 (13.5%). The amount spent on rations 

declined as a greater portion of Civil List Māori funds came to be spent on healthcare.542 A 

Health Department memo from 1935 explains that the policy was that ‘necessary food and 

clothing only are supplied – never cash. Owing to the small amount of money available 

assistance is restricted to cases of extreme poverty coupled with physical disability.’543 The 

food was distributed via storekeepers, and a Native Department notice attached to the memo 

explained that only ‘necessary’ foods should be distributed.  

Such goods as tinned fish, tinned or preserved meats, tinned fruit, cakes, lollies, bacon, eggs, pickles, 
cordials, and tobacco, and expensive articles of wearing-apparel, will not in future be paid for. 
Condensed milk should not be supplied unless fresh milk is unobtainable. The purchase of biscuits 
other than ship-biscuits or cabin bread should be discouraged.544 
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In addition to these provisions, Māori were eligible for some cash benefits, especially after 

the first Labour government’s expansion of the welfare system.  

5.2: Sanitation 

It is difficult to determine the state of sanitation in Māori settlements in the 1900 to 1938 

period. As in the previous century, there were plenty of expressions of Pākehā disgust – now 

supplemented by similar expressions from medically trained Māori – but little in the way of 

actual study. The reports of various Māori public health officials give us some additional 

information. However many of these were of an extremely generalised nature, with no real 

indication as to how widespread a particular problem actually was. A few facts can also be 

gleaned from accounts of improvements made.  

At the turn of the century many Pākehā settlements had serious sanitation problems, and the 

1900 Public Health Act enabled District Health Officers to compel local bodies to use 

ratepayer funds to improve local sanitation.545 Central government generally did not 

contribute money, which made sanitary improvements difficult for some areas.546 Those with 

a small or scattered ratepayer base had problems funding proper sewerage and water systems, 

for example.547 For Māori settlements, the problem was more acute. The Māori Councils, 

which will be more fully discussed later, were enabled to levy rates and collect other forms of 

tax, but their communities were generally unable to contribute enough money to fund any 

extensive sanitation system.  

Indoor toilets were not a standard part of most New Zealand houses at the turn of the century; 

when they were included in the State-built Petone workers’ dwellings in 1906 they were the 

subject of complaints and relocated into the gardens.548 One of the Kāwhia area’s first flush 

toilets was installed in the house of Dr. Campbell Jenkins in 1905, but they did not become 

commonplace there until the 1940s.549 In many Māori communities the toilet facilities at the 

start of the century were said to be completely unsanitary. According to Pomare and Hiroa, 

many Māori communities had abandoned the old traditions of what were essentially long-
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drop toilets, usually at the edge of cliffs but sometimes over deep holes.550 The erection of 

toilet facilities was one of the earliest objectives of many Māori Councils, and Pomare 

reported in 1903 that progress was already being made.551 In the years 1904 to 1908, 839 new 

toilets were reported as constructed, and there were presumably others which were not 

officially recorded.552 It is not known how many toilets were built in the inquiry district, but 

when Frances Hayman began work as a nurse in Kāwhia in the 1930s they were still few in 

number, with many people simply using the bush.553 A report made in 1937 confirms that 

some Māori houses at Kāwhia had ‘no privy accommodation whatever’, although some 

toilets were dug after a visit from a health inspector.554 According to Lange, Kāwhia was far 

from unique in this respect.555 A nationwide survey of Native School head teachers in 1934 

showed that just under half the Māori houses in the school communities had ‘earth closets’; 

the percentage with ‘water closets’ or flush toilets was not recorded but was presumably 

low.556 

The most serious consequences of inadequate toilet facilities were the contamination of water 

supplies and soil. In communities where the toilets, the water supplies or both were 

inadequate or badly sited, there was a serious risk of typhoid. Pomare wrote in 1903 that the 

water supply for many turn of the century Māori communities came from shallow wells 

vulnerable to contamination.557 At Kāwhia, the school was dependent on a water tank, 

presumably for rain water, which became unfit for drinking in dry weather.558 Some 

improvements were subsequently made, but many settlements continued to be supplied by 

contaminated water. In 1927, for example, Health Inspector Anthony Ormsby condemned the 

water supply at Okapu near Aotea Habour, and advised the residents to dig a well. The water 

supply at a nearby unnamed settlement was also condemned.559 Throughout the Rohe Pōtae, 

Pākehā as well as Māori settlements, and towns as well as kainga, were characterised by 

somewhat primitive water supplies in the early twentieth century; mains water supply did not 
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reach Te Kuiti until 1912, and Raglan until 1962.560 Māori communities, led or assisted by 

the Maniapoto Māori Council, worked hard to improve their water supplies, usually with the 

aid of Native Department subsidies. In 1926 and 1927 the Council completed four water 

supply schemes, all partly funded by Crown subsidies.561 These included Maniaroa in the Te 

Kuiti district and Waipapa in the Kāwhia district, both of which received pound-for-pound 

subsidies.562 

The period from 1900 to 1938 saw general improvements made to most Māori settlements, 

although more slowly in the Rohe Pōtae and Waikato than most other places.563 In 1925 

Hiroa claimed that improvement of sanitation ‘has become a routine matter’, with latrines 

built, water supplies protected, and sanitation at hui and tangi properly organised.564 During 

the ‘Health Council’ stage of the Māori Councils, from 1920, Maniapoto Māori Council was 

particularly good at organising sanitation schemes.565 For example, the Te Kuiti Pā drainage 

scheme of the late 1920s, said to be ‘the largest yet proposed’, was singled out by Edward 

Ellison as particularly deserving of praise. It involved the extension of the borough sewer to 

the pā, the building of latrines, and the drainage of waste water from the cooking houses.566 

When built it cost £200 plus labour, of which the pā residents supplied £50 and all the 

labour.567 For communities which lacked any disposable income, sanitary improvements 

remained out of reach, particularly if landowners were unwilling to bring their lands into an 

official development scheme.568  

The Maniapoto Māori Council passed numerous by-laws relating to sanitation. These 

included rules specifying the maximum time a corpse could lie in state, and banning the 

unhygienic disposal of rubbish, dead animals and human refuse.569 From 1922 by-laws also 

regulated the keeping of animals, compelled homeowners to construct privies and keep them 
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clean, regulated the sanitary organisation of hui, tangi and other gatherings, and gave 

instructions on the management of infectious diseases.570  

Not all settlements were models of cleanliness. Te Kotahitanga Pa at Otorohanga was 

repeatedly cited as unhygienic, although whether it was particularly bad or just more visible 

to Pākehā is unknown. In June 1930 Sanitary Inspector Anthony Ormsby advised residents to 

have a general clean up and not hold meetings until sanitary improvements had been made.571 

Around the same time, the Maniapoto Māori Council banned meetings there until 

improvements were made, and fined a woman for holding a meeting there in insanitary 

conditions.572 By November it was reported that residents were ‘making an effort’, but the 

settlement still needed improvements to the water supply, the meeting house, and the 

cookhouse.573 Maniaroa Pa at Mōkau was also considered unsatisfactory although it had 

recently had a subsidised water supply installed. It still required improvements including 

more privies, and Ormsby considered that any large meetings held there would constitute a 

health hazard.574 At Kāwhia many Māori houses had ‘very unsatisfactory’ water supplies.575 

By the 1930s these settlements were probably the exception, however, as Ormsby visited 

several settlements a week and rarely had to take any action on hygiene.576 

5.3: Housing 

The shift from traditional to European-style housing continued for Māori in the Rohe Pōtae 

and elsewhere during this period, although information is sketchy before 1926,  when 

questions on the subject were included in the Māori census for the first time. The overall 

picture indicates that throughout the 1900 to 1938 period Rohe Pōtae Māori had high levels 

of overcrowding and other problems compared to their Pākehā neighbours.  

Information on Māori housing in the early years of the century is limited. In 1902 Hamilton 

briefly described the houses of some of his pupils near Kāwhia: one was a whare measuring 

about 12 feet by eight feet and four feet high (3.66m x 2.44m x 1.22m), which sheltered eight 

people, one of whom was seriously ill when he visited. Another sick child was in an even 
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smaller whare with five other 

people.577 He also reported a 

whare measuring 60 or 70 feet by 

20 feet (18.3-21.3m x 6.1m), with 

plenty of ventilation, although he 

did not approve of it being used to 

shelter a corpse for a tangi and 

two sick people.578 The condition 

of other whare can be inferred to 

some extent from reports of 

improvements and suggested 

improvements. Pomare 

encouraged the Māori Councils to make housing improvement a priority, but recognised that 

many Māori could not afford to make major changes. He wrote that in cases of poverty, ‘we 

have been lenient, and have only made them ventilate their whares and put up bedsteads’.579 

Similarly, the 1902 Maniapoto Māori Council by-laws enabled the Council to require anyone 

building a house within a Māori kainga to give it a floor. However it also allowed the Council 

to instead require only that the householder construct or provide a raised bedstead or couch, 

so that occupants would not have to sleep on the ground. The Council was also enabled to 

compel people to clean their houses.580 The Maniapoto Council does not seem to have been 

particularly active during this period, and it is not known how much Māori housing improved 

in the Rohe Pōtae. Nationwide, Pomare recorded that in the years from 1904 to 1908, 1,057 

houses had been demolished and 1,895 built, plus another 299 new whare.581 

One feature of traditional Māori housing was the separate kauta, or cookhouse. In 1902 

Pomare wrote that these remained a common feature of Māori houses, including ‘elegant 

pakeha [style] homes’.582 He went on to criticise them as extremely unhygienic. There seems 

to be no inherent reason for kauta to be less hygienic than indoor kitchens, however. Nor did 

earth floors seem to result in increased disease risk, at least for tuberculosis. Turbott’s East 
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Coast tuberculosis study found that families with tuberculous members were less likely to be 

living in houses with earth floors.583  They were also less likely to be living in houses with no 

through ventilation, although their houses were more likely to be damp.584  

Turbott also found that lack of facilities did not necessarily equate to lack of hygiene.585 He 

found that many houses had little or no furniture, but considered that this probably aided 

cleanliness. Less than nine percent of the houses examined were dirty, and some, including 

some of those with earth floors, were ‘scrupulously clean’. Clothes and bed clothes were 

washed and hung out in the sun ‘at every opportunity’ and ‘personal cleanliness was no more 

deficient than in the average European community’.586 Unfortunately no comparable research 

was done in the Rohe Pōtae. The East Coast tends to be drier and sunnier than the Rohe 

Pōtae, making outdoor laundry easier, but other than this there seems to be no reason to 

assume that practices and standards of hygiene in the two areas were significantly different.   

The bad housing which did exist in the Rohe Pōtae was by no means confined to Māori, as a 

report in the nursing journal Kai Tiaki confirmed in 1912: 

Many of these people [new settlers in the Rohe Pōtae] are doing well and building homes for 
themselves now, others live under conditions which from Nurse S----’s description are worse than 
those under which the dirtiest, most ignorant Maoris live in back pas. Although it is a prohibited 
district, large quantities of bad liquor get in somehow, and there is drunkenness and bad living in these 
wretched shanties which are all that several large families can call “Home”. The state of things is often 
far worse than is possible in any city slum, for there some attention to sanitation and clean 
surroundings is compulsory. Here, the wretched people may wallow on earth floors, feed their children 
on garbage – or starve them as is most convenient; the nurse says that one would hardly credit how 
miserably some of them do live. ... 

Her worst case... was a woman with a miscarriage; she had to be attended in a wretched whare with an 
earth floor, on a filthy shake-down at one end. The other end contained a pile of food stores, on which 
numerous fowls were perching, and a packing-case table under which a goat was reposing. Fancy that 
the home of a white woman!587 

The above passage shows that Pākehā as well as Māori sometimes failed to live up to 

‘Pākehā’ standards of cleanliness, as well as the racist nature of some hygiene discourse. 

Some Native Schools were also deficient; for example Te Kopua Native School had broken 

windows, a door which would not shut, and frequent shortages of firewood.588 
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Buck and Hiroa regularly claimed that Māori housing had improved significantly in the early 

decades of the century.589 However the extent to which this was true cannot be known as 

there are no statistics from before 1926. In that year the Māori census included several 

questions on housing, and from this point a full and reasonably accurate image of Māori 

housing can be formed.  

Amongst other things, the census returns reveal that Māori houses were usually much more 

crowded than those of non-Māori. Māori houses (not counting whare, huts and tents) in 

Kāwhia, Waitomo and Otorohanga Counties contained from 6.6 to 7.3 people on average.590 

This was somewhat more than the national rural Māori average of 5.1, which was itself 

greater than the national non-Māori rural average of 4.3.591 Despite the high numbers of 

people per house, the houses themselves had fewer rooms than the typical Pākehā dwelling. 

Most Māori, in the Rohe Pōtae and elsewhere, lived in houses of four rooms or fewer, with 

more than a quarter in the three counties living in one-roomed dwellings.592 This is actually 

an understatement of the problem with Māori housing, since the Māori statistics exclude tents 

and camps. Of all the Māori dwellings in Kāwhia, Waitomo and Otorohanga in 1926, 30.3% 

were either one-room dwellings (including huts or whare) or tents. In Kāwhia County, nearly 

two thirds of Māori dwellings were of this character. By contrast, most rural Pākehā lived in 

houses of four or five rooms. Pākehā in the three counties mentioned above had fewer rooms 

on average than rural Pākehā elsewhere, but still significantly more than their Māori 

neighbours.593 A total of 15.5% of non-Māori in the three counties lived in temporary 

dwellings, but fewer than three percent lived in permanent one-roomed dwellings.594 By 1936 

both Māori and Pākehā in the Rohe Pōtae were living in houses with fewer rooms on average 

than in 1926, but the average number of occupants in each permanent Māori dwelling had 

declined to 6.13 on average.595 The national non-Māori rural average had declined slightly, to 

4.06.596  
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Exactly what constitutes overcrowding is often determined more by culture than by medical 

science;597 for example the Canadian National Occupancy Standard varies according to the 

ages and genders of children, and the relationship of adults to each other.598 In addition, it 

may be misleading in some ways to compare Māori and Pākehā housing during this period, 

since many Māori houses were still at least partly of traditional form featuring, amongst other 

things, separate cookhouses and large communal bedrooms or whare moe. In 1926, for 

example, rural New Zealand contained only 153 one-roomed non-Māori private dwellings in 

which more than two people lived, compared to 1,281 similar Māori dwellings (not counting 

huts and whare), 162 of which sheltered 10 or more people.599 Turbott’s study used air space 

per person as well as number of rooms to calculate overcrowding, and found less 

overcrowding on the East Coast than is apparent from census records.600 Catherine Finn 

argues that the most likely explanation for this is that many houses had a small number of 

large rooms. However, all of this is counter-balanced by the fact that the statistics on rooms 

and occupants did not include huts, tents or, supposedly, whare. Many of the one-roomed 

houses mentioned above were probably whare in the traditional sense, but it is highly likely 

that the statistics above excluded many of the smallest and possibly most overcrowded Māori 

dwellings.  

Turbott’s study found no link between tuberculosis and overcrowding, with tuberculous 

households tending to be slightly less overcrowded, probably because they were slightly 

smaller on average than non-tuberculous households.601 Despite this, overcrowding is now 

recognised as a significant correlating factor for tuberculosis.602 Although the evidence for 

this was limited in the early twentieth century, Pomare nevertheless recognised the 

connection between overcrowding and ill-health, and he held it primarily responsible for ‘the 

great mortality in young children, and the lung-complaints, asthma, consumption and allied 

troubles of the older ones.’603 

Permanent private dwellings made up the majority of Rohe Pōtae Māori dwellings in 1926, 

but not an overwhelming majority. Only 68.8% of Māori households in Kāwhia, Waitomo 
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and Otorohanga lived in permanent private dwellings as opposed to whare, huts, tents and 

other makeshift housing. This was slightly higher than the percentage for rural Māori in 

general (66.5%), but significantly lower than for non-Māori in the same counties (82.7%), 

which in turn was lower than the rural non-Māori average of 88.6%.604 Kāwhia Māori were 

the worst-housed in the district, with 42.9% of their residences being huts or whare, and a 

further 17.7% being tents or camps. This compared to the 7.6% of non-Māori dwellings in the 

same county which were temporary structures of any kind.  

By 1936 the housing situation had become much worse for Rohe Pōtae Māori, as the 

percentage of Māori in the three counties living in permanent houses dropped from 68.8% to 

just 45.2%. This was significantly more than the drop for rural Māori in general, from 66.5% 

to 50.05%.605 Non-Māori in those counties had meanwhile become slightly more likely to be 

living in permanent housing, while rural non-Māori in general had become only slightly less 

likely. The Māori figures perhaps reflect the rapid increase in population during this period, 

which was not matched by comparable Pākehā figures. It is likely that many extended 

families outgrew their overcrowded 1926 houses, with smaller groups building a whare or 

other temporary shelter on family land.606 This is supported by the slight decline in the 

average number of occupants per Māori dwelling.  

The only positive Rohe Pōtae Māori housing statistics for this period concern home 

ownership. In 1926, 80.9% of Māori dwellings in the three counties were owned by the 

occupants, compared to 72.7% of rural Māori dwellings nationwide, 61.2% of rural non-

Māori dwellings and 60.9% of non-Māori dwellings in the three counties.607 Moreover, a high 

proportion of non-Māori dwellings owned by the occupants were under mortgage, rather than 

owned outright. Housing statistics indicate that the Depression of the 1930s affected Māori 

and Pākehā somewhat differently, and people in the Rohe Pōtae differently from rural people 

in general. Between 1926 and 1936 the percentage of non-Māori permanent residences 

owned by the occupants in Otorohanga, Kāwhia and Waitomo Counties dropped dramatically, 
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from 60.9% to 42.9%.608 Amongst rural non-Māori in general, the drop was less steep but still 

significant; from 61.2% to 52.4%.609 For Māori in these three counties, however, the drop 

was only from 80.9% to 75.4%, and for rural Māori in general the percentage actually rose 

slightly.610 All non home-owning inhabitants of the Rohe Pōtae living in permanent dwellings 

were somewhat more likely than other rural people to live in rent-free accommodation, 

presumably provided mostly by employers. Home ownership has less obvious health impacts 

than overcrowding or living in temporary structures. However it does provide a greater 

degree of stability, and enables the occupants to make improvements to their homes, both of 

which can have positive health effects.  

The rural location of much Rohe Pōtae Māori housing may have also impacted on health. As 

was stated in the previous chapter, through the 1900 to 1938 period the vast majority of Rohe 

Pōtae Māori lived in rural areas. In terms of the spread of disease, isolation could protect the 

residents of small rural settlements, especially during epidemics, by reducing exposure to 

carriers. On the other hand, this lack of exposure may have rendered rural Māori more 

vulnerable to those diseases which did reach them. In First World War Army camps it was 

frequently noticed that rural recruits were more vulnerable to disease despite being apparently 

fitter. During the 1918 influenza epidemic Māori soldiers in camp had twice the mortality rate 

of non-Māori soldiers, despite presumably living in the same conditions. Rice suggests that 

this was because the non-Māori troops had been exposed to more minor ailments during their 

lives and therefore had more robust immune systems.611 The other impact of isolation on 

health was that doctors, chemists and other medical aid tended to be concentrated in larger 

settlements. Those living in rural locations were less able to access this aid, especially during 

in the early years of the century, when roads were poor and few people had access either to 

transport suitable for carrying sick or injured people, or to means of contacting outside 

assistance.  

It is clear that in the 1920s and 1930s, and probably before, Māori housing was generally 

unhealthy. It was inadequate not only compared to the housing of non-Māori in the Rohe 

Pōtae and elsewhere, but also in objective terms. The statistics cited above do not contain 

enough detail for us to know whether Māori houses were cold, draughty or damp, how many 
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featured running water or a hygienic toilet, or what condition they were in. We do know, 

however, that many were temporary structures, including an alarming number of tents. Most 

were overcrowded, with permanent houses typically sheltering six or seven people, despite 

usually having four rooms or fewer.  

Some of the criticism made of Māori housing was culturally rather than medically informed; 

Māori housing was considered substandard partly because it did not conform to Pākehā ideas 

of the ideal home. However much of the criticism was based on sound principles of health 

and sanitation. Overcrowded housing facilitates the spread of infectious disease and makes it 

harder for the sick to recover quickly, particularly when bedrooms are shared. Well-made 

whare tend to have good insulation, but do not admit much fresh air and are difficult to dry 

out once damp inside. Shacks, tents, and badly built, located or maintained houses and whare 

of all kinds can be drafty, damp and cold, all of which create and exacerbate a range of health 

problems. Inadequate housing is one of the main ways in which poverty can lead directly to 

ill health.  

Although it was clear from the census returns and housing studies that there was a large stock 

of inadequate housing, lived in by Pākehā as well as Māori, the Crown’s involvement in 

housing improvement was minimal during this period. Several small state-housing estates 

were built in the 1900s, but these were too few, too expensive, and too distant from major 

sources of employment to make much of a difference. Beyond this, housing policy focussed 

almost entirely on assisting the purchase of land.612 Since a large majority of Rohe Pōtae 

Māori owned their own homes, this could not help them. Banks generally would not lend on 

Māori land; nor would the State Advances Office, which granted cheap loans to other rural 

landowners.613 In any case, the prospect of losing their land through debt may have deterred 

many Māori from using it as security even if they had been able to do so. 

By 1938 there were three means by which Māori could obtain financial assistance from the 

Crown to improve their housing.614 The development schemes set up by Āpirana Ngata made 

loans available to Māori to develop their land, and this money could be used to build houses. 

Between 1929 and 1936, 551 houses were built under this programme. The Native Housing 
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Act 1935 provided loans of up to £750 to any Māori who owned land and could make 

repayments. Finally, the Native Housing Amendment Act 1938 set aside £50,000 for the 

housing of ‘indigent natives’. The money was administered by Māori Land Boards, and the 

standard of security was lower than under the 1935 Act. Even with these means available, 

however, getting a loan for Māori land was often difficult due to issues such as defective 

titles, multiplicity of ownership, and insufficient security.615 Other factors may have deterred 

prospective borrowers, such as state control over how the money was spent, and the potential 

for the land to be lost if the loan was not repaid.616 Due to the small amounts of money 

provided, many of the houses built under these schemes were small and lacking in sanitary 

facilities, although generally they were better than the houses they replaced.617 

5.4: Tobacco 

Several commentators from the early years of the twentieth century stated that smoking was 

extremely common amongst Māori. In 1902 Pomare wrote that it was ‘nearly universal with 

the Maori’.618 He recognised that the practice spread disease through the sharing of pipes, and 

by encouraging spitting.619 He also recognised the dangers of smoking, both first and second-

hand, to children, particularly in unventilated rooms.620 Meanwhile, Gilbert Mair wrote of 

Māori from the Rohe Pōtae and surrounding areas that:  

the inordinate use of tobacco, and, worse still, vile cigarettes and crude tobacco-leaf (torori) is really 
becoming a frightful curse, and must be checked if the [Māori] race is to continue. It is not unusual to 
see mothers give infants their pipes to quieten them, and so strong a hold has smoking obtained that it 
is a deadly privation to keep a Maori from smoking for half an hour at a stretch.621 

Some tohunga used tobacco smoke in their rituals, using it to re-enact the ‘breath of life’ 

given to the first humans.622  

In New Zealand and elsewhere, the first anti-smoking laws were directed against smoking 

amongst children.623 The Māori Councils Act 1900 allowed Councils to pass by-laws ‘for the 
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prevention of the use of cigarettes and tobacco by children, and for fining any person found 

supplying them with such articles’.624 The Maniapoto Māori Council’s by-laws included two 

which dealt with youth smoking. The first made anyone (Māori or Pākehā) who supplied any 

Māori aged under 15 liable for a fine of up to five pounds. The second made any Māori aged 

under 15 who smoked tobacco liable for up to five shillings for a first offence, ten shillings 

for a second offence, and up to a pound for subsequent offences.625 In 1903 the Juvenile 

Smoking Suppression Act, banning all youths under 15 from smoking in public, was passed 

by Parliament. Five years later the Police Offences Act was amended to ban boys under 15 

from buying or consuming tobacco, unless they had a doctor’s certificate ‘to the effect that 

using or smoking of tobacco, cigars or cigarettes is beneficial to the health of such youth’.626 

As this indicates, the campaign against juvenile smoking was not primarily a health 

campaign. Debate on the 1903 bill focussed primarily on morality rather than health. 

Introducing the second reading, Otaki MHR William Field summarised contemporary anti-

smoking attitudes: 

It seems unquestionable that [the smoking habit] affects the heart and brings about other bodily 
disorder, and impairs the brain; and, further, and what is ever more serious, it affects the moral side of 
the character, as it leads to drunkenness, theft, and other criminal practices. There is no doubt that 
smoking does not do anybody any good; even adults in many cases are injured by the practice, but it is 
hardly for the Legislature, I think, to step in and prevent grown-up people from smoking, because such 
persons are well able to look after themselves.627 

No member contested the idea that smoking was bad for children, but Premier Richard 

Seddon argued that smokers lived as long as anyone else and that smoking in moderation was 

harmless.628 

Although the government did nothing to prevent or discourage adults from smoking in this 

period, it also did little to encourage the habit. One exception was the practice of supplying 

tobacco to soldiers during World War I. In the British Army, of which New Zealand’s units 

were a part, the infantryman’s ration in 1914 was two ounces (56g) per week, but more could 

be purchased at canteens, and tobacco was frequently sent as a gift from home.629  
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The only official steps taken against smoking during this period were directly specifically at 

children, and these laws were arguably more about morality than health. Although there was 

some suspicion about the negative effects of smoking on health, it was not until the 1930s 

that any clear links were made. Even then, these were not widely known or acknowledged 

outside of insurance companies and Germany. It was not until the 1950s that any clear link 

was made public.630 Throughout the 1900 to 1938 period, the Crown and the New Zealand 

medical profession were ignorant of the extent to which tobacco could do harm. 

5.5: Alcohol 

According to Skerman, after 1900 discussion of alcohol in the King Country came to be 

dominated by the ‘sacred pact’ said to have been made between Māori and the Crown at the 

time of the railway negotiations. The desire of many Māori leaders – as well as the large 

Pākehā-dominated prohibition movement – to uphold the pact restrained the Crown from any 

moves towards liberalising liquor laws in the area.631  

Nationwide liquor laws which specifically discriminated against Māori were introduced early 

in the century. Prior to 1908 it had been legal for Māori to purchase alcohol outside the no-

license area and bring it in, provided it was not on-sold. The Licensing Amendment Act of 

that year made it illegal in the King Country to supply alcohol to any male Māori who was 

under the influence of alcohol, or to any female Māori unless she was married to a non-Māori 

or the alcohol had been authorised by a doctor. Two years later the law was widened to apply 

to the rest of New Zealand.632 The same year the Licensing Act was amended to ban the sale 

of alcohol to any Māori except on licensed premises for consumption on those premises.633 

Since there were no licensed premises in the King Country, this made it illegal for Māori to 

obtain alcohol in the King Country by any means.  

Despite the laws it was generally acknowledged that the sale of liquor was widespread 

throughout the King Country.634 Pākehā could still legally bring alcohol into the Rohe Pōtae 

as long as they did not on-sell it, and in the five years to March 1924 more than a quarter of a 

million gallons (more than a million litres) of alcohol, mostly beer, was legally taken into the 
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area – a figure which only includes what the Justice Department was aware of.635 Illegal sales 

of alcohol could take place relatively easily due to the small police presence in the Rohe 

Pōtae. The police returns for 1900, 1910, 1920 and 1930 show that there were never more 

than seven police officers stationed in the inquiry district at any one time, although they were 

bolstered by a few others stationed at Kihikihi, Te Awamutu and, by 1910, Taumarunui.636  

Many people argued that given the prevalence of ‘sly-grogging’, it would make more sense to 

allow the sale of alcohol under proper control.637 One such person was John Ormsby of Ngāti 

Maniapoto, who spoke before a parliamentary select committee on the issue in 1921. He had 

been present at some of the railway negotiations, and argued that the agreement had been that 

no liquor would cross the Puniu River. Since alcohol was crossing the river, apparently 

unstoppably, Ormsby argued that the most sensible option would be to grant liquor 

licenses.638 Similarly, a petition signed by 212 King Country Māori asked that the 

government either prohibit the possession of alcohol in the area or organise a referendum of 

King Country Māori on the question. ‘We are certain that properly Licensed Hotels would 

mean far less drinking than is the case among the King Country Natives today.’639 Many 

other Māori, including 33 rangatira, petitioned the government to uphold the license ban.640 

Māori opposition to alcohol is also shown by a Maniapoto Māori Council by-law of 1902 

which banned alcohol from all Māori hui and other gatherings, and set fines of up to two 

pounds for any person found drunk at any Māori meeting or in any Māori kainga.641 

One of the main reasons for opposing the license ban was that lack of regulation led to the 

sale and consumption of particularly harmful spirits. A nurse reported in Kai Tiaki that ‘large 

quantities of bad liquor get in [to the King Country] somehow’.642 A case of poisoning from 

sly grog was reported in 1903; this was probably not a unique incident.643 Pomare stated the 

same year that not only were Māori within the no-license district able to obtain alcohol, ‘it is 
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of such a poisonous character that if it does not kill them outright it soon would do so.’644 

Like Ormsby later on, he argued that it would probably be better for Māori to have ‘pure 

liquor under good control than to have as at present bad liquor under no control.’ The nature 

of this ‘bad liquor’ was generally not specified, but various other sources state that 

methylated spirits were sold and drunk.645 Certainly the Maniapoto Māori Council considered 

it a real enough problem to pass a by-law restricting the sale and purchase of methylated 

spirits only to Māori who had Council authorisation.646 

What effect the liquor laws had on Māori health in the King Country is not known. Anecdotal 

evidence is available but contradictory, with some witnesses claiming that Māori drunkenness 

was worse in the King Country than anywhere else, and others saying that it was relatively 

rare.647 Statistics are available on the extent to which the liquor laws led to Māori 

prosecutions. In the period covered by this chapter, Māori generally made up a fairly small 

minority of those charged with liquor licensing offences in the Te Kuiti Courthouse.648 On the 

other hand, from 1935 to 1938 convictions for supplying liquor to Māori were usually 

significantly more numerous than general convictions for illegal liquor sale.649 In those years 

the rate of Māori drunkenness convictions per thousand Māori in the King Country was 

almost always lower than in five other police districts with significant Māori populations. In 

1938 the King Country rate was less than half that of Wanganui, less than a third of Gisborne 

and Whangarei, and less than a fifth of that in Hamilton. The Royal Commission on 

Licensing argued that this was probably because King Country Māori got drunk at private 

parties rather than pubs, and were therefore less likely to be drunk on the street where they 

would be seen by police. The Commission also noted that ‘convictions against pakehas for 

this offence in the King Country greatly exceed those for any other district.’650  

The exact health consequences of alcohol abuse were still not known, although it was 

generally accepted that heavy consumption of spirits was harmful. Alcohol was still regarded 

as having medicinal qualities; for example during the 1918 influenza pandemic whisky was 

widely believed to prevent the disease. The Wellington Sanitary Commissioner and future 
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Prime Minister Michael Joseph Savage were amongst those who drank whisky on a daily 

basis for this reason.651 Some traditional and spiritual Māori healers also used alcohol, 

particularly brandy, for its supposed healing powers. Children and recovered alcoholics were 

said to be amongst those regularly drinking brandy for this reason.652 

5.6: Poverty 

Poverty does not cause ill-health in and of itself, and consequently it has mostly been dealt 

with in terms of its effects, particularly inadequate food and housing. However it was 

sometimes cited as a correlating factor in illness, particularly tuberculosis. For example, 

Turbott found that 19.35% of tuberculous Māori families were poor even by Māori standards 

(less than 10 shillings per week per family), compared to 11.30% of non-tuberculous Māori 

families.653 This general pattern was anecdotally confirmed by nurses working with Māori 

patients.654 International studies have for many decades shown a strong correlation between 

poverty and tuberculosis, and it is generally considered that poverty leads to tuberculosis 

more than the reverse.655 As in the nineteenth century, Māori poverty is difficult to define and 

harder to measure. As well as the definition used earlier – the inability to afford the basic 

necessities of life – a rough working definition might be a cash income equal to or lower than 

that considered impoverished by contemporary Pākehā standards, combined with an inability 

to gain sufficient food and other necessities by any other means.  

It is not possible within the scope of this report to fully examine the extent of Māori poverty 

in the Rohe Pōtae nor any steps which the Crown may have taken to alleviate it. However we 

have seen that in this period Māori generally had lower standards of living than Pākehā, and 

poverty was a major cause of this. It has been estimated that in 1933 40% of the Māori male 

workforce was unemployed. The poverty of unemployment was made worse by official 

discrimination. Before 1936, unemployed Māori received less in welfare payments than 

Pākehā, as it was believed that Māori had fewer needs and consequently needed less money. 

Amongst relief workers, single Pākehā men living in country districts received 12 shillings a 

week – 2/6 more than a single Māori men living anywhere in New Zealand. For men with 

children the percentage disparity was less, but still significant. Unemployed Pākehā men not 
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on relief work were eligible for sustenance payments at a lower rate; Māori were not. 

Discrimination in unemployment benefits was removed from 1 June 1936.656 Māori also 

generally received lower pensions than Pākehā, and this remained the case until at least the 

late 1930s. In 1937 the discrimination affected 2,213 out of 2,380 Māori pensioners and 429 

out of 474 of Māori on widows’ pensions.657 

The impacts of poverty on health have already been discussed in relation to food and housing. 

Poverty could affect health in numerous other ways, for example the inability to afford 

adequate clothing for bad weather. In 1900, for example, Hamilton wrote that many of his 

pupils seemed to have only one set of clothing, and in wet weather the clothes would be worn 

for several days without fully drying.658  

Some Crown officials were well aware of the connection between Māori poverty and ill 

health. Auckland Medical Officer of Health John Boyd, whose area included the Rohe Pōtae, 

wrote in 1934 that: 

As I have previously pointed out, proper and sufficient food and better living accommodation are more 
important than medicinal treatment. Hundreds of Maori children never taste milk from the time they 
are weaned. The school lunch, when a Maori child has any, generally consists of a white flour scone 
(no butter). In many cases a mid-day meal is considered unnecessary for the Maori child.  

Adequate powers of resistance to disease cannot be developed until the above conditions are altered.659  

In her thesis on Māori and tuberculosis, Catherine Finn examines the ways in which poverty 

may lead to tuberculosis.660 She argues that the physical and mental stress of poverty, the 

working conditions of low-paid occupations such as sheep-shearing and gum-digging, and 

possibly inadequate nutrition, all contributed to high Māori rates of tuberculosis. In addition, 

poverty led many tuberculosis sufferers to return to work before they were fully recovered, 

leading to relapses. Tuberculosis also had a negative effect on finances and general emotional 

well-being, thereby having further negative effects beyond those of the disease itself. 

Although Finn and the other writers cited in this section focussed exclusively on tuberculosis, 

there seems no reason to believe that parts of their arguments would not generally apply to 

other infectious diseases. In particular, stress and inadequate nutrition contribute to a general 
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lowering of immune defences which would leave an individual vulnerable to a range of 

infections, not just tuberculosis.  

5.7: Conclusions 

In the years from 1900 to 1938, Māori health in the Rohe Pōtae was adversely affected by 

several factors. The most important of these were probably inadequate housing and 

sanitation. It is difficult to know the exact nature of Māori housing and sanitation in this 

period, particularly before the 1930s. However in that decade Māori houses seem to have 

been fairly crowded, and it seems likely that throughout the 1900 to 1938 period many 

provided inadequate shelter from the elements. Overcrowding facilitates the spread of 

disease, and cold or damp housing exacerbates conditions such as asthma and influenza. At 

the start of the century it appears that many Māori settlements lacked clean water supplies 

and hygienic toilet facilities, although matters improved significantly before 1938. Inadequate 

sanitary provisions can lead to or spread gastric illnesses, particularly typhoid. Other factors 

impacting on Māori health included alcohol, tobacco, and possibly inadequate nutrition.  

The state took some steps towards alleviating the impact of most of these factors on Māori 

health. Perhaps the most important initiative was the facilitation of sanitary improvements, 

particularly providing funds for drainage, water, and other projects. In relation to the housing 

problem, the state-facilitated Māori Councils encouraged the improvement and cleaning of 

houses, but no funding or other assistance was provided for this. There were also some loans 

made available to Māori to build houses and otherwise improve their properties. The 

government made fairly strenuous legislative efforts to prevent Rohe Pōtae Māori from 

accessing alcohol, but these laws were not well enforced and it is difficult to know whether 

they actually reduced Māori alcohol consumption in the district. Children were banned from 

smoking by both the Maniapoto Māori Council and Parliament, but there is no information as 

to how successful these bans were. The state provided food to school children and some adult 

Māori who were in serious need, but otherwise did little to improve Māori diets.  
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CHAPTER 6: PROVISION OF HEALTH SERVICES TO ROHE 
PŌTAE MĀORI, 1900 TO 1938 

In the 1900 to 1938 period, the Crown expanded its provision of health services to Rohe 

Pōtae Māori in a number of ways. Perhaps most importantly, from 1900 the Crown took a 

much greater interest in public health, in both Māori and Pākehā communities. This led to the 

creation of the Department of Public Health (later Department of Health), which monitored 

and attempted to improve sanitary conditions, tried to check the spread of infectious disease, 

and collected health statistics. As we saw in the previous chapter, the sanitation of many Rohe 

Pōtae Māori communities was improved during this period. This chapter will outline the 

administrative and political background to these improvements. Many were facilitated by the 

Maniapoto Māori Council, formed under the Māori Councils Act 1900 and given new life and 

a stronger health focus from 1920. In addition, New Zealand’s medical system, both public 

and private, expanded in the early decades of the twentieth century. New hospitals were 

opened in and near the Rohe Pōtae, more doctors arrived in the district, and several district 

nurses were appointed. Māori benefitted from these changes, as well as from targeted services 

such as Native Health Nurses, Native Sanitary Inspectors, and the continuing Native Medical 

Officer scheme. Despite these initiatives, provision of health services to Māori had some 

shortcomings. A campaign against tuberculosis virtually ignored Māori until the 1930s, 

despite Māori having much higher rates of the disease. The access of some Māori to health 

services was also limited due to poverty and isolation.  

The ability of western medicine to cure the sick had not greatly advanced since the nineteenth 

century. Most diseases remained incurable, and the lack of antibiotics meant that infection 

was still life-threatening. One of the Rohe Pōtae’s most beloved medical practitioners, Sister 

Mary Reid of Kāwhia Hospital, relied mostly on ‘brandy, good food, laughter and fresh air’, 

and was still able to achieve a legendary reputation, particularly for the cure of pneumonia.661 

Around the turn of the century, however, there were great advances in the understanding of 

how many diseases spread and affected the body. By 1900, germ theory was generally 

accepted and by 1938 it was the only scientifically recognised model of disease. It was still 

not possible to cure the major diseases affecting Māori, but their transmission could now be 
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slowed, and typhoid in particular could usually be prevented given education and resources. 

Although infection could easily be fatal once contracted, medical professionals and many of 

the general public now understood how it began, and could take practical steps to prevent it. 

Developments such as the x-ray also made diagnosis easier and treatment more effective, not 

only for injuries but also for some internal diseases such as tuberculosis. The increasing 

professionalization of doctors and nurses and their increasing numbers in New Zealand also 

led to improved standards of care.  

6.1: Public health and the Department of Health 

The Department of Public Health was founded in 1900, and its work initially focussed on 

infectious diseases and the improvement of sanitation.662 From the beginning, Māori 

settlements were included in this, and some recognition was made of the cultural and 

logistical differences between Māori and Pākehā settlements. Māui Pomare was appointed 

Health Officer to Māori in 1901, and several Māori sanitary inspectors were appointed. 

However the amount of funding available was limited, and small, impoverished Māori 

communities were amongst those least able to fund their own sanitary improvements. 

Provision for Māori health was soon reduced as part of general cost-cutting. Following the 

1918 influenza pandemic, however, the public health system was overhauled and expanded. A 

Māori Health Division was incorporated into the Health Department and the amount spent on 

Māori sanitation increased. Increased recognition was given to the higher levels of some 

diseases amongst Māori, and attempts were made to address these.  

A major part of Pomare’s  job was to discover and improve the sanitary conditions of Māori 

settlements.663 Some sanitary problems were fixed relatively easily; once people became 

aware that illness resulted from inadequate rubbish disposal or a bad choice of well site, they 

were generally willing and able to remedy the situation.664 Other problems, however, required 

money. Pomare appealed to the government for funds, arguing that 

 money spent in water-supplies for Maori kaingas will be money spent profitably, for I am sure that it 
would mean the saving of fully a third of the lives which are annually sacrificed through bad water-
supplies.665  
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Despite his appeals, the only funds provided for Māori sanitation were for salaries. Apart 

from Pomare, Te Rangi Hiroa was employed from 1905 to cover the top half of the North 

Island, and various other people were employed as sanitary inspectors.666 At this stage the 

sanitary inspectors had no medical training ‘and little real knowledge of sanitary science’, 

according to Dow, but were chosen because of their mana and general influence in Māori 

circles. Many were Māori Council leaders.667 Te Wharehotu of Oparure was appointed on the 

recommendation of the Maniapoto Māori Council, but his tenure was brief and he does not 

appear to have been replaced.668  

The Maniapoto Māori Council was itself the result of another early twentieth century 

initiative: the Māori Councils Act 1900.669 This established a system of council districts based 

on the rohe of large iwi, each with its own council. The councils were elected, and entirely 

Māori except for a government-appointed official member to give advice and countersign 

cheques. Many Māori hoped that the councils would provide a means of self-government 

backed by the authority of the state. The government seems to have intended these councils to 

be partly a means by which Māori could gain some limited experience in Pākehā-style 

governance, partly a means to do things which the Crown itself had failed to do, such as 

controlling semi-feral Māori dogs, and partly as a vehicle for the improvement of sanitation 

in Māori settlements. The councils were given very limited official support and funding, and 

in many areas, including the Maniapoto council district, they do not seem to have been 

particularly active after their first few years. In the Waikato council district, which covered 

some of the northern Rohe Pōtae, the Kīngitanga opposed the council system as an 

infringement on the King’s mana, and no Waikato Māori Council was ever formed.   

There were general public service funding cuts in 1909, and Māori health work suffered as a 

result.670 The same year, Hiroa resigned his position to stand for Parliament, and was not 

replaced. The Māori health division was transferred to the Native Department in a Health 

Department cost-cutting measure, and the Native Department in turn got rid of the sanitary 

inspectors.671 In 1911 Pomare followed Hiroa into Parliament and, like him, was not replaced 
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in the health bureaucracy.672 Meanwhile the Health and Native Departments argued over who 

was responsible for dealing with epidemics in Māori communities, and there were general 

problems with the Native Department’s lack of expertise in health matters.673 Despite this, the 

actual amount of money spent on Māori health stayed relatively steady, as graph four 

indicates. If distributed amongst the entire Māori population as counted in the census, Māori 

would have received 1.83 shillings each in 1901, and from 1906 to 1920 the figure would 

have been a bit over three shillings a year per person.674 In addition to this funding, Māori 

would also have benefitted from some general health spending, for example on hospitals and 

district nurses.  

The Public Health Department as a whole was not generously funded even by the standards 

of the time. In 1908 it spent less than £42,000, of a total government expenditure of more 

than £5.6 million.675 In 1909 the department was merged with that for Hospitals and 

Charitable Aid, and the amount spent on public health went into serious decline. In the 1910-

11 financial year only 

£197 was spent, although 

this increased by more 

than £5,000 the next 

year.676 Some 

improvements in Māori 

health services followed, 

as responsibility was 

transferred back from 

Native Affairs to Health in 

1911. One the Health 

Department’s first actions 

on regaining Māori 

healthcare was to initiate a 

nursing system for Māori, 

which will be discussed 

                                                 

672 Dow, Safeguarding the Public Health, p65. 
673 Lange, p183; Dow, Maori Health and Government Policy, pp 97-9. 
674 1920 figure based on population according to 1921 census.  
675 Dow, Safeguarding the Public Health, p61. 
676 AJHR 1912 H-31, p6. 

GRAPH 4: MĀORI HEALTH SPENDING, IN POUNDS, FROM CIVIL 

LIST AND GOVERNMENT DEPARTMENTS, 1901-1920.  
Civil List amounts are for financial years ended in the year stated, and 
comprise medicines and NMO subsidies. Government Department 
funding was mostly via the Native and Health Departments, and 
excludes spending on Māori Councils.  
Source: Lange, May the People Live, pp 181, 271. 



 

115 

later in this chapter. 

The 1918 influenza epidemic highlighted the need for improved health services, particularly 

for Māori. The Health Act 1920 enlarged the Health Department and created seven separate 

divisions, including Māori hygiene and public hygiene.677 The head of the Māori hygiene 

division was Te Rangi Hiroa (no longer in parliament), who now had the powers of a District 

Health Officer.678 The work of Māori sanitary inspectors had been allowed to lapse, but Hiroa 

announced in 1920 that the positions would be filled again, this time with younger men 

‘sufficiently educated to learn the scientific details of their work.’679 Despite this, by 1930 

there were only four inspectors specifically employed for Māori work.680 Ordinary sanitary 

inspectors did inspect Māori settlements, however, and Hiroa wrote that they were working 

well with the Māori Councils.681  

One of the Māori sanitary inspectors seems to have been Anthony Ormsby, whose area 

included much of the Rohe Pōtae. His reports from 1927 and 1930 show that he spent most of 

his time inspecting settlements, inquiring after sick people, and investigating deaths. Other 

tasks included persuading families to send sick relatives to hospital, advising people to bury 

their dead as quickly as possible, helping the local nurse inoculate typhoid contacts, attending 

Māori Council meetings, and helping to organise improvements to water supplies.682  

Overall, the Māori hygiene division did not live up to expectations, and according to Dow ‘a 

Maori component was conspicuously absent’ from many of the health initiatives of the 1920s, 

despite the fact that from 1923 to 1926 the Minister of Health was Māui Pomare.683 In 1927 

the Department of Health began to integrate Māori and Pākehā health services, which seems 

to have resulted in better collection of statistics.684 District nurses were also encouraged to 

pay more attention to Māori in their areas.685 Also in 1927, Hiroa resigned to pursue an 

anthropology career in Hawai’i, and was replaced by Edward Ellison, another Māori doctor. 
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Ellison was said to be ineffective in the role, and when he resigned in 1930 he was not 

replaced.686  

One of Hiroa’s first acts as head of Māori hygiene had been to revive the Māori Councils. 

Under the new Maori Councils Act 1920, they had a greater emphasis on health and hygiene, 

and were under the Health rather than Native Department.687 As in the earlier period, there 

was something of a disconnection between Crown aims to use the Councils to promote health 

and Māori aspirations for autonomy. However several of the Councils were successful in 

organising sanitary improvements such as water supplies and drainage projects, and received 

significant Crown subsidies for such work. The Maniapoto Māori Council was particularly 

active, and was supported to the point that the Crown took the side of the Māori members 

when they fell out with the Crown-appointed official member, a local police officer. There 

was never a Waikato Māori Council, despite the efforts of Hiroa and Ellison and the requests 

of some communities in the district. This meant that part of the inquiry district, from about 

Kāwhia northwards, lacked council coverage. In 1937 a Taumarunui Māori Council district 

was split off from the southern part of the Maniapoto district.688 

In 1922 the Health Department spent a total of £13,431 on specifically Māori health 

initiatives. These consisted of:  

Division of Māori Hygiene salaries £1,536 

42 part time Medical Officers £1,620 

24 full time nurses £5,270 

Medicine £1,870 

Camp hospitals and other expenses £671 

Travelling expenses of nurses £1,870 

Office expenses etc £594 

The Department received £3,620 per year from the Native Trusts and Civil List towards these 

costs.689 Māori would also have benefitted from general health spending, for example on 

hospitals.  
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By 1930 the total Māori Hygiene budget had increased to £17,354, of which £4,036 came 

from the Civil List and Tenths Trusts. The Crown’s non-Civil List contribution decreased by 

nearly half over the next four years, presumably due to the Depression and general cost-

cutting. The distribution of money was as follows:690  

Māori Hygiene budget, 1930-1933. 
 Year ended 

31 March 
1930 

Year ended 
31 March 
1931 

Year ended 
31 March 
1932 

Year ended 
31 March 
1933 

Salaries: 
Medical Officers 
Inspectors 
Nurses 

 
£2,424 
£285 
£6,605 

 
£2,398 
£300 
£6,170 

 
£1,483 
£358 
£5,036 

 
£1,476 
£243 
£4,805 

Travelling expenses (mostly 
for nurses) 

 
£2,626 

 
£1,873 

 
£1,729 

 
£927 

Supply of medicines £1,445 £1,339 £1,242 £1,210 

Free treatment of Māori 
under Ohinemutu purchase 
agreement 

 
 
£1,445 

 
 
£485 

 
 
£615 

 
 
£967 

Telephone subscriptions £150 £148 £93 £96 

Grants £1,089* £1,295* £1,087† £908‡ 

Other £1,464 £659 £838 £865 

Total spent: £17,534 £14,667 £12,481 £11,497 

Less recoveries from Civil 
List and tenths funds 

 
-£4,036 

 
-£4180 

 
-£4,209 

 
-£4,206 

Non-Civil List Crown 
contribution:  

 
£13,504 

 
£10,487 

 
£8,272 

 
£7,291 

* Includes £100 each to Waikato and Taumarunui hospital boards.  
† Includes £90 each to Waikato and Taumarunui hospital boards. 
‡ Includes £81 each to Waikato and Taumarunui hospital boards. 
Source: Maori Hygiene Administration Net Expenditure, 8 December 1933, H1 1873 54/24, 
ANZW. 
 

This amount increased from the 1935 to 1936 financial year. By 1937-38 the non-Civil List 

Crown contribution had increased to £14,561.691  
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6.2: Responses to specific diseases 

The Health Department was aware, at least to some extent, that Māori suffered 

disproportionately from various diseases. However the response was fairly ad hoc, and on 

only a few occasions were specific measures put in place to help Māori combat these 

diseases.  

6.2.1: Smallpox 
The smallpox epidemic of 1913 seems to have stopped just outside the inquiry district, 

although it is likely that there were a few cases within the area.692 Māori were seen by many 

as carriers of the disease and in many areas they were banned from public transport and 

generally shunned by Pākehā.693 The extent to which this occurred in the Rohe Pōtae is 

unknown. However it was later reported that Māori children were forbidden to attend the 

state school in Raglan until ‘long after the epidemic had disappeared’.694 

6.2.2: The 1918 influenza pandemic 
The amount of help given to Māori communities during the pandemic varied around the 

country, and also within the inquiry district. In his history of the epidemic, Rice presents the 

Rohe Pōtae and nearby areas in a fairly good light in terms of private assistance; he states that 

‘Taumarunui seems to have been one of the more active centres in the degree of concern 

shown for its Maori neighbours’, and also singles out Te Kuiti for praise.695 At Taumarunui 

the Reverend Egerton Ward organised inspections of surrounding Māori settlements and 

brought serious cases into a temporary hospital in the town. Less serious cases were nursed at 

home by volunteers. At Te Kuiti Pā a tent hospital was built, and supervised by a registered 

nurse who trained several Māori women as attendants. The hospital had 46 patients, of whom 

only nine died. A group of Te Kuiti Māori later wrote to the Auckland Star to put their thanks 

on record. However, some other Rohe Pōtae Māori communities were given no assistance to 

deal with the disease.696 

The extent to which the Crown provided funds or personnel is not stated by Rice, but most of 

the work appears to have been voluntary. This was in keeping with most influenza relief 
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efforts in rural areas, which were heavily dependent on volunteer labour.697 The Health 

Department provided medicine and blankets and sent medical professionals to some of the 

worst-hit Māori areas, but the Rohe Pōtae is not listed by Rice as being amongst those 

helped.698 After recovering from the flu himself, Pomare toured all the major Māori 

settlements in the western North Island, including Te Kuiti. There he attended a meeting of 

the Maniapoto Native Council Joint Health Committee, which appointed seven inspectors for 

the surrounding areas. Pomare instructed them to report on the conditions at each Māori 

settlement, and to show the residents how to use disinfectant and the standard influenza 

remedy.699 Travel restrictions were also imposed on Māori in some areas, apparently to 

prevent Māori from spreading influenza rather than to protect them.700  

According to medical historian Derek Dow, ‘the health authorities were powerless to combat 

the influenza’.701 The pandemic strain was far more virulent than anything seen in New 

Zealand before or since, and the health system was weakened by the number of medical 

professionals who were afflicted by the flu. No vaccines or effective remedies were available, 

and those medicines which were available may in some cases have done more harm than 

good. As was outlined earlier in this chapter, Māori suffered from the pandemic far more than 

Pākehā. Perhaps the biggest reason for this was the isolation of many Māori communities. 

Although this protected some by minimising contact with the outside world, in most cases it 

meant that residents had not been exposed to the wide range of minor illnesses which had 

strengthened the immune systems of city dwellers. Isolation also meant isolation from 

medical and other help; in communities where nearly everyone fell ill at the same time, 

survival chances would have dropped as the sick went without food and attention. Apart from 

isolation, likely reasons for the heightened Māori mortality rate included overcrowded 

housing which facilitated transmission; high rates of other diseases such as tuberculosis; and 

inadequate diets causing weakened immune systems. More could have been done to aid 

Māori communities during the pandemic, but this would have required a more comprehensive 

health system to have been set up before the outbreak; as it was, even the cities were 

dependent on volunteer labour to care for the sick.  
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6.2.3: Typhoid prevention and treatment 
In the early twentieth century there was no cure for typhoid; the best treatment consisted only 

of supporting the patient through the illness, which took about three to five weeks. There was 

a further convalescent stage in which diet had to be restricted.702 Preventing transmission of 

the disease was therefore vitally important. The most important steps taken to prevent the 

spread of typhoid in Māori communities were the various programmes to improve sanitation, 

as detailed in the previous chapter. Once steps were taken to prevent the sewage 

contamination of water and soil, the risk of transmission declined, although it did not vanish 

while there were carriers. District and Native Health nurses spent a significant amount of 

time detecting, halting and treating typhoid outbreaks, often in the face of resistance to 

hospitalisation, and sanitary inspectors also focussed on typhoid. Finally, from the late 1920s 

many Māori were inoculated against the disease. 

Health Department policy was to hospitalise typhoid victims whenever possible. For Māori, 

this was not always a possibility for a range of reasons. Firstly, many lived far from the 

nearest hospital, making transport difficult or dangerous. If there was a nearby ‘cottage’ 

hospital, in many cases it was too small to deal with a serious outbreak. In these cases 

temporary tent hospitals were often set up close to the site of the outbreak. These tent 

hospitals also helped deal with another problem, which was that many Māori were reluctant 

to be admitted to hospital. The temporary hospitals were closer to home and were not tainted 

with associations of death and tapu as many of the established institutions were.703 In 

practice, results were somewhat mixed in terms of Māori acceptance. A temporary typhoid 

hospital was opened at Kāwhia in 1911, and according to the Health Department report, ‘The 

Maoris were very disinclined to make use of the hospital at first, but after seeing the way in 

which their children were cared for, soon appreciated the many advantages of hospital 

treatment.’704 Four years later camp hospitals were erected near Taumarunui to deal with 

another outbreak. The Health Department reported that it had been particularly difficult to get 

Māori to bring patients into the camps, and even harder to effect transfers to permanent 

hospitals. On one occasion the district nurse was assaulted and a sanitary inspector 
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obstructed.705 The relationships between hospitals and Māori will be more fully explored 

below.  

An anti-typhoid vaccine had been available since the late nineteenth century but was not 

widely used, due to side effects.706 From the 1920s, however, the Health Department began to 

make much greater use of it amongst Māori. Officials recognised that the best means of 

prevention was to improve sanitation, but this had financial and practical difficulties. 

Consequently, inoculation became the ‘first line of defence’ against typhoid.707 One of 

Ormsby’s regular tasks as sanitary inspector was to assist local nurses in the inoculation of 

typhoid contacts.708 In 1927 District Nurse O’Gorman vaccinated 16 Māori patients in 

response to an outbreak of typhoid at Te Rena near Taumaranui, but was eager to vaccinate 

every Māori in the district.709 From around this time all Māori schoolchildren were given 

inoculations unless their parents actively objected. Department policy was to ask parental 

permission for the inoculation of Pākehā children, but to inoculate Māori children with the 

agreement of community leaders only.710  

6.2.4: The anti-tuberculosis campaign 
It was well known in early twentieth century medical circles that tuberculosis was infectious 

and therefore, to some extent, preventable. Anti-tuberculosis organisations were founded in 

various Western countries around the turn of the century, including in the United Kingdom in 

1898.711 In New Zealand, the fight against tuberculosis was initially fairly haphazard, and 

virtually ignored Māori until the 1930s, despite the fact that Māori were known to have much 

higher rates of the disease than Pākehā. The battle was also a difficult one because no 

effective treatment would be discovered until the 1940s. Consequently, the campaign against 

tuberculosis was a public health campaign rather than one in which hospitals or medicine 

played a major role.  

In the early twentieth century the tuberculosis sanatorium – essentially a specialised 

recuperative hospital – was the dominant means by which the disease was treated in most 
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countries. Methods generally revolved around fresh air and graduated exercise, but the only 

clear benefit was that they removed infectious patients from the general population.712 Even 

in this aspect sanatoria were not particularly effective, since most preferred to admit patients 

who were at an early and less infectious stage of the disease.713 Sanatoria were expensive to 

run, particularly since many patients spent months or even years there. Consequently it was 

only the well-off who could afford to use them. The tuberculous poor usually remained at 

home and often infected their families.  

New Zealand’s first public tuberculosis sanatorium was opened in Cambridge in 1903 and 

named Te Waikato.714 Over the next ten years, sanatoria were opened in other parts of the 

country, but by 1914 there were still only 260 dedicated beds for tuberculosis patients, and 

since those in the more advanced stages were more or less beyond contemporary medical 

help, sanatoria and some hospitals were very reluctant to admit them.715 There was, however, 

a specialised tuberculosis ward opened at Waikato Hospital in 1913, which admitted 

advanced cases.716 Te Waikato was closed in 1920, despite the objections of the Waikato 

Hospital Board, as its remote location made it difficult to get patients, supplies and visitors to 

it.717 In 1928 there were only 31 tuberculosis beds near the inquiry district: 25 in Waikato 

Hospital, and six in Taumarunui Hospital.718 Nationwide there were six tuberculosis 

sanatoria, two of which were in the North Island, at Otaki and near Waipukerau.719  

The opening of Te Waikato was part of an early twentieth century anti-tuberculosis campaign 

which also included public education.720 After this, few new initiatives were taken to combat 

tuberculosis until the 1930s. Some surgery, including artificial pneumothorax to collapse 

affected lungs, was performed.721 Pneumothorax was of dubious benefit beyond reducing 

infectiousness, and there were no antibiotics to deal with any surgery-related infection. It was 
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perhaps fortunate that the New Zealand medical establishment did not embrace surgery as a 

tuberculosis treatment with the enthusiasm of some of their colleagues in other countries.722 

By the early twentieth century it was generally known that tuberculosis could be transmitted 

from infected cows to humans via unpasteurised milk.723 However little was done to 

encourage pasteurisation, due primarily to the belief that bovine tuberculosis was rare in New 

Zealand.724 In 1928 it was reported that extensive milk testing had been carried out around 

the country and this had shown that tuberculosis infection of milk was ‘exceedingly rare’.725 

Nine years later, however, it was estimated that 20% of all New Zealand tuberculosis cases 

were caused by infected milk. Despite this, pasteurisation was only available in the main 

centres.726 Bovine tuberculosis seems to have mostly affected Pākehā, perhaps because of 

their higher rates of milk consumption.727 

In 1928 a Committee of Inquiry was formed to investigate the prevention and treatment of 

tuberculosis in New Zealand. It was not tasked to pay any particular attention to Māori, and 

none of the three members or any of the 69 witnesses before the Committee were Māori or 

appeared to have any strong association with Māori.728 The Committee’s report noted that 

reliable information was not available on Māori tuberculosis rates, as ‘the mass of the Maori 

population lives in remote districts inaccessible to doctors and inspectors, and in many cases 

medical certification of death is not made’. It added that the available information appeared 

to show that the Māori death rate was at least five times higher than that of the general 

population.729 Thereafter no mention was made of Māori except to recommend more research 

into their tuberculosis rates.730 The report claimed that ‘New Zealand has the lowest death-

rate from pulmonary tuberculosis in the world, and... the present provision for the tuberculous 

is more generous than that in other countries’.731 This was only true if the Māori population 

was ignored.  
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The following year, the nurses’ journal Kai Tiaki stated that ‘it is a recognised fact that 

pulmonary tuberculosis has spread to an alarming extent among members of the Maori 

race.’732 The writer argued that:  

The susceptibility of the Maori to the tubercle infection is mainly due to his general adoption of 
European modes of living, the increasingly large proportion of those of mixed blood, the lack of natural 
immunity to disease, and in other cases, to his extreme poverty.733 

Since it was not practical to reverse any of the first three of these causes, Māori tuberculosis 

was thereby presented as something which it was not possible to do much about. Poverty was 

recognised as a factor since it led to overcrowded and generally unhealthy accommodation 

and a poor quality diet, but was not regarded as being the main cause of the disparity between 

Māori and Pākehā.  

The only known statistics on Māori tuberculosis admissions to hospitals and sanatoria in this 

period come from a Preventative Medicine dissertation of 1933.734 It found that Māori 

patients from Clifton County, which slightly overlapped the inquiry district, made up five 

percent of the district population, three percent of hospital inpatients, and 21.6% of 

tuberculosis patients. This suggests that sick Māori were less likely to go to hospital than sick 

Pākehā, and that the Māori rate of tuberculosis was even higher than the admission figures 

suggested. Turbott argued that many Māori were reluctant to be admitted to hospitals or 

sanatoria, particularly for the long term care necessary for tuberculosis. He wrote that: 

The place [hospital] was strange, the staff of another race speaking a language unintelligible to the 
older patients, and the urge was always to get home where their wants would be readily understood, 
and where friends could come and go as they pleased. The few who succeeded in reaching sanatoria 
rarely did well. As these institutions were usually hundreds of miles away from the home county there 
was no possibility of relatives visiting, and among European nursing staff, with every wish to fulfil 
their recovery, they usually wilted and went downhill... Poverty accounted for some holding back; 
rather than receive unpayable accounts afterwards, they stayed at home, some of the Maori people 
having a fierce pride and independence.735 

The idea that Māori refused to stay in hospital for any extended period was supported by the 

Medical Officer of Health for South Auckland, which included the Rohe Pōtae, and by Kai 

Tiaki.736 In addition, many Māori continued to believe that tuberculosis was either hereditary 
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or a mate Māori, and therefore not treatable by Western medicine.737 As we have seen, 

western medicine was not, in fact, particularly effective against tuberculosis, but the belief 

that the disease was not infectious must have led to unnecessarily high rates of transmission. 

In the late 1930s steps were finally taken to tackle the Māori tuberculosis problem. A pilot 

programme was conducted on the East Coast by which a district nurse regularly visited 

settlements, identified tuberculosis cases, and taught the community how to care for them and 

prevent further transmission of the disease. Turbott reported that it had been highly 

successful, resulting in the tuberculosis mortality rate halving between 1933 and 1936. By 

this time segregation practices, such as patients having their own utensils and bedding, had 

become a normal and accepted part of community life.738   

There was also a tuberculosis vaccine, known as BCG after its discoverers Albert Calmette 

and Camille Guérin, available from the early 1920s.739 British medical opinion was privately 

enthusiastic but officially cautious due to the lack of a controlled trial, and New Zealand 

accepted the official line. In 1930 dozens of babies died in Germany of overwhelming 

tuberculosis after being given the vaccine, which seems to have been contaminated by the 

live virus in a hospital laboratory. Investigations quickly showed that the vaccine itself was 

not the problem, but it was still widely perceived as unsafe and rejected throughout the 

English speaking world, including New Zealand, and beyond until the 1940s.740 Āpirana 

Ngata and others attempted to persuade the government to introduce the vaccine from 1927, 

without success.741 Earlier introduction of the vaccine would almost certainly have saved 

many lives, including numerous Māori. For this reason Linda Bryder is scathing about the 

delay; however she ignores the international context, particularly the German disaster.742  

Before the late 1940s there were no effective treatments for tuberculosis. One doctor recalled 

his experiences at Waikato Hospital before the advent of anti-tuberculosis drugs: 

I can remember as a house surgeon here, going down and doing the tuberculosis run... I can definitely 
recall a registrar saying to me, ‘just write this patient up; write out the death certificate but don’t put a 
date on it because he is going to die.’ He was only a young fellow of about twenty-one, but he had tb 
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all through his body, and he was going to die. There were no antibiotics that would touch tb in those 
days.743 

The medical profession and the state could to some extent slow the spread of tuberculosis by 

educating patients and their families, isolating the infectious, vaccinating the healthy and 

improving living conditions, but little could be done for those already infected.  

6.3: Māori medical professionals 

Māori began achieving university medical qualifications in the late nineteenth century. 

During this period few of the small number of Māori doctors spent any time in practice, with 

most being employed by the Health Department to oversee Māori public health schemes. The 

first two Māori doctors, Pomare and Hiroa, both visited the Rohe Pōtae periodically in their 

capacities as health officials and politicians.744 A few other Māori doctors were trained in the 

early twentieth century, aided in part by a preferential entry provision at Otago Medical 

School.745 However the only Māori health professionals actually practicing in the Rohe Pōtae 

during this period were nurses, on whom this section will focus.  

In the late nineteenth century, Āpirana Ngata and others argued that selected Māori girls 

should be trained as nurses and then work amongst their people. It was felt that this would be 

the most effective way of improving the sanitary conditions and general health of Māori. As a 

result, the Education Department began a scholarship system by which candidates from 

Māori girls’ secondary schools would work in hospitals for a year, gaining nursing experience 

which they would use to improve their own communities.746 The scheme was soon expanded 

to include up to three years of training, and hospital boards were encouraged to take on Māori 

as probationer nurses.747 By 1910 there were two registered Māori nurses, and the following 

year there were nine in training.748 

The scheme was less of a success than had been hoped. One of the most promising Māori 

nurses, Akenehi Hei, died of typhoid in 1910.749 Eva Wi Repa was appointed assistant to one 

of the first Native Health Nurses, in the Hawera district, but faced various difficulties and 
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soon quit to work as a private nurse amongst wealthy Hawke’s Bay Māori.750 In general 

discussions of Māori nurses, it was sometimes suggested that Māori were more inclined to 

listen to Pākehā nurses than Māori nurses.751 As Alexandra McKegg points out, it appears that 

when Māori nurses were ignored by Māori communities this tended to be blamed on the 

nurse, but when Pākehā nurses were ignored, the communities were usually seen to be at 

fault.752 Māori nurses suffered from discrimination from parts of the medical system and from 

Pākehā generally; as Māori they were stereotyped as unreliable and lacking the capacity for 

hard work.753 The Health Department reported in 1923 that it was difficult for Māori nurses 

to find employers other than the Department.754 By 1936 a Māori nurse training scheme had 

been set up by Hukarere School and Napier Hospital, but there were no similar arrangements 

elsewhere in the country.755 However there were scholarships paying for secondary education 

for Māori girls in preparation for nursing careers.756 After finishing secondary education the 

Health Department placed them in hospital training schools.757 Some Māori women also went 

into dental nursing, and in 1926 several were in training.758 Two years later the first Māori 

dental graduate started work on the East Coast.759  

Waikato Hospital seems to have been one of the few which regularly employed Māori 

nurses.760 The Board Secretary told the Inspector-General of Hospitals in 1906 that the 

hospital had had two half-Māori, Māori-speaking nurses since 1903 and that having fluent 

Māori speakers was very helpful, ‘owing to the number of Maoris treated’.761 In 1911 the 

hospital also employed Ngaeo Ngapo as a probationer nurse.762 The Board had hired some 

‘full-blooded’ Māori nurses but, according to Board chairman J.A. Young, ‘the discipline, 

training and study necessary for their duties seemed to be too much for them’.763 There is no 

general record of the number of Māori nurses hired by Waikato, but in 1937 there was a 

Nurse Mangakahia employed in the Raglan district, possibly as a district or Native Health 
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nurse.764 In addition to the Māori nurses employed by the Hospital Board, Heni 

Whangapirita, the second Māori registered nurse, was sent by the Health Department to deal 

with a typhoid epidemic in Taumarunui in 1909.765 Māori nurses seem to have come 

disproportionately from the East Coast but Kura Ormsby, registered in 1914, was probably 

from the Rohe Pōtae or nearby.766 

6.4: Doctors 

At the start of the twentieth century the Rohe Pōtae was underserved for doctors. In 1902 the 

Register of Medical Practitioners showed just two in Hamilton and one in Cambridge, and 

none whatsoever in the inquiry district.767 Doctors from other areas occasionally visited and 

treated patients, but not on a regular basis.768 Māori and Pākehā alike were dependent for 

medical care on a range of other people, including schoolteachers and chemists.769 Ten years 

later the situation had improved dramatically, probably as a result of the increased Pākehā 

population of the area. There were now three doctors in Te Kuiti, one in Kāwhia and another 

in Raglan, in addition to one each in Taumarunui and Te Awamutu and several in Hamilton 

and Cambridge.770 The number of doctors had increased further by 1922: there were four 

doctors in Te Kuiti (only one of whom had been there ten years previously), two in Ohura, 

and one each in Kāwhia, Tokanui, Otorohanga and Raglan. There were also four doctors in Te 

Awamutu and two in Taumarunui, not to mention greatly increased numbers in Hamilton and 

Cambridge.771 The rate of increase had slowed somewhat by 1932, with Te Kuiti’s doctors 

decreasing to three. However there were also three each in Otorohanga and Raglan, two in 

Piopio and one each in Kāwhia and Tokanui. Numbers had also increased slightly in Te 

Awamutu and Taumarunui, and dramatically in Hamilton, although Rohe Pōtae residents now 

had little medical need to make the trip there unless they needed specialist attention or 

admission to Waikato Hospital.772 People living in most isolated communities were still some 

distance from the nearest doctor and, in general, the larger the settlement the more doctors it 
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was likely to have. On a national level, doctors tended to be concentrated in the cities and 

large towns.773  

Many doctors in rural areas had been attracted there by medical associations. Association 

members paid an annual fee which provided the doctor with a minimum guaranteed income 

in addition to fees. The associations not only attracted doctors to areas of otherwise dubious 

profitability, but usually also made visits more affordable for patients.774 Rural doctors’ fees 

seem to have been quite expensive, even for association members. According to Jennifer 

Carlyon, in 1920 a typical New Zealand doctor’s visit cost around 10/6.775 In Kāwhia in 

1922, visits cost one pound, nearly double Carlyon’s figure, even for members of the local 

medical association. This was only slightly less than the annual household fee of £1/1/-, and 

more than the individual annual fee of 10/6.776 By way of comparison, in 1923 the full old 

age pension was only £39 per year, or 15 shillings a week.777 It appears that the Kāwhia 

association’s focus was on attracting a doctor by guaranteeing a minimum income, rather than 

making his attentions more affordable. This is supported by a claim in a history of Kāwhia 

that in the early twentieth century the local doctor was not particularly busy, and ‘often.. 

filled in his time doing all sorts of jobs’.778 

In some cases the amount raised locally was supplemented by money from Waikato Hospital 

Board. In the 1930s it provided £150 to the Raglan Medical Association and was in turn 

subsidised £100 a year by the Health Department, as it was felt that, without subsidies, 

medical practices in Raglan and similar areas would be unprofitable.779 In Kāwhia the local 

doctor was temporarily funded half by the Waikato Hospital Board and half by the Kāwhia 

County Council, each of which paid £300 per annum. According to a later Council report, 

after two years of this arrangement the Government Auditor informed the Council that it was 

not legally entitled to spend rates money on a medical officer. After this the Council’s share 

was raised by voluntary subscription. ‘During the depression years and following the 
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universal practice of letting the other fellow “bear the burden” meant that this method of 

raising revenue was never entirely successful’.780  

The amounts that doctors seem to have charged were probably beyond what many Māori 

could afford.781 This difficulty was alleviated somewhat by the continuation of the Native 

Medical Officer system. At the start of 1906 the subsidised medical men of the Rohe Pōtae 

were Dr. Walter Sanders of Raglan, Dr. Charles Jenkins of Kāwhia, and the dispensers A. Bell 

and C.P. Winkelmann of Otorohanga and C.H. Holland of Te Kuiti. During that year Bell and 

Winkelmann were replaced by Dr. William Cairns. The doctors were each paid £50 per 

annum, and the dispensers received £25 except for Bell, who got £15. A total of 38 people 

were subsidised nationwide.782 In July 1909 the Rohe Pōtae subsidised doctors were Sanders, 

Samuel Zobel of Te Kuiti, and A.A. Monfries of Taumarunui. The dispensers were Holland 

plus H. Bishop of Otorohanga. The total number nationwide had increased to 48, eight of 

whom were paid by the Public Trustee.783 Holland’s subsidy was discontinued in 1911, as 

according to the Native Department Under Secretary, ‘with the rapid rise in value of property 

in the southern districts, there can hardly be any indigent Natives located there.’784 In 1911-

12 the total spent on medical and nursing attendance on Māori was £2,818. This compares to 

£1,359 spent on subsidises to doctors in remote areas and £5,468 spent on public health 

measures.785 Zobel’s subsidy was cancelled in 1914.786 

The issue of the Te Kuiti subsidy was raised again in 1924, when the MP for Te Kuiti told the 

Director General of Health that several local doctors were suffering financially from Māori 

patients who could not pay their bills.787 When consulted on the matter in his capacity as 

Director of the Division of Māori Hygiene, Hiroa was initially unsympathetic. He wrote that 

the Health Department ‘should not be regarded as being responsible for the bad debts of 

Medical Practitioners. They occur in all practices.’ He also argued that many Te Kuiti Māori 

were Ratana followers who did not consult the district nurse when ill.788 However he 
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investigated further and found that Dr Murdo McRae had been generous in his dealings with 

Māori patients, in one case paying for an urgent Māori case to be driven to Waikato Hospital. 

He therefore recommended granting him a £50 per annum subsidy.789 The next year McRae 

moved to Wellington, passing his practice and the subsidy onto the Māori-speaking Dr. Leo 

de Castro.790 De Castro soon attracted favourable attention from Chief Health Officer Thomas 

Valentine, who proposed that his subsidy be increased by £25 per annum. Valentine wrote 

that de Castro ‘does proportionately far more work than the other Medical Officers appointed 

to look after the Maoris... [he does not] regard the Maori work as I fear some of the other 

Medical Officers do.’791 In 1933 the Rohe Pōtae’s Native Medical Officers were de Castro, 

Dr. E. Bonnington of Kāwhia, and Dr. S.B. Sturtevant of Raglan. There was also a Dr. W.E. 

Fisher in Taumarunui.792 

Although his subsidy would have made his practice financially more accessible to Māori, de 

Castro was not the only doctor attracting Māori patients. Dr. Carlyle Gilberd of Otorohanga 

was particularly popular, estimating in 1930 that he had at least 1,500 Māori patient visits per 

year. Asking for a subsidy, he wrote that ‘I average four to five native patients per diem, 

many of whom are indigent. Some days lorry loads of them arrive and I have seen as many as 

25 in one day. I do not remember a day when I have not seen a native patient.’793 Edward 

Ellison, now the Director of the Division of Māori Hygiene, supported this claim, writing that 

‘Maoris from far and near are... flocking to [Gilberd’s] consulting room’, and arguing that de 

Castro’s subsidy should be transferred to Gilberd.794 Similarly, Dr. Keith Hiskins of Te 

Awamutu wrote to the Director General of Health a few months later saying that he had 

‘attended a great many Maoris, who in this district seem to be more hopelessly poverty-

stricken than in many others.’795 Because of this poverty, many Māori did not visit a doctor 

until they were extremely sick, reducing the chances of successful treatment and increasing 

the risk of complications. Hiskins wrote that, although he was willing to treat Māori for free 

if they were unable to pay, he thought that Māori would be more likely to seek help at an 

earlier stage if they knew that the Health Department would pay the fees.  
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The reason why I am writing this at the moment is that yesterday I attended a native child of 2 years, ill 
a week with pneumonia, who died a few hours later... I also have in mind numerous Maori children 
who have been brought here with pneumonia... and taken away again to hovels in the country – and one 
hears no more of their progress, but assumes they recover.’796  

According to a Footprints of History article, at this time Hiskins and his practice partner Dr 

Lindsay Rogers had many impoverished patients, some of whom paid in forms including a 

sack of potatoes or half a sheep.797 The article comments that both ‘Hiskins and Rogers felt 

the plight of their patients acutely and themselves became more socialistically inclined.’798 As 

a result they were supportive of the Labour Government’s social security measures, which 

reduced the cost of healthcare for patients. That Hiskins felt moved to write specifically about 

his Māori patients indicates that they were suffering even more than was the norm during the 

Depression. Rex Wright-St Clair also wrote that in the early twentieth century doctors were 

‘expected to run their private practices on a Robin Hood system, charging little or nothing to 

the poor and loading the fees of their rich patients by way of compensation’.799 For this 

reason many doctors worked part time in hospitals for free, and this obligation may have also 

been behind the willingness of Gilberd, Hiskins and others to treat Māori patients who they 

knew were unable to pay for treatment.  

The Health Department was unsympathetic, arguing that many of Gilberd’s cases were not 

local – some were from as far away as Levin – and it was not the Department’s business to 

subsidise people to see their preferred doctor.800 The local Medical Officer of Health, John 

Boyd, wrote that  

I do not believe that the Maoris should be encouraged to travel long distances to consult a favourite 
medical practitioner. If they can afford to do so they can afford to pay the doctor. They must pay the 
taxi driver – in advance. The average country settler cannot afford the expense of long trips to consult a 
particular doctor, but has to avail himself of the services of the local medical man (except in 
emergency, perhaps once or twice in a lifetime). I look with a kindly eye on the Maoris, but why 
should they be favoured, specially, in this regard?801 

He then met with Gilberd and said that his popularity with Māori and Pākehā alike was easy 

to understand, as he had professional skill and ‘a most attractive personality’. He now had no 

objection for a subsidy for Gilberd but felt that it should not come at the expense of de 

                                                 

796 Hiskins to Director General of Health, 21 October 1930, H1 1426 160/90, ANZW. Supporting documents pp 863-5. 
797 ‘Medical Practice Spanned 62 Years of Tremendous Changes’, Footprints of History, July 1991, p 128. This appears to 
have been common practice. See de Castro, p17. 
798 ‘Medical Practice’, p128. 
799 Wright-St Clair, Cottage to Regional Base Hospital, p37. 
800 Medical Officer of Health to Director General of Health, 13 May 1931, H1 1426 160/90, ANZW. Supporting documents 
p867. 
801 Boyd to Director General of Health, 4 July 1930, H1 1426 160/90, ANZW. Supporting documents p859. 



 

133 

Castro, who was doing perfectly good work.802 The Health Department then concluded that 

since there were subsidised doctors in Te Kuiti, Raglan, Kāwhia and Taumarunui, further 

subsidies for either Gilberd or Hiskins were unnecessary.803 At this point the Department was 

considering cancelling the Te Kuiti and Taumarunui subsidies anyway, as both areas had 

hospitals and nursing facilities.804 Ngata was more sympathetic, and arranged a £50 a year 

subsidy from the Māori Purposes Fund Board for Gilberd.805 However, due perhaps to the 

Depression, this was cancelled after only one year.806 In 1933, 246 Māori petitioned the 

Health Department for a new subsidy for Gilberd.807 In response, the Director General told 

Anthony Ormsby that a new system for providing medical aid to Māori was being worked 

out,808 but this happened much more slowly than officials anticipated, and the subsidy system 

was not changed until 1938.809 In 1935 Rohe Pōtae Māori again campaigned to have de 

Castro’s subsidy transferred, this time to Dr. Cedric Isaac of Te Kuiti.810 Boyd wrote that 

although de Castro had ‘an off-hand and somewhat blunt manner’, he was a conscientious 

doctor in regard to Māori. However Boyd did suggest splitting the subsidy between de Castro 

and Isaac.811 No record of the eventual outcome could be located at the time of writing.  

6.5: Nurses 

In the early years of the century, nursing in the Rohe Pōtae seems to have been done entirely 

by untrained women, schoolteachers, and the occasional retired nurse who happened to live 

in the area.812 At this time some hospital boards were developing a district nursing service, 

probably to minimise demand for hospital beds.813 From 1909, district nurses began to be 

posted in remote regions where there were few doctors and it was difficult for locals to access 

medical attention. Communities were generally expected to pay up to half of the nurse’s 
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salary and in some cases most of her expenses. The first area to get a rural nurse was Uruti, 

just south of the inquiry district.814 By 1913 there was a nurse in the Rohe Pōtae itself.815 In at 

least some areas the community’s share of the nursing costs was raised via medical 

associations. Mōkau was one such area, and in 1937 the medical association’s membership 

fees were one pound per year for married members (presumably covering the entire family) 

and 10 shillings for single members.816 It is not known whether the nurses in such schemes 

charged call-out fees to non-members. District nurses served the entire population of their 

areas and, especially from the late 1920s, paid specific attention to Māori communities. In 

1932, for example, district nurses nationwide made 2,479 visits to kainga and 849 to Native 

Schools.817  

The Native Health Nursing service, begun by the Health Department in 1911, derived from 

the district nursing service.818 It was also seen as an alternative to the Native Medical Officer 

system, which many officials and Māori regarded as giving inadequate coverage to Māori in 

many parts of the country. The aim of the service was reported as follows:  

It was... decided to establish a special nursing service for work amongst the Natives, not only to attend 
them in actual illness, but to send nurses to live among them, help them with advice and example to 
live in a more hygienic life and to bring up their children in a healthy manner. The nurse would detect 
illness and seek medical aid for it. She would largely prevent the spread of infection – now so common 
– by isolating the patients or by getting them into the local hospital, and by seeing that proper 
disinfection of premises and clothing is carried out. In this she would be aided by the Sanitary 
Inspector.819 

Other duties included recording births and deaths, inspecting Native Schools, and performing 

vaccinations.820 Overall, the emphasis of the Native Nursing scheme was not solely on 

reacting to disease, as with the Native Medical Officers, but preventing it through lifestyle 

improvements.  

Native Health Nurses were paid by the Health Department, but came under the control of the 

local hospital board. They were permitted to treat Pākehā in emergencies, but it was 

emphasised that Māori were their first priority.821 The first nurses were appointed to the 
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Ahipara, Rotorua and Hawera districts.822 In 1914 a nurse was appointed ‘with headquarters 

near Taumarunui’. She was responsible for the upper Whanganui north to Te Kuiti. At the 

same time another nurse was appointed to Ngāruawāhia, with a district going south to Te 

Kuiti.823 Nationwide, there were 20 nurses for Māori by 1920, and 50 by 1940.824 Between 

them, the Native and District Nurses covered most of the Māori population. A 1934 survey 

showed that nearly all Native Schools were visited by either a District or Native nurse, with 

slightly more being visited by the District Nurse and 28 out of 140 Native Schools being 

visited by both. Each school was visited around seven times a year on average.825 

The extent to which Rohe Pōtae Māori consulted these nurses is unclear. It was sometimes 

alleged by Health Department officials that some communities were refusing to call in the 

nurse when people were sick. Nurses frequently found out about illness from school teachers 

or from Ormsby, rather than directly.826 On several occasions after deaths had occurred some 

Māori claimed that they did not know about the nurses (either the district nurses or the Native 

Health Nurses), and had therefore not contacted them.827 Officials claimed that all Māori in 

the area were fully aware of the nurses and their roles, but did not get in touch because they 

did not want Pākehā medical attention.828 Adherence to the Ratana faith was sometimes 

blamed for this.829   

Another difficulty was finding nurses willing and able to work in the more isolated parts of 

the country. This was a problem for both the Native Health and District nursing systems.830 In 

1914, for example, there was only one applicant for the position of Kāwhia District Nurse, 

and she was ineligible for registration as she had been trained in a private hospital in 

Australia.831 She was offered the job anyway, but then discovered that there were no roads in 
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the Kāwhia district and declined.832 The local Assistant Inspector of Health wrote resignedly 

to the Waikato Hospital Board that there was no point re-advertising the position.833 

The need for a district nurse for Kāwhia was still felt in the 1930s, although by now the area 

had a cottage hospital and a doctor. In 1936 E. Te Tuhi wrote to Prime Minister Michael 

Joseph Savage ‘on behalf of the Maori tribes and people resident in this district’ requesting a 

district nurse.  

At present the people are occasionally visited by the District Nurse with headquarters at Hamilton a 
distance of approximately 60 miles. These visits are few and far between and cannot reasonably cope 
with the demands and requirements of the people. Sicknesses are prevalent among the Maoris which in 
the majority of cases are never consulted with a Doctor until it is too late. A number of deaths, 
principally among children, have come under my personal notice during the last few months which 
should not have occurred if there was a district nurse resident here.834 

A similar letter was sent by Te Rauhinga Pikia to the Under Secretary of Native Affairs.835 

Frances Hayman was appointed at some point in the 1930s, presumably in response to these 

pleas. 

The large size of, and variable quality of access routes within, the service area assigned to an 

established district nurse often made full coverage difficult. This could lead to outlying areas 

being visited less often. A Te Anga resident wrote to her local MP in 1938 to say that 

although there was a Native Health Nurse in Kāwhia, her district was large and ‘it is 

sometimes several days before she can get to a patient and then it is rather too late to do much 

good’.836 Most of Te Anga’s medical care was done by a Mrs Toomey, who was usually also 

left with a phone bill if a doctor had to be called.837 Some nurses had no transport of their 

own, making it difficult for them to see patients in isolated settlements.838 Vehicles were 

sometimes provided by the Health Department, and in other cases through local fundraising. 

Kāwhia held a Māori concert to raise money for a car for Hayman, making £25 towards the 
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£35 cost of a Model T Ford. One local Māori also sold his horse in order to donate five 

shillings towards the car.839  

In general, Māori were not attended by Plunket nurses. Linda Bryder describes how this arose 

mostly out of a territorial dispute between the Health Department, which had responsibility 

for infant health amongst Māori and some isolated Pākehā communities, and the Plunket 

Society, which dominated infant healthcare for Pākehā. Another factor was the inability or 

unwillingness of most Māori communities to provide the funds necessary to employ a 

Plunket nurse in their area.840 

6.6: Dentistry 

In 1912 a speaker at the New Zealand Dental Association conference said that:  

it is a well-known fact amongst the dental profession that there are unfortunately two kinds of dentistry 
being practised, viz., conservative dentistry which the well-to-do people can afford to indulge in, and 
secondly what is commonly known as destructive dentistry, which the poor can only afford to obtain.841 

As the terms indicate, ‘conservative’ dentistry focussed on saving teeth, mostly by filling 

cavities, whereas ‘destructive’ dentistry primarily involved pulling teeth and fitting dentures. 

During this period, Rohe Pōtae Māori would have mostly experienced ‘destructive dentistry’. 

This was due not only to a widespread inability to pay dentists’ fees but also, especially in the 

early years of the century, to a shortage of registered dentists in the Rohe Pōtae. In 1902 there 

was only one dentist in the inquiry district, Thomas Hill of Raglan. In the wider area 

professional dentistry consisted of just two dentists in Hamilton.842 Matters had not improved 

ten years later, with one dentist in Kāwhia and two in Hamilton.843 By 1922 there were six 

registered dentists either in or just outside the inquiry district: two in Te Kuiti and one each in 

Kāwhia, Raglan, Taumarunui and Te Awamutu.844 Ten years after that there were 12: four 

each in Taumarunui and Te Kuiti, two in Te Awamutu, and one each in Otorohanga and 

Raglan.845 Public hospitals in the main centres had dental departments which served the poor 
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for smaller fees than private dentists, but Waikato Hospital did not get a dental department 

until 1955.846 

The combination of a shortage of dentists and the fees of those dentists which were present 

created a market for unregistered and amateur dentistry, particularly for basic tasks such as 

tooth-pulling. The Reverend Dudley Ashford of Kāwhia was well regarded in this respect, as 

he possessed second-hand dental forceps and an illustrated book on dentistry. ‘Consequently 

he became known as Tu-para – the double-barrelled man who could pull out teeth as well as 

preach’.847 The Depression of the 1930s not only made it harder for many to afford dentistry, 

but also lowered the quality of the services available as dentists attempted to cut costs. Some 

used inferior materials and most failed to keep up with new developments, particularly in 

anaesthetics.848  

In an effort to improve the generally awful state of children’s dental health, the school dental 

service was founded in 1919.849 In 1927 a school dental clinic was opened in Te Kuiti. It 

seems to have been the first such clinic in the inquiry district, although there was already one 

in Te Awamutu.850 The service was greatly expanded over the next decade, and by 1935 

clinics had been opened in Raglan, Otorohanga, Piopio, Waimiha, Awakino and 

Taumarunui.851 Some Native School pupils were also provided with toothbrushes and 

powder, and required to brush their teeth at school.852 

The Crown’s role in improving the dental health of Rohe Pōtae residents, Māori and Pākehā, 

during this period was limited to children. Dentists were not subsidised, as some doctors 

were, which meant that they were not only unaffordable for many, but were even more likely 

than doctors to be concentrated in the towns, where an income was more secure. As a result, 

many Māori would have been restricted to unlicensed and amateur dentists, who would have 

been able to do little more than extract teeth. No regional statistics on dental health covering 

the Rohe Pōtae could be located, but it is likely to have been bad for Māori and Pākehā alike, 

especially for those on low incomes. Whether Māori teeth were in better or worse condition 
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than those of Pākehā is not known, but it is clear that the state played no role in the 

improvement of dental health beyond childhood.  

6.7: Schools and healthcare 

Native School teachers continued to act as health workers on top of their more conventional 

duties. This was partly due to the limited resources of the School Medical Service. In 1930 it 

had only 12 School Medical Officers and 31 school nurses covering the entire country. 

Attention tended to be concentrated on the cities, where there were large numbers of 

impoverished slum-dwelling Pākehā children.853 Medical inspection of Native School pupils 

did not become commonplace until 1940.854 School teachers would have played a particularly 

important role in the Rohe Pōtae in the early years of the century, as they outnumbered 

medical professionals. In the first decade of the century there were three Native Schools in 

the inquiry district, but no doctors; by 1912 there were five schools and five doctors, but the 

doctors were concentrated in the towns whereas the sites of the schools were determined by 

the location of Māori populations.855   

Teachers continued to dispense medicine to pupils and their families, with £507/9/1 spent on 

such medicines in the Auckland district (including the Rohe Pōtae) in the 1908-09 financial 

year.856 These included cough mixture, anti-fever medication, anti-diarrhoea powder for 

children, worm syrup, skin ointments, and two medications specifically for adults.857 In a 

change from the nineteenth century practice, however, it was now recognised that teachers 

needed guidance in dispensing medicine. Valentine argued in 1909 that it was necessary to 

issue a set of ‘stock medicines for various ailments carefully labelled with directions instead 

of leaving so much to the dispensing proclivities of the Native School Teacher’.858 A list of 

instructions had in fact been produced in 1897; Valentine’s statement suggests that it was 

either not widely distributed or had been ignored by many.859 Some teachers certainly 
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continued to experiment; for example, in Kāwhia, Thomas D’Arcy Hamilton developed his 

own treatment for katipo bites, producing ‘the quickest recovery I have known’.860  

As the only person in or near Kāwhia with any kind of medical training, Hamilton spent a 

considerable amount of time dealing with sickness amongst his pupils and the wider Māori 

and Pākehā communities. In 1902, for example, an outbreak of typhoid prompted him to turn 

the school workshop into a temporary hospital. The patients remained there for over a month, 

during which they also caught mumps, and Hamilton’s sole focus during this time and for 

some time afterwards seems to have been caring for the sick.861 Other teachers also saw 

healthcare as a major part of their role. In 1911 the principal of Taharoa Native School wrote 

that: 

Where the teacher is personally interested in the children & the welfare of the pa generally, in order 
that proper supervision may be given to the patients & those in charge, it is necessary to visit them 
frequently & give practical demonstrations of what should be done for a sick patient & so educate & 
gain the people’s confidence, in fact to act as far as possible the part of a nurse.862  

This was still the situation in the 1930s, with a third of head teachers surveyed saying that the 

cases of sickness they treated each year were too numerous to mention. The remaining two 

thirds treated more than one case per week on average. Many visited sick pupils at home.863 

Schoolteachers also conducted daily hygiene inspections of their pupils, making sure their 

hands, feet and fingernails were clean. Many schools provided washing facilities for the 

pupils, and dirty children were usually ordered to wash themselves.864 Hair was also checked 

frequently for nits, and treatment for lice and skin diseases distributed. From the 1930s many 

schools had showers installed for the pupils.865 Some parents were deeply offended that their 

children had been treated for lice despite not having them, seeing the treatment as an insult. 

Universal treatment was justified as a way to prevent the spread of parasites from infected to 

uninfected children.866 Hygiene inspections occurred in all kinds of schools, but seem to have 

been more common in Native Schools. In part this was a response to the stereotype that 

Māori were dirty. An Education Department memo from 1930 stated that the Department ‘is 

                                                 

860 Kāwhia School log book, 28 May 1900, BAAA 1003/1l, ANZA. Supporting documents p180. 
861 Kāwhia School log book, 14 August to 3 October 1902, BAAA 1003/1m, ANZA. Supporting documents pp 231-9. 
862 Taharoa principal to Secretary for Education, 22 December 1911, BAAA 1001/104b 44/1/32 part 5, ANZA. Supporting 
documents pp 58-60. 
863 ‘Questionnaire: Maori Health and Hygiene’ 1934, BAAA 1001/103a 44/1/32 part 1, ANZA. Supporting documents pp 49-
56. 
864 Simon and Smith, pp 203-5. 
865 ibid., pp 206-7. 
866 ibid., p207. 



 

141 

anxious that it shall be practically impossible for anyone to make adverse comment in respect 

to the cleanliness of the children attending the Native Schools.’867 The children should 

therefore be inspected daily and strongly encouraged to be clean in person and habit, so that 

the school ‘will bear inspection at any time’.  

The Native Schools administration continued to see the schools as a means by which Māori 

children could be taught to live lives which were not only healthier but more ‘civilised’ than 

those of their parents. From 1934 emphasis was put not only on ‘habits of personal care’ but 

also ‘correct table manners and similar habitual traits which are of such importance as 

civilising factors’.868 The entire middle-class Pākehā way of life was presented to children as 

an indivisible whole.869  

6.8: Maternal healthcare 

We have seen that Māori maternal mortality was higher than that of Pākehā, although the gap 

seems to be smaller than that for many other medical problems. The Māori maternal mortality 

rate also seems to have declined in the 1930s, although there are no reliable statistics. The 

care of pregnant women and attendance in childbirth seems to have been mostly performed 

by Māori rather than by Pākehā medical professionals. The information is limited, and almost 

non-existent before the 1930s.  

In 1938, Parliament established a Committee of Inquiry into general maternal health, which 

focussed in part on the situation for Māori. This found that few Māori births were attended by 

medical professionals, except when there were complications. The Committee’s informants 

stated that Māori attendants were now more likely to call for a doctor or nurse when things 

went wrong than in previous decades. Nurses seem to have shown considerable respect for 

Māori birthing practices, perhaps due to a perception that Māori childbirth was fairly 

uncomplicated. The Committee stated that ‘it is often the practice of the nurse to allow the 

Natives to follow their own method under her supervision, and the introduction of the 

European technique is only attempted in cases where it is considered definitely necessary.’870 
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The Committee’s findings are broadly supported by the oral history work of Helena Mountain 

Harte, who interviewed 24 Māori women, mostly from Northland, who gave birth from the 

1920s to the 1940s. Hospital births were quite rare until 1940, especially after the first birth. 

Most home births were attended by relatives, frequently including fathers and husbands. Only 

six women were attended at home by medical professionals, three each by doctors and district 

nurses, and only two, one of whom had had just two children, were only ever attended at 

home by professionals.871 Those who gave birth at home had not always chosen to do so; 

some found it too difficult to get to a hospital or could not afford the fees.872 Several had their 

first baby at hospital and then chose home birth, sometimes against the advice of their 

families, because they wanted to be with people they knew, preferred traditional birthing 

methods, or trusted a relative to be midwife. The hospital birthing position, on the back with 

the legs in the air, was seen by several women as embarrassing and painful.873 In the Rohe 

Pōtae, some children were born at home because their parents wanted to ensure their 

placentas were kept to be buried in the land.874  

Amongst Mountain Harte’s interviewees, home births did not necessarily indicate a general 

rejection of western methods; one woman always visited a doctor after childbirth ‘so he can 

see if everything’s all right’, and others were attended by doctors or district nurses.875 In 

many cases family members wanted a hospital birth more than the mother herself; one 

woman avoided telling anyone that she had gone into labour so her relatives could not take 

her to hospital.876 There was considerable variation in terms of women’s preferences for 

home or hospital births. For those who preferred one or the other, a major factor seems to 

have been their first experience of hospital birth. None mentioned prejudice, but the 1938 

Committee stated that it did exist; in particular there was a stereotype that all Māori had 

infectious skin conditions, and were therefore a risk to other patients.877 For the few 

interviewees who gave birth in hospital before 1940, reasons varied, and included being told 

to go by a medical professional or family member, lack of a suitable midwife, lack of space at 
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home, and complications.878 The 1938 Committee also claimed that the availability of 

painkillers was an attraction, especially for younger women.879  

For New Zealand women in general, childbirth became increasingly medicalised in the 1920s 

and 1930s as doctors took more prominent roles and hospital births became increasingly 

common.880 Māori childbirth, particularly in rural areas such as the Rohe Pōtae, lagged 

behind Pākehā in this respect, but the trend was still present. According to official figures, the 

percentage of non-Māori mothers giving birth in hospital rose from 35% in 1920 to 87% in 

1938. By 1937 only 16.8% of Māori mothers gave birth in hospital, but this figure is almost 

certainly an increase on earlier decades.881 However it probably overestimates the percentage 

of hospital births, since these would have all been recorded, whereas many Māori home births 

would not have been.  

The provision of hospitals was the main way in which the Crown acted to improve maternal 

health for Māori and other women. As we have seen, Mountain Harte’s interviewees rarely 

gave birth in hospital before 1940, due to factors including cost, distance, and cultural factors. 

Cost would have been a problem for many women of all ethnic backgrounds, but Māori 

tended to be poorer than Pākehā and so the cost would have affected Māori more. Likewise, 

the difficulties of travelling to hospital while heavily pregnant would have affected most rural 

women, but Māori were more likely to be rural, tended to live in more isolated settlements, 

and would have had more trouble affording suitable transport. Hospital birth would have been 

unrealistic for many Rohe Pōtae women before the 1910s: Taumarunui Hospital was only 

opened in 1909, Kāwhia in 1918, and Te Kuiti in 1926, although there may have been private 

maternity hospitals before this.882 Those living near the railway could have travelled to 

Waikato Hospital, but for more isolated women this would not have been a realistic option. 

The extent to which cultural factors deterred Māori from giving birth in hospital is cannot be 

quantified. Where Mountain Harte’s interviewees mentioned this, it was generally in terms of 

birthing positions, which is arguably more a physical than a cultural factor. Many doubtless 

felt alienated and somewhat intimidated by the unfamiliar surroundings of hospital, but this 
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was also the case for many Pākehā women, most of whom would also have been unfamiliar 

with hospitals.883 Language may have been another alienating factor for Māori, particularly in 

the first decades of the century, although hospitals in and near the Rohe Pōtae may have been 

more likely than others to employ Māori speaking staff, as we know Waikato Hospital did 

sometimes.  

Apart from the provision of hospitals, government measures aimed at Māori maternity issues 

appear limited. Some attention was paid to infant welfare, for example the publication of a 

Māori language book on the subject by Māui Pomare. This seems to have included some 

information on maternal health, and was said to be very easy for mothers to understand.884 

Native Health Nurses attempted to visit all expectant Māori mothers in their district several 

times, to give them advice about diet and hygiene in particular. In some cases sterile 

equipment was also provided for use in the birth.885 District nurses presumably also attended 

pregnant Māori women and their newborns in their areas. Subsidised doctors played a part as 

well; Holland and Zobel’s returns from 1906 to 1913 do not list any maternal consultations, 

but from 1928 to 1931 nearly a sixth of de Castro’s consultations with female Māori patients 

were related to pregnancy or childbirth.886 Finally, attempts were made to use the Māori 

Councils to encourage women to seek Pākehā medical aid in childbirth, mostly by drawing 

their attention to the huge gaps between Māori and Pākehā infant mortality.887 

6.9: Hospitals 

The hospital system dramatically expanded in and around the Rohe Pōtae in the early 

twentieth century. Waikato Hospital, in 1900 the only hospital in the wider region, expanded, 

and smaller hospitals were founded in Taumarunui, Kāwhia and Te Kuiti. In addition, a 

tuberculosis sanatorium was founded in Cambridge and a psychiatric hospital opened at 

Tokanui. No statistics were located on the extent to which Māori used the general hospitals, 

but there is anecdotal evidence that they were reluctant to be admitted, especially in the 

earlier years of the century. No specific evidence was found of hospitals in or near the Rohe 
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Pōtae discriminating against Māori, although the Waikato Hospital Board regularly 

complained about having to admit Māori patients who did not pay rates towards hospital 

upkeep and were disproportionately unable to pay for their treatment. Hospitals were required 

to admit patients whether or not they could pay their bills, but the fact that hospitals did 

request payments made many Māori reluctant to use them. Other factors may have included 

language barriers and cultural insensitivity.  

As we saw in chapter three, from the late nineteenth century Waikato was the main hospital 

for most of the Rohe Pōtae. However the inquiry district was mostly outside the Waikato 

Hospital district until 1909, when the hospital district was expanded to cover nearly all of the 

inquiry district, with the probable exception of a small area south of the Mōkau River. This 

area seems to have been in the Taranaki Hospital Board district and so was covered by the 

New Plymouth Hospital area.888 Patients from Mōkau, Clifton and Awakino, in the south of 

the inquiry district, were still being treated at New Plymouth in 1914 and probably later.889 

However it is unlikely that many of them were Māori; as late as 1932, New Plymouth 

Hospital treated only 60 Māori patients, a figure which rose to 180, or seven percent of all 

admissions, in 1937.890  

The second hospital to be built in a location easily accessible from the Rohe Pōtae was 

Taumarunui, which was opened in January 1909.891 In 1911 it was taken over by the Waikato 

Hospital Board, and acted primarily as a ‘receiving’ hospital for Waikato until 1918, when the 

separate Taumarunui Hospital Board was formed.892 Taumarunui was on the railway line and 

generally more accessible from the southern Rohe Pōtae than Waikato Hospital. In 1928 its 

hospital housed between 20 and 40 inpatients daily.893  

The first hospital to be built in the Rohe Pōtae itself was Kāwhia, after ten years of local 

fundraising.894 It was built on the Te Puru pa site, which seems to have been part of the Te 
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Puru Native Township, proclaimed in 1901.895 There is reference to this land being ‘gifted’ 

for use as a hospital.896 After it opened, the hospital continued to be funded partly by local 

donations, subscriptions, and general fundraising.897 Official support for the hospital’s 

founding seems to have been the result of Kāwhia’s extreme inaccessibility. It  was said to be 

the most isolated part of the Waikato Hospital district, ‘even Raglan being better off as 

regards to communication and roads’.898 In order to get from Kāwhia to Waikato Hospital in 

1915, many patients had to be taken to the harbour, shipped across, and transferred to a buggy 

which would carry them over 38 miles of bad road to Te Awamutu, where they would be 

placed on the train to Hamilton.899 In winter the journey was said to be impossible.900  

Kāwhia was always a very small ‘cottage’ hospital, and by 1920 it was officially restricted to 

taking maternal and surgical cases only, as there was no way to keep infectious disease cases 

separate from other patients.901 However the formidable matron, Sister Mary Reidy, had a 

tendency to ignore official pronouncements which did not suit her, and treated numerous 

cases of disease in the hospital. According to an article quoted in Cummins’ history of 

Kāwhia, ‘her cures were legion and people came from all over the district to be nursed by 

her’.902   

In Te Kuiti, plans had been made for a hospital since the foundation of the Native Township 

in the 1900s. The first survey plan, from 1903, shows a 3.5 acre reserve for a hospital, 

donated by John Taonui Hetet.903 However no hospital eventuated at this stage. In the mid 

1920s the Methodist Church opened a cottage hospital for Māori in the town, but the Crown 

does not seem to have been involved with it.904 Te Kuiti Hospital was finally opened in 1926, 

after nearly twenty years of local fundraising. It was staffed by a team of nurses, and attended 
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by local GPs including de Castro.905 Like Kāwhia Hospital, Te Kuiti was initially very small, 

housing fewer than ten inpatients per day in 1928. The main hospital for the Rohe Pōtae 

continued to be Waikato Hospital in Hamilton, which took 100-200 inpatients daily.906 The Te 

Kuiti Hospital admissions register shows that at least two out of 33 patients admitted in the 

first month and a half were Māori, but patients’ ethnicities were usually not recorded and 

there were some patients with Māori names listed simply as New Zealanders.907 

In addition to the general hospitals, the Rohe Pōtae also had a psychiatric hospital, Tokanui, 

founded in 1912. It was initially intended as a ‘safety valve’ for overcrowding in other 

psychiatric hospitals, but probably housed some patients from the inquiry district.908 As was 

stated earlier, Tokanui had a significantly higher proportion of Māori patients than other 

hospitals.909 This presumably reflects the hospital’s location near large centres of Māori 

population.  

As discussed earlier in this chapter, many Māori were reluctant to seek hospital treatment.910 

This reluctance declined as time went on, but was still present to some extent in the 1930s. 

For example, Ormsby regularly spent time persuading sick Māori to go to hospital.911 

Hayman wrote that many Māori believed that people were more likely to die in hospital, 

often citing examples of others who had been admitted and then died. In many cases this was 

because the family had waited for the patient to become extremely ill before sending for help 

or allowing the admission, thereby decreasing the chances of survival.912 In 1936 Turbott, by 

this time Hamilton Medical Officer of Health, stated that Māori thought of Waikato Hospital 

as ‘a place you went to when you were dying’.913 According to Michael King, Waikato 

Hospital’s attitude towards Māori patients improved following Turbott’s arrival in Hamilton 

in 1936.914 There was a further problem in that few, if any, of Hamilton’s hotels would accept 
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Māori guests, so patients generally could not be visited by whānau, further discouraging 

admission and long-term stays.915  

There may have been additional reasons for any Māori aversion to hospitals, although there is 

very little information about Māori attitudes. Some problems were common amongst Pākehā 

as well as Māori, or more connected with poverty or isolation than ethnicity: the general 

difficulty of getting to a hospital; the reluctance of sick people to undergo the long and 

unpleasant journey; reluctance to be parted from family, especially if there were heavy 

responsibilities at home; and the feeling that the condition was either not very serious or not 

something that could be fixed in hospital. It must also be remembered that antibiotics were 

not yet available, so not only were many illnesses less treatable than they are now, but 

admission to hospital also carried a real risk of fatal infection. Māori were more likely than 

Pākehā to lack faith in the efficiency of western medicine since they believed, especially in 

the early years of the century, that some diseases were mate Māori and could not be cured by 

non-spiritual means.916 Other barriers specific to Māori included the foreignness of the 

environment and hospital practices, language barriers and, in some cases, a general distrust of 

Pākehā institutions and authorities. Some medical professionals may also have discriminated 

against Māori.917 No specific documentary evidence was located of either ethnocentricism or 

racism in any hospitals in or near the Rohe Pōtae, but this does not prove that it was not 

present. For many medical professionals at this stage, the assumption seems to have been that 

sooner or later Māori would learn to trust them and fully accept western medical aid; no 

official steps seem to have been made towards modifying hospitals to fit in with Māori 

culture.  

One thing which was almost certainly a factor in Māori hospital use was the fees charged by 

hospitals in this period. As with doctors’ fees, these were unaffordable for many Māori. In 

1928, the inpatient fees charged by Taumarunui Hospital in 1928 were nine shillings per day 

for adults and 4 shillings and sixpence for children under 12. Anaesthetic, if required, cost  

one guinea (one pound and one shilling), while x-rays cost between 10/6 and five guineas.918 

At the start of the century the typical patient remained in hospital for a month, and so, if this 
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was still typical in 1928, a patient might easily end up with a bill of more than ten pounds 

even if no anaesthetic or x-rays were required.919 This is supported by Waikato Hospital 

statistics from the late 1920s, which showed that the 583 Māori patients admitted to the 

hospital over a two year period had incurred £5,072 in fees, or an average of £8/14/-.920 At 

this time the minimum weekly wage for an adult male farm hand was £2/14/4.5.921 

Hospitals charged fees because the Crown did not fund the full cost of their upkeep and 

services. In the first decade of the century Waikato Hospital typically received about 40% of 

its funding from central government, and another 30-40% from local council rates. Patients’ 

fees made up most of the shortfall, with income from donations, subscriptions, rents and 

other sources being fairly negligible.922 Large Māori populations were a financial problem for 

hospital boards for two reasons. The first was the inability of many Māori to pay their 

hospital bills. The second, perhaps more serious problem, was that most Māori land was not 

rated, and therefore supplied no funding to their local hospital boards. This meant that if 

hospital boards such as Waikato wanted to provide a level of service similar to comparably 

sized boards, they had to increase the burden on ratepayers.  

At the start of the century, however, Waikato’s main problem was that its official catchment 

area extended only as far south as Raglan, even though, since its founding, it had been 

receiving patients from a much wider area. This meant that although the hospital was 

compelled to use resources on patients from Kāwhia and other counties, it received no money 

from their councils. After several years of agitation, the Hospital Board area was expanded in 

1909 to incorporate, amongst other counties, Waitomo, Ohura, Kāwhia, Awakino and Taupo 

West.923 At the same time, the Hospitals Act 1909 made Hospital Board membership electable 

rather than appointable by contributing local councils.924 The entire inquiry district, with the 

exception of an area south of Mōkau (in Clifton County) lay within the Waikato Hospital 

district. The increasing population of the Waikato and Rohe Pōtae meant that by 1919 

Waikato had become the fifth largest public hospital in New Zealand, as measured by number 

of patients treated per year. Ten years later it was the fourth biggest. However John 
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Armstrong’s history of the hospital argues that by the start of the century the hospitals in 

Auckland, Wellington, Christchurch and Dunedin had acquired high status in the eyes of 

medical professionals and the Crown, which made it difficult for other large hospitals such as 

Waikato to attract proportionate funding, especially for expansion.925  

Having fixed the catchment area problem, the Waikato Hospital Board turned its attention 

towards the problem of Māori land rating. In 1910 it wrote to the Prime Minister, stating that 

in Waitomo: 

over half the county was native land, [and] the European ratepayers were paying double that of those in 
more fortunate counties... a good few natives pass through the hospital annually and very few pay fees 
and it seems altogether inequitable that Maoris owing large areas of land should be practically exempt 
from hospital and local rates’.926  

As Māori became more willing to be admitted to hospital, the issue became more 

pronounced. State subsidies were higher for boards with low rateable land values per head of 

population, but Waikato and other hospital boards argued that a specific subsidy rate was 

needed for boards in districts with high Māori populations.927 In 1929 Waikato had 11,395 

Māori within its district – the largest Māori population of any hospital district – although 

since the district was a very large one, Māori only made up 11.5% of the district’s total 

population. Of the 30 North Island hospital districts, five were between a third and half 

Māori, and four were more than 50% Māori.928 The Deputy Director-General of Health 

argued that part of the problem for hospitals was the belief held by some Māori that they 

were entitled to free hospital treatment, especially if they were unable to afford the hospital 

bill.929 The hospital boards also felt – or claimed to feel – that central government had an 

obligation to pay the hospital bills of impoverished Māori. For example in 1928 the 

Taumarunui Hospital Board wrote to the Health Department asking whether it would pay the 

cost of sending a Māori tuberculosis patient to a sanatorium.930 They were informed that the 

                                                 

925 Armstrong, Under One Roof, p59. 
926 Wright-St. Clair, Cottage to Regional Base Hospital, p31. 
927 von Keisenberg, p139; Wright-St. Clair, Cottage to Regional Base Hospital, pp 44, 58.  
928 Return showing Population in each Hospital District, 1929, H1 1873 54/24, ANZW. Supporting documents pp 951-3. 
929 Deputy Director General of Health to Minister of Health, 19 September 1922, H1 1873 54/24, ANZW. Supporting 
documents pp 946-7. 
930 Managing Secretary, Taumarunui Hospital Board to Director General of Health, 22 May 1928, H1 1873 54/24, ANZW. 
Supporting documents p948. 



 

151 

board should ‘accept responsibility for sending a Maori to Pukeora [Sanatorium] as much as 

it would in the case of a European.’931 

A Hospital Boards conference at Hamilton in 1929 addressed the issue of funding for Māori 

patients. It was reported that in the two previous years Waikato had treated 583 Māori 

patients, who had collectively incurred fees of £5,072. Of this, only £428, or 8.4%, had been 

paid.932 The conference sent a deputation to the Prime Minister and Minister of Health, and 

Campbell Johnstone of the Waikato Hospital Board told the Ministers that: 

He was quite sure that all the Boards liked to do their best for the natives, and that none of them wanted 
to do them the slightest injustice, but he did think that these people were getting more consideration in 
many ways than they were entitled to get if they were placed on the same basis as the Europeans... In 
the Waikato Hospital District one sixth of the population were natives and that meant that the European 
population had to keep that one sixth as far as medical treatment went... If they were not able to pay we 
would not ask them to pay, but they have land.933 

Prime Minister Joseph Ward replied that although he was sympathetic to the boards, there 

was little he could do as the government had no spare money. Moreover, he said, ‘if the 

Maoris were not paying for hospital attention, they ought to pay’.934  

A Committee of Inquiry into the rating of Māori lands looked into the issue in 1933, but no 

action was forthcoming.935 In the year ended 31 March 1935, Māori had incurred £9,368/4/9 

worth of Waikato Hospital Board fees, and paid £1813/15/5 of them (19%). Of these fees, 

£92/12/6 had been incurred at Te Kuiti Hospital and £26/9/9 paid (28%), and £207/18/- at 

Kāwhia Hospital, of which £13/16/6 (6%) had been paid.936 Many Pākehā patients also failed 

to pay their hospital fees, although hospital boards generally recovered a far higher 

percentage of Pākehā patients’ fees.937 

Asked to comment on the issue, Native Minister Āpirana Ngata acknowledged that Māori 

generally did not contribute to hospital boards through rates.  
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But it may be asserted that those [hospital districts with the biggest Māori fee burden] are the very 
districts which historically have suffered most and are suffering most in regard to their lands... Waikato 
is the district that suffered most severely from Confiscation, and only in a less degree is the same true 
of Whakatane and Opotiki. The state has not yet meted out justice to the Native population there.938  

He also pointed out that the fee burden had increased because the Crown had encouraged 

Māori to abandon their tohunga and other traditional ways and use the hospitals. ‘In 

infectious cases the Health Officers and local body Health Inspectors force Maori patients 

into the hospitals without regard to their ability to pay the fees.’   

The Waikato and Taumarunui Hospital Boards had arrangements with several iwi whereby 

iwi members would receive free or subsidised hospital treatment. Ngāti Whakaue received 

free treatment at Rotorua Hospital because they had donated the land on which the hospital 

stood.939 The Tūwharetoa and Te Arawa Trust Boards set up an arrangement akin to the 

friendly societies used by many Pākehā: the iwi boards paid the Hospital Board several 

hundred pounds per annum and in return iwi members received free treatment.940 No Rohe 

Pōtae iwi appears to have entered into any such arrangement.   

6.9.1: Tokanui 

Tokanui psychiatric hospital was opened in 1912, and initially consisted of a house which 

sheltered four patients and two staff. It was quickly expanded, with five wards added in the 

first few years.941 More were added during the 1920s.942 As stated earlier, Tokanui had a 

higher proportion of Māori patients than other psychiatric hospitals, but they were still a very 

small minority. Until some point in the 1920s, all Tokanui patients were transfers from 

Porirua Hospital near Wellington.943  

6.10: Isolation and transport 

A major barrier to Crown provision of all health services in the Rohe Pōtae was the isolation 

of many settlements. This was a problem for Pākehā as well as Māori. In 1908 an Awakino 

resident wrote to Valentine asking for a nurse to be stationed in the district. He stated that ‘the 

nearest doctor is at Waitara over 50 miles away while from Waikawau and some inland parts 
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the distance is much greater’.944 As we 

have seen, Kāwhia’s extreme isolation was 

a key reason for it being granted a cottage 

hospital.  

By the 1900s Waikato Hospital had an 

ambulance, but since it was horse-drawn it 

was probably of limited help to isolated 

patients.945 In 1903 it was used to pick up a 

forestry worker with a compound fracture 

who had been injured near Mangapehi, 

carried to the railway line, and taken by train to Hamilton. The injury had occurred at 10am 

on a Friday and the patient was met by the ambulance at 2am on Saturday.946 The hospital’s 

first motor ambulance was purchased in 1915, but in 1921 Te Awamutu residents were 

complaining about the lack of an ambulance to take them to Hamilton, suggesting that the 

ambulance covered a fairly small area.947 Road travel to hospital was difficult regardless of 

the transport available, since many roads were unmetalled, and would remain so for some 

time.948 In 1913 many areas were accessible only by pack horse,949 and a map in the 1930 

AJHR shows that nearly all roads in the inquiry district were fourth class (the lowest 

quality).950  

In urgent cases which did not require hospital treatment, patients were typically visited at 

home by a doctor or nurse. Māori homes were said to be particularly difficult to reach as 

many lacked road access.951 Apart from the difficulty in getting the doctor or nurse to the 

patient, there was also the difficulty of making contact in the first place. Lack of a telephone 

was therefore a major barrier to medical assistance in urgent cases. In 1927 the Kāwhia 

telephone exchange operated only eight hours a day, although in 1930 this was extended to 
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7am to 9pm six days a week.952 Most isolated Māori communities would probably have been 

without a telephone, although in some areas they were able to use other people’s phones in 

emergencies.953  

6.11: Conclusions 

Raeburn Lange argues that the Māori response to the expansion of the public health system in 

this period was generally very positive. Some Māori were apathetic or hostile, particularly 

when traditions were challenged, but most were eager to reverse the population decline of the 

previous century and stop the spread of disease.954 This response indicates that many Māori 

welcomed state provision of health services, and suggests that better and more accessible 

coverage would have been desired. It also suggests that, for many Māori, any problems of 

cultural insensitivity on the part of health professionals were outweighed by the perceived 

benefits of their services.  

There was clear room for improvement in the provision of public health services to Māori. In 

particular, efforts to combat tuberculosis could have involved closer attention to Māori far 

earlier than was the case, considering that they were known to have a very high rate of the 

disease. Funding for Māori health programmes could have been more consistent and more 

generous, although to a certain extent consistency also depended on the availability of Māori 

medical professionals. More could have been done to recruit and retain such professionals, 

especially by the hospital boards. More support, financial and logistic, could have been given 

to the Māori Councils in their health work. Better-funded councils would have been a 

relatively cheap way to improve the sanitation and health of Māori communities, and could 

also have improved the collection of Māori health statistics. 

By the standards of the time, however, provision of health care for Māori does not seem 

deficient overall. If we compare the position of Māori to that of impoverished Pākehā, Māori 

were arguably advantaged in several ways. Most obviously, the Native Medical Officer 

system meant that some Māori could visit some doctors for free; this was not an option 

available to Pākehā unless their doctor decided to be charitable. In addition, for more than 

half of the 1900 to 1938 period, Māori had a division within the Health Department 
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specifically devoted to their health and wellbeing. This division was usually under-funded 

and under-staffed, but its existence ensured that Māori health issues were given some 

attention at all times during the division’s existence. Other disadvantaged groups such as the 

urban poor lacked this official advocacy within the Department. The Native Health Nurse 

system was another scheme dedicated specifically to improving Māori health, although it was 

never as extensive as it could have been. 

Many shortcomings of early twentieth century health care were as bad for some Pākehā as for 

Māori. More Pākehā than Māori were able to pay hospital and doctors’ bills, but this would 

have been little comfort to those Pākehā who had to go without treatment. Access to medical 

aid was difficult for rural people of all ethnicities, although Māori tended to be more isolated 

and less likely to have access to transport. Most importantly, no one at this stage had access 

to antibiotics or other effective treatments for deadly diseases such as tuberculosis, typhoid or 

influenza.  

We saw in chapter four that Māori health was generally very poor in the early twentieth 

century. Compared to Pākehā, life expectancy was low, infant mortality was high, many 

diseases were prevalent, and epidemics took a disproportionate toll. There is an extent to 

which more and better healthcare could have improved matters. The tuberculosis death rate 

could probably have been lowered more and earlier, for example. However most of the 

disparity between Māori and Pākehā health had little to do with health care as such. Māori 

were not getting sick because they had difficulty accessing medical care, since medical care is 

only of use once a patient becomes sick. Māori were getting sick because they were 

disproportionately likely to live in overcrowded, damp, and ramshackle housing, to be unable 

to afford a sufficient or healthy diet, and to live in settlements without piped water or a 

sewage system, to name only the most important factors. It was improvements in these areas, 

dealt with in the previous chapter, which would have led to the biggest improvements in 

Māori health. Better access to medical care would have helped, even within the constraints of 

contemporary medicine, but inadequate medical care was not the fundamental problem 

behind poor Māori health.  
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CHAPTER 7: MĀORI DEMOGRAPHICS AND HEALTH, 1938 TO 1990 

In his book Te Iwi Maori, Ian Pool describes the four-stage ‘transition theory’ of 

demographics. This argues that from the late eighteenth century, populations began to go 

through a demographic transition. The first stage was characterised by high fertility but also 

high mortality, resulting in low levels of natural growth. The second was characterised by 

continuing high fertility but declining mortality, resulting in accelerated rates of population 

growth. In the third stage fertility and mortality both decline, resulting in slowed rates of 

natural increase, and in the fourth stage rates of natural increase return to the levels of the 

first stage, but this time because of low or very low fertility and very low mortality.955 For 

Māori, the second stage began in the early twentieth century and continued until about the 

early 1960s. The third stage was traversed fairly quickly, and Pool considers that Māori had 

reached the fourth stage by 1990.  

Pool also writes that between 1945 and the 1980s, ‘Maori society underwent a transition in 

every demographic variable’.956 The most important changes for the purposes of this report 

were a rapid decline in mortality, due to an epidemiologic transition, and a dramatic fall in the 

birth rate. Trends of lesser relevance include rapid urbanisation and an accompanying 

industrial transformation. This section will show how Māori health and demographics 

changed during this period, with as much reference as possible to regional data. 

Unfortunately there is virtually no health data specifically on the Rohe Pōtae inquiry district 

during this period, and even data on wider regions is very limited.  

Despite the dramatic improvements in Māori health and demographics, in 1990 there were 

still significant gaps between Māori and non-Māori rates of mortality and most disease rates. 

The overall state of Māori health was not known to the Crown until the early 1960s. Before 

this it was known that Māori had higher rates of some diseases, particularly tuberculosis, but 

it was thought that because Māori had a young age structure they were not particularly 

vulnerable to cancer and other degenerative diseases.957 From 1960 various comparative 

studies were undertaken, showing that Māori health statistics were generally worse than those 
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of Pākehā when adjusted for age.958 In 1984 researchers discovered that Māori health was 

also worse than that of Pākehā even when adjusted for social class, showing that poverty was 

not the main or even primary factor behind Māori ill health.959 The Crown’s collection of 

health data improved throughout the twentieth century, but much of the important work, in 

the 1980s in particular, was carried out by academic researchers rather than employees of the 

Health Department.  

7.1: Sources 

Statistical information is generally much more accurate and readily available in this period 

than in earlier decades. By the 1950s nearly all 

Māori births and deaths were officially 

recorded, and causes of death were more likely 

to be accurately noted. Collection of health 

statistics improved, and from 1950 these were 

published in detailed annual reports. In some 

cases there are regional statistics available, 

although usually only by health districts. The 

most relevant health district for this report, 

Hamilton, did not cover the southernmost part 

of the inquiry district, which was partly in 

Wanganui and partly in New Plymouth. The 

Hamilton health district also covered large 

areas not in the inquiry district, including 

Waikato and the Coromandel (Map 5). This 

makes it difficult to determine the state of 

health of Māori within the inquiry district even 

when regional statistics are available.  

Māori tended to have more contact with health services than previously, and their health 

problems were therefore more likely to be recorded. Māori census forms and reports also 
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became more detailed. These positive trends were counterbalanced somewhat by the 

tendency of the state and health authorities during this period to try to ‘mainstream’ Māori 

within the health service and state services more generally. As a result, many published health 

statistics are not differentiated by ethnicity. In addition, as Māori and Pākehā came to live less 

separate lives, and New Zealand’s ethnic composition became more diverse, ethnic 

categorisation became more difficult. In 1938 the composition of the non-Māori group was 

almost entirely Pākehā, but was much more ethnically diverse by 1990. From the 1970s 

Pacific Islanders were sometimes separated out from this group, but not consistently. Even 

more problematically, the standard definition of ‘Māori’ during this period was half or more 

Māori ‘blood’. This meant that many people who identified as Māori were not considered 

Māori for most statistical purposes, particularly in the later decades of our period. This almost 

certainly led to underestimation of the gaps between Māori and non-Māori rates of mortality 

and ill-health.960 There were also reported problems with ethnic classifications on death 

certificates, which in many cases led to Māori deaths being registered as non-Māori. This too 

would lead to an underestimation of Māori mortality.961  

7.2: Death rates, 
survivorship and life 
expectancy 

During the middle years of the 

twentieth century the Māori 

population underwent huge 

change in terms of mortality. One 

way of illustrating this is via a 

graph showing Māori and non-

Māori death rates from 1938 to 

1980.962 (Graph 5) We can see 

that the two populations had very 

                                                 

960 E.A. Mitchell and R. Scragg, ‘Observations on ethnic differences in SIDS mortality in New Zealand’, Early Human 
Development, 38 (1994), pp 152-3; Eru W. Pomare and Gail de Boer, Hauora: Maori Standards of Health: A study of the 
years 1970-1984 (Wellington: Medical Research Council, 1988), pp 25-6. 
961 Patrick Graham, Rodney Jackson, Robert Beaglehole and Gail de Boer, ‘The validity of Maori mortality statistics’, New 
Zealand Medical Journal, 22 March 1989, pp 124-6.  
962 From AJHR 1939 to 1955, H-31; Report on the Medical Statistics of New Zealand,  1956 to 1957, and 1963; Annual 
Report of the Medical Statistician on the Medical Statistics of New Zealand, 1958 to 1962;  Medical Statistics Report Part I: 
Mortality and Demographic Data, 1964 to 1971; Mortality and Demographic Data, 1972 to 1980. All these sources except 
AJHR henceforth abbreviated as NZMS or NZMS: Mortality.  

GRAPH 5: ALL AGES (CRUDE) DEATH RATES PER 10,000 

POPULATION, 1938 TO 1980.  
Sources: AJHR 1939 to 1955, H-31; NZMS and NZMS: 
Mortality, 1956-1980. 
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different patterns of death. The non-Māori rate fell slightly and very gradually during this 

period, whereas the Māori rate began at more than double the non-Māori rate, before halving 

between 1941 and 1953, and then continuing to drop. In 1958 the Māori death rate fell below 

that of non-Māori, and by 1980 it was just over half the non-Māori rate. At first glance, this 

gives the impression that in 1980 Māori were not only far healthier than they had been in 

1938, but also twice as healthy as non-Māori. This was not the case. The dramatic drop in 

Māori mortality was caused by huge improvements in Māori health, but the key difference 

between the Māori and non Māori populations from the 1960s was age structure.  

The death rates used to create the mortality rate graph show the number of Māori and non-

Māori who died in a particular year, divided by that group’s total population in ten thousands. 

Demographers call these crude death rates, meaning that they pay no attention to the age at 

which deaths occur. In reality, however, it is clear that deaths have different health 

implications at different ages. A high mortality rate is natural and inevitable amongst the 

elderly, but much more worrying amongst children. Because of this, age structures can distort 

mortality statistics. A population with a high percentage of elderly people should have a 

higher death rate than one with few elderly, simply because no one lives forever and even 

healthy elderly people have a much higher chance of dying in a particular year than do 

younger people. However a high percentage of elderly people is generally a sign of a healthy 

society, even though such a society will have a higher death rate than one with a younger 

population. In societies in which death is concentrated at the older ages, crude mortality rates 

are therefore of limited use when trying to establish how healthy a population is, and can be 

very misleading when comparing two populations with very different age structures. 

As we will see in more detail below, in the mid twentieth century the Māori population had 

an extremely young age structure compared to Pākehā. It had changed somewhat by 1990, 

but the Māori population was still younger on average. This means that crude death rates 

cannot tell us whether differences in mortality rates were due to differences in health or in 

age structure. One easy way to find out is to use age-specific mortality rates. These first 

become available in the form of infant mortality rates, but infant mortality is important 

enough to be addressed separately, as will be done below. At this point it is sufficient to say 

that between the late 1930s and early 1960s there was a dramatic drop in the Māori infant 

death rate, which contributed significantly to the overall drop in mortality rates. Age-specific 
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death rates for all ages are available for the years 1950 through to 1987, and these show 

improvements at all ages, but especially during childhood.963 (See Appendix) Mortality rates 

for ages one to 14 were much higher for Māori than non-Māori in 1950 – up to eight times 

higher for females – but rapidly declined. The gap between Māori and non-Māori closed 

despite the non-Māori rate also declining, and from 1978 to 1987 the Māori rate was lower on 

average than non-Māori for females aged one to nine and for males aged one to 24. 

Improvement was slower at ages 25 to 34, and the gap had not completely closed by 1987, 

although it did come close. At ages 35 to 74 the gap remained wide, especially for women, 

despite significant improvements. At ages 75 and above, however, the gap was much 

narrower, and from 1978 to 1987 gender-specific mortality rates were almost identical on 

average. The smaller mortality gap amongst those aged 75 and over perhaps indicates that the 

few Māori who survived to old age in the twentieth century tended to be extremely hardy. 

Another way in which to analyse health levels and the effects of ill health is to discover the 

number of years at risk. This gives more ‘weight’ to the death of a child than a middle-aged 

person, which in turn has more weight than that of an elderly person. This is not to suggest 

that elderly people are worth less, simply to point out that someone who dies at age 80 has 

lost few potential years of life whereas someone who dies as an infant has lost many decades. 

In the early 1980s a team of health researchers led by Neil Pearce used this principle to 

calculate age-standardised rates of ‘person-years at risk’ for men of different ethnic groups.964 

Based on data from the years 1974-78, they calculated that Māori men were losing 78% more 

years than Pākehā men. Māori also lost more years from every specific disease group. The 

difference was least pronounced for coronary heart disease and cancer, which the researchers 

described as ‘the diseases of affluence which have relatively weak social class gradients.’965 

A similar method counts the number of years lost before the age of 65. From 1984 to 1987 

this shows that in relation to total population, Māori men lost 34% more years than non-

Māori men, and that Māori women lost 56% more years than non-Māori women.966  

Pearce’s team also adjusted their data for social class based on occupation, finding that even 

within each class Māori had significantly higher mortality rates than Pākehā. Māori mortality 

                                                 

963 NZMS: Mortality, 1964, 1970, 1980 and 1987. 
964 Pearce et al., ‘Mortality and social class in New Zealand III’, pp 31-5. 
965 ibid., p32. The point of comparison was non-Māori and non-Pacific Islander rather than Pākehā, but since this group was 
overwhelmingly Pākehā the distinction is very minor.  
966 NZMS: Mortality, Potential years of working life lost, 1984-87.  
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rates within the highest class were worse than Pākehā mortality rates in every class except the 

lowest.967 This means that high Māori male mortality rates could not be ascribed solely or 

even primarily to socio-economic marginalisation, at least as far as job status and income 

were concerned. The researchers found that only 18% of the excess Māori male mortality was 

attributable to social class.968 In another paper Pearce cautioned that this may underestimate 

the impact of social class, particularly in terms of income. For example, Māori at this time 

tended to have larger families than non-Māori, meaning that income would be spread thinner 

per person. However he concluded that even if social class caused double the 18% estimated 

excess mortality, this still leaves more than half of excess Māori male deaths not attributable 

to social class.969 A follow-up paper showed that by the late 1980s Māori male mortality rates 

had declined by 25% even when adjusted for social class, compared to 11% for non-Māori.970 

The percentage of excess Māori mortality attributable to social class had meanwhile 

increased to 30%. The researchers pointed out that the social class divisions they used had 

little meaning in traditional Māori society, but argued that they did provide a rough measure 

of socio-economic factors.971  

A similar study covering the 1980s and 1990s found similar results. Mortality amongst high 

income Māori was similar to that amongst low income non-Māori. Both ethnic groups 

showed similar patterns of mortality in relation to income and social class, but Māori 

consistently had higher mortality than non-Māori of the same income and social class 

groups.972 The study also found that an increase in disparities between Māori and non-Māori 

mortality during the 1980s and 1990s was generally not explained by socio-economic 

inequalities such as differing rates of income, housing status, and education.973 

                                                 

967 Pearce et al., ‘Mortality and social class in New Zealand III’, p33. 
968 ibid.. 
969 Allan H. Smith and Neil Pearce, ‘Determinants of difference in mortality between New Zealand Maoris and non-Maoris 
aged 15-64’, New Zealand Medical Journal, 97, 749 (22 February 1984), p107. 
970 Neil Pearce, Eru Pomare, Stephen Marshall and Barry Borman, ‘Mortality and social class in Maori and non Maori New 
Zealand men: changes between 1975-7 and 1985-7’, New Zealand Medical Journal, 106, 956 (26 May 1993), p194. 
971 Pearce et al., ‘Mortality and social class in Maori and non Maori’, pp 195-6. 
972 Jackie Fawcett, Tony Blakely, Bridget Robson, Martin Tobias, Ricci Harris and Natalie PakiPaki, Decades of Disparity 
III: Ethnic and Socioeconomic inequalities in mortality, New Zealand 1981-1999 (Wellington: Ministry of Health, 2006), pp 
17-19, 40. 
973 ibid., pp 49-50. 



 

162 

Another way of measuring 

Māori population health via 

death rates is to examine the 

rates of survivorship within the 

cohort of babies born in a 

particular year. A study of 

survivorship rates by Pool and 

Cheung show that they 

improved significantly in the 

mid twentieth century.974 Of 

the cohort born in 1891, only 

21% of Māori males and 17% 

of Māori females survived to 

the pension age of 65 in 1956, 

compared to more than half of 

non-Māori males and two-

thirds of non-Māori females. 

For the cohort born in 1926, 

the percentages surviving to 65 

in 1991 were 43.3% of Māori 

males, 48.8% of Māori 

females, 72.3% of non-Māori 

males and 81.6% of non-Māori 

females (Graph 6). Amongst 

the younger generations the improvement was more pronounced. Of the cohort born in 1936, 

nearly 25% of Māori boys and 20% of Māori girls died before their twentieth birthdays in 

1956, compared to around five percent of non-Māori children. Of those born in 1971, 

however, fewer than five percent of Māori children failed to reach 20 in 1991. The non-Māori 

percentage was lower, but not by much. (Graph 7) Improved survivorship rates did not result 

in an increased proportion of elderly people, due to continued high fertility rates and 

improved survivorship in subsequent generations.  

                                                 

974 Pool and Cheung, pp 131, 134-5. 

GRAPH 7: PERCENTAGE OF SURVIVORS TO AGE 20 BY 

YEAR BORN, 1936 TO 1971.  
Source: Pool and Cheung, pp 131, 134-5.  

GRAPH 6: PERCENTAGE OF SURVIVORS TO AGE 65 BY 

YEAR BORN, 1891 TO 1926.  
Source: Pool and Cheung, pp 131, 134-5.  
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The life expectancy gap also narrowed. According to Statistics New Zealand, between 1950 

and 1992 life expectancy at birth increased by 31% for Māori females and 26% for Māori 

males, compared to nine percent for non-Māori females and seven percent for non-Māori 

males.975 Comparisons over time should be treated with caution due to changes in ethnicity 

definition and the 

increased ethnic variation 

of the non-Māori group. 

However these figures 

are still a useful rough 

guide. The gap between 

the two ethnic groups for 

males dropped from 14.3 

years in the years 1950-2 

to 5.4 in 1990-2, and for 

females from 16.6 to 

6.2.976 (Graph 8) 

Examination of life 

expectancies at various 

ages shows two periods of significant improvement for Māori. The first was from the early 

1950s to mid 1960s, during which Māori life expectancy at birth increased significantly, both 

relative to non-Māori and in absolute terms, but life expectancy at other ages did not improve 

significantly for any group. This reflects a decrease in infant mortality, which will be 

discussed later in this chapter. The second period of improvement was from the early 1970s 

to mid 1980s, during which time life expectancy increased for all groups at all ages, but for 

Māori more than non-Māori except at age 65, when rates of improvement were very similar. 

The overall trend during the 1950 to 1992 period was for differences in life expectancy to 

decline, although this was reversed between 1965-7 and 1970-2, and again between 1985-7 

and 1990-2. This later reversal was the beginning of a longer period of increased disparity 

from the mid 1980s until at least 2000, while the earlier one may simply be due to changes in 

the ethnicity question in the 1971 census.977 

                                                 

975 Statistics New Zealand, New Zealand Life Tables: 2005-07 (Wellington: Statistics New Zealand, 2009), p14. 
976 ibid., p15. 
977 Ajwani et al., p47. 

GRAPH 8: LIFE EXPECTANCY AT BIRTH, 1950 TO 1992. 
Source: Statistics New Zealand, New Zealand Life Tables: 2005-07 
(Wellington: Statistics New Zealand, 2009), p14. 
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In summary, Māori chances of survival increased dramatically between 1938 and 1990. This 

was the case at all ages, and in relation to non-Māori as well as in absolute terms. Mortality 

rates declined and survivorship and life expectancy increased, although gaps remained at ages 

after childhood and before old age. Some of the remaining gap can be explained by socio-

economic disadvantage, but this does not account for all of the disparity.  

7.3: Fertility and age structures 

From the late 1940s figures for Māori birth rates become fairly reliable. The main reason for 

this is that in 1946 the family benefit became available to all parents upon provision of 

children’s birth certificates. This did not significantly affect non-Māori birth registration, 

which was already nearly universal, but did give Māori added incentive to register their 

children’s births. This is indicated by a sudden increase in 1946 of registrations of Māori 

births, a quarter of which had in fact occurred before 1945.978  

Throughout the period from the late 1930s until the 1980s, the Māori birth rate was far higher 

than the Pākehā rate.979 (Graph 

9) In the 1940s it was more than 

double, and it remained about 

1.8 times higher until the early 

1970s. From this point there was 

a significant drop in the Māori 

birth rate, both in absolute terms 

and in relation to the Pākehā 

rate, which also fell. In just four 

years, from 1971 to 1975, the 

Māori birth rate fell by more 

than a quarter, and between 

1960 and 1980 it decreased by 

more than half. These figures 

are based on a definition of ‘Māori’ which excluded anyone of less than half Māori ancestry. 

This would tend to exclude many people who consider themselves to be Māori, especially 

                                                 

978 Statistics New Zealand, A History of Survival, p14. 
979 Birth rates taken from AJHR H-31 to 1962 and NZMS and NZMS: Mortality thereafter.  

GRAPH 9: BIRTH RATE PER 1,000 POPULATION, 1938 TO 

1983. 
Source: AJHR H-31 to 1962 and NZMS and NZMS: Mortality 
thereafter. Spike in 1946 due to registration of prior births.  
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younger people in more recent decades. The 1991 census listed people under multiple 

ethnicities, and the figures for that year show that 18.2% all people whose ethnicity was 

solely or partly Māori were aged under five, compared to 7.1% of other New Zealanders. 

This suggests that the decline in the Māori birth rate may be overstated, at least if the broader 

definition of Māori is used.  

Throughout the 1938 to 1990 period, relatively high birth rates, even in the 1980s, combined 

with low life expectancy to produce a very young Māori population. The 1951 census 

recorded that 18.5% of the Māori population was aged under five years old. In 1961 under 

fives made up just over 20% of the total Māori population, but by 1971 this percentage had 

fallen to 16.9%, and by 1981 

to 12.6%. In 1951 and 1961 

the percentage of under fives 

in Otorohanga, Kāwhia and 

Waitomo counties was 

similar to the national level, 

but in 1971 and 1981 it was 

significantly lower, being 

more similar to the local and 

national non-Māori 

percentage in 1981. The 

national non-Māori 

population had a far smaller 

percentage of under fives 

than the Māori population 

throughout this period, but in 1951 percentages were higher for Rohe Pōtae non-Māori than 

for the local and national Māori population. The percentage of under-fives in all groups 

dropped from 1961 (Graph 10).  

Pool describes the rapid drop in the Māori birth rate as ‘one of the world’s most rapid 

reproductive revolutions’.980 Proper exploration of the reasons for this revolution is outside 

the scope of this report, but Pool argues that the main causes were the earlier decline in 

                                                 

980 Pool, Te Iwi Maori, p170. 

GRAPH 10: PERCENTAGE OF POPULATION AGED UNDER 

FIVE, 1951 TO 1981. 
Source: Census reports. ‘TRP’ is Otorohanga, Kāwhia and 
Waitomo counties in 1951, Otorohanga and Waitomo counties 
thereafter.  
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mortality, and urbanisation.981 Despite urbanisation being a factor in the fertility decline, the 

decline was more pronounced in rural than urban areas. In 1976 the urban fertility rate was 

60% of what it had been ten years earlier, while the rural fertility rate was just 36% of what it 

had been. This was partly due to the differing age structures of rural and urban Māori 

populations, but the disparity remains even when this is taken into account. In 1966 the age-

adjusted urban fertility rate was 61% of the rural rate, but by 1976 it was 131%.982 In the 

Waikato hospital district, the Māori fertility rate increased slightly from 1964 to 1971. In the 

more rural Taumarunui district, the rate decreased significantly in the same period.983  

Within this overall pattern, there were significant differences according to age group, 

including a relative increase in Māori childbearing at young ages. In 1962 the highest Māori 

fertility was in the 25 to 34 age group, followed by 15 to 24. By 1971 the fertility rate of the 

younger group had declined only slightly, but that of the older group had declined much 

more, making the younger group the most fertile. By 1982 the fertility of both groups had 

declined significantly but the younger group was still the more fertile. Fertility rates for the 

35 to 44 age group were consistently much lower than either of the other two.984 Within the 

15 to 24 age group, fertility was higher in the 20s than the teens, but rates of teenage 

childbirth were still very high compared to Pākehā and to most groups in other industrialised 

countries.985 Pool points out that ‘teenage fertility puts both the mother and baby at risk, not 

only in health terms, but also for schooling and employment’.986 Babies born to teenage 

mothers in the years 1981 to 1983 were 40% more likely to be underweight at birth.987  

                                                 

981 ibid., p173. 
982 ibid., p186. 
983 NZMS: Mortality, 1969, p19 and 1971, p23. 
984 Pool, Te Iwi Maori, p166. 
985 ibid., pp 167-8. 
986 ibid., p168. 
987 Barry Borman, Gail de Boer and James Fraser, ‘Risk factors for low birthweight in New Zealand, 1981-83’, New Zealand 
Medical Journal (14 March 1990), p93. 
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As a consequence of high 

fertility and relatively low 

life expectancy, the 

percentage of people aged 

65 and over in the national 

Māori population was 

consistently low, barely 

rising above two percent 

between 1951 and 1981. 

(Graph 11). In 1991 the 

percentage of the Māori 

population aged 60 and 

over was recorded as 5.5. 

In part the increase from 

1981 is due to the increased age range, now including those aged 60 to 64, but also suggests 

that the problems of definition mentioned earlier disproportionately affected the old as well 

as the young. The Māori percentage was still less than a third of the non-Māori percentage. In 

1971 and 1981 the percentage of over 64s in the Otorohanga and Waitomo counties Māori 

population was somewhat higher than for the national Māori population, perhaps as a 

consequence of the lower percentages of young children in those areas. 

7.4: Migration 

During the decades covered in this section, the national Māori population shifted from being 

mostly rural to mostly urban. This was initially driven almost entirely by Māori in response to 

economic and social stimuli: in particular the attraction of work and excitement in the cities 

and larger towns. However from the 1950s some government policies also encouraged Māori 

to move away from rural areas with limited employment prospects.988 The extent of 

urbanisation within the Rohe Pōtae is difficult to measure, but there was movement from the 

most rural parts of the inquiry district to the regional centres of Te Kuiti and Otorohanga, as 

well as to urban centres outside the district.  

                                                 

988 G.V. Butterworth, Maori Affairs: A Department and the People who made it (Wellington: Iwi Transition Agency, 1990), 
p99. 

GRAPH 11: PERCENTAGE OF POPULATION AGED 65 AND OVER,
1951 TO 1981. 
Source: Census reports. ‘TRP’ is Otorohanga, Kāwhia and Waitomo 
counties in 1951, Otorohanga and Waitomo counties thereafter. Drop 
in TRP non Māori percentage in 1961 due to increase in total non 
Māori TRP population combined with stagnant elderly population.  
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On a national level, the 

migration of Māori from 

rural to urban areas began 

during World War II. In 

1936, 89.1% of Māori 

lived in counties (not 

counting internal boroughs 

and town districts). By 

1945 the percentage had 

dropped to 82.1%, and 

between 1951 and 1971 

the percentage of Māori 

living in counties fell from 

79.5% to just 33%. When 

we consider that birth rates 

in the counties were still very high for most of this time, the amount of movement is 

remarkable. In the core Rohe Pōtae counties of Kāwhia (abolished in the late 1950s), 

Otorohanga and Waitomo, the majority of Māori and non-Māori remained rural until at least 

1981, but even here the percentages living in the main towns of Otorohanga and Te Kuiti 

rose. In 1951 only 10.1% of Māori in these counties lived in the two main towns, compared 

to 30.7% of non-Māori. By 1971 the percentages had changed to 29.3 and 32.9% (Graph 12).  

There was a fairly high degree of mobility within the Rohe Pōtae. In 1962 public health 

officials reported that in the Benneydale area most of the population was ‘very nomadic 

moving almost annually... This adds to the work and makes follow-up difficult’.989 National 

and local figures are somewhat difficult to compare as in some years smaller towns such as 

Kāwhia and Piopio were counted in census totals as non-rural. In order to provide a 

consistent comparison for the Rohe Pōtae between years, people in these towns have been 

added to the local rural total, thereby slightly inflating the rural percentages for the Rohe 

Pōtae, as compared to those for the national population. Nevertheless it is clear that the Māori 

were urbanising within the Rohe Pōtae as well as on a national level.  

                                                 

989 Little to Head Office, 16 November 1962, BCAA 1990 558a 20/14, ANZA. Supporting documents p318. 

GRAPH 12: PERCENTAGE OF POPULATION LIVING IN RURAL 

AREAS, 1951 TO 1981.  
Source: Census reports. ‘TRP’ is Otorohanga, Kāwhia and Waitomo 
counties in 1951, Otorohanga and Waitomo counties thereafter. 
Within TRP, ‘rural’ includes all population except Te Kuiti and 
Otorohanga. On a national level, ‘rural’ is the county population. 
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The shift from rural areas to towns would have had two major impacts on health. The first 

was to bring people closer to medical services such as doctors and hospitals. This would have 

made it easier to access treatment and advice. The second impact would have been lifestyle 

change. Shifting away from ancestral lands in rural areas to small, often rented, properties in 

towns would have led to numerous changes, for example decreased access to wild foods and 

increased access to processed foods; different occupations; possibly reduced contact with 

extended family and with marae; increased exposure to Pākehā lifestyles, particularly at the 

working class level; and reduced exposure to te reo Māori and other aspects of Māori culture. 

These changes would have had numerous effects on physical, mental and spiritual wellbeing, 

many of which will be discussed in the next chapter. Because of these lifestyle changes it is 

sometimes stated that Māori patterns of ill-health are those of migrant populations, the 

migration being rural to urban.990 Unfortunately there are few studies from this period 

comparing the health of Māori in rural and urban areas, and so it is difficult to know whether 

rural Māori escaped any of the health problems of their urban relatives.  

7.5: Family structures 

The 1971 and 1976 censuses showed that nearly 90% of Māori households were nuclear 

family groups of two parents and their children. In both years a significant minority (25.8% 

in 1971 and 31.4% in 1976) of Māori households went beyond the nuclear family structure 

and consisted of parents and children plus other people, or two or more nuclear family 

groups. If most of these households were extended families then this can be seen as a sign of 

good family health in traditional Māori terms. Close contact with extended family is 

generally seen in a very positive light, more so than the traditional Pākehā household of two 

parents and their children, with all other family members living elsewhere. In conventional 

western health terms, these households might be less healthy due to overcrowding, or more 

healthy due to the increased amount of support available for parents. The data is not available 

by region, but it seems likely that contact with extended family would have been stronger in 

areas such as the Rohe Pōtae, where most Māori lived on or near their ancestral lands.  

The 1976 census also showed that 7.7% of Māori households consisted only of one parent 

and his or her children. This is seen as an indicator of ill health in both Māori and western 

worldviews: it indicates weak family connections, not only with the absent parent but also 

                                                 

990 Pomare and de Boer, p31. 
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with extended family who should traditionally assist a sole parent, and it also tends to be 

linked with poverty and health problems.991 Between 1970 and 1984 the percentage of Māori 

babies born out of wedlock increased from under 30% to 63%, compared to the non-Māori 

percentage of about 10% in 1970 and 19% in 1984.992 Some of the parents would have been 

in stable de facto relationships, but others would not. In 1984 just over 20% of Māori births 

were to unmarried teenage mothers. Pomare and de Boer argued that this had positive 

implications, in that these women’s self-esteem may have been enhanced through a new sense 

of responsibility and usefulness, and that personal and family relationships may be 

strengthened. However they also point out that ‘proper parenting is a skilled occupation 

which will be most difficult for those mothers with few supports, limited financial resources, 

who have lower than average living standards and less than average education’, and that 

children growing up in these circumstances are less likely to receive immunisation and other 

protective health measures.993 The Rapuora Māori women’s health study also found that 

single mothers were more likely to experience poor health.994  

7.6: Infant and maternal mortality 

Māori rates of both maternal and infant mortality declined significantly during the mid 

twentieth century. Between 1939 and 1969 Māori infant mortality per 1,000 live births went 

from 114.92 – more than one in ten – to 24.3.995 After this the decline slowed, reaching 14.9 

in 1987. Meanwhile the non-Māori infant mortality rate also declined, although more slowly 

and from a lower starting point (Graph 13). Because both groups experienced declines, from 

the late 1930s to the mid 1950s the Māori rate was between 4.1 and 2.8 times higher than the 

non-Māori rate, without any trend towards the percentage gap getting smaller. The gap 

narrowed somewhat during the 1960s, and by 1969 the Māori infant mortality rate was just 

over one and half times higher than the non-Māori rate. After this the distance between the 

two rates stayed fairly steady; both groups experienced declines but Māori were no closer to 

catching up with Pākehā. The previously mentioned fall in the birth rate followed this fall in 

infant mortality, in keeping with international demographic patterns.996 Regional statistics are 

available for the 1950s, showing that Hamilton health district non-Māori rates were more or 
                                                 

991 The 1991 census showed that one parent families were nearly seven times more likely than other household types to have 
an income of $20,000 or less. Census 1991: Population overview, p59. 
992 Pomare and de Boer, p36. 
993 ibid., pp 36-7. 
994 Elizabeth Murchie, Rapuora: Health and Maori Women (Wellington: Māori Women’s Welfare League, 1984), p68. 
995 AJHR H-31 to 1962 and NZMS and NZMS: Mortality thereafter. 
996 Pool, Te Iwi Maori, p170. 
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less the same as the non-Māori national average, whereas Māori rates were usually higher by 

around five to ten deaths per 1,000 live births.  

Maternal mortality also declined significantly, for both Māori and Pākehā.997 In 1938 the rate 

for Māori was 5.41 maternal deaths for every 1,000 live births, and for Pākehā it was 4.07. 

The Māori rate may be an underestimate due to under-reporting of Māori deaths, but this may 

have been cancelled out by under-reporting of births. Over the next few decades both rates 

declined, with the Māori rate reaching a low of 0.24 in 1968 and the non-Māori rate dropping 

to 0.13 in 1965. Because the non-Māori rate fell more than the Māori rate, there was an 

increased gap between the two. Between 1938 and 1948 the Māori rate was never more than 

twice the non-Māori rate, and in 1945 was slightly lower. From 1949 to 1970, however, the 

Māori rate was on average more than three times higher than the non-Māori rate, and in 1962 

was more than eight times higher (Graph 14). These figures should be treated with some 

caution, since the earlier rates may be distorted by under-reporting, and all involve small 

numbers. After 1956 the actual number of Māori maternal deaths was never above ten, 

                                                 

997 NZMS: Mortality 1970, p116.  

GRAPH 13: INFANT MORTALITY RATE PER 1,000 LIVE BIRTHS, NATIONWIDE AND BY HEALTH 

DISTRICT, 1938 TO 1986. 
Sources: AJHR H-31 to 1962 and NZMS and NZMS: Mortality thereafter. 
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meaning that one or two 

additional deaths could have a 

significant impact on the rate, 

particularly after the birth rate 

began to decline.  

From 1946 infant mortality 

rates are broken down into 

neonatal (first month of life) 

and post-neonatal (one month to 

one year).998 These figures 

show very different patterns of 

infant mortality amongst Māori and non-Māori. For neonatal mortality, the Māori rate is 

somewhat above that for Pākehā, especially before the early 1960s. However both trend 

downwards at a similar rate and the Māori rate was lower than the Pākehā rate in some years 

(Graph 15). Numbers for the Hamilton health district are too small for trends to become 

                                                 

998 AJHR H-31 to 1962 and NZMS and NZMS: Mortality thereafter. 

GRAPH 15: MATERNAL MORTALITY PER 1,000 LIVE 

BIRTHS, 1938 TO 1970. 
Source: NZMS Mortality 1970, p116. 

GRAPH 14: NEONATAL (FIRST MONTH OF LIFE) MORTALITY PER 1,000 LIVE BIRTHS, 
NATIONWIDE AND BY HEALTH DISTRICT, 1945 TO 1987. 
Sources: AJHR H-31 to 1962 and NZMS and NZMS: Mortality thereafter. 
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apparent in the short period in which regional figures are available. For the years 1963 to 

1970, the average non-Māori rate was 11.2 per thousand live births, almost the same as the 

national non-Māori rate at this time. The average national Māori rate was not much higher, at 

12.9, but the average Hamilton Māori rate was about 25% higher than that, at 16.2. The data 

is too limited to draw conclusions, however, and the regional figures must therefore be used 

with caution.  

The post-neonatal rates show a different pattern. The Pākehā rate shows no significant 

improvement throughout the 1946 to 1984 period, staying steady around five or six deaths 

per 1,000 live births. The Māori rate began far higher, at 56.3 in 1946. From then until the 

early 1960s the rate went into rapid if uneven decline, reaching 17.5 in 1963. The pattern of 

decline continued into the mid 1970s, with the rate dropping to 9.3 by 1975. After this there 

was some fluctuation but no overall improvement (Graph 16). The average Māori rate for 

1975 to 1987 was 10.9, compared to the non-Māori average of 5.7 for the same period. 

Regional statistics are available only sporadically. For 1963 to 1970 the rate for Hamilton 

health district non-Māori was slightly below the national average, but for Māori the rate was 

much higher. The Hamilton Māori average for these years was 19.5, well above the national 

Māori average of 15.7, which itself was far above the national non-Māori average of 5.3. For 

GRAPH 16: POST-NEONATAL (1 TO 12 MONTHS OLD) MORTALITY PER 1,000 LIVE BIRTHS, 
1946 TO 1986. 
Sources: AJHR H-31 to 1962 and NZMS and NZMS: Mortality thereafter. 
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1981 to 1984, the 

Hamilton health district 

rates for both groups were 

slightly above the national 

average, although the 

difference was more 

pronounced for Māori.999 

A study of the years 1981 

to 1985 showed that, in 

the central North Island 

(including the inquiry district), Māori and non-Māori post-neonatal infant mortality rates 

were somewhat higher in rural than urban areas, with the difference being more pronounced 

for Māori.1000 Nationwide, there was no significant difference overall.  

Stillbirth rates were collated for both groups from 1949, and show only a small rate of 

difference between Māori and Pākehā rates, and a reduction of about 75% for both groups 

between 1949 and 1983. The difference between the two groups disappears from the early 

1970s, and subsequently Māori stillbirth rates were as likely to be lower than Pākehā as the 

reverse (Graph 17).  

Statistics from the AJHR and NZ Medical Statistics show that much of the difference in 

overall infant mortality, particularly in the mid twentieth century, can be accounted for by 

higher Māori rates of diseases such as influenza, pneumonia and bronchitis and, to a much 

lesser extent, gastric diseases. Statistics from 1959 to 1976 shows no significant difference in 

congenital anomalies (birth defects), and only a slightly higher rate of Māori birth injuries 

and deaths caused by prematurity, most of which had disappeared by the mid 1960s.1001 

Māori rates of infant death from bronchitis, pneumonia and related diseases dropped over the 

1970s, but continued to be significantly higher than for non-Māori. In the years 1987 to 1991 

respiratory diseases were only the fourth highest cause of death for infants from both ethnic 

                                                 

999 NZMS: Mortality, 1981-85, Post-neonatal deaths: health district by race of infant.  
1000 For Māori the rural rate was 123% of the urban rate, while for non-Māori it was 108%. E.A. Mitchell and Barry Borman, 
‘Maori and non Maori postneonatal mortality rates by domicile’, New Zealand Medical Journal (13 December 1989), p631. 
1001 ‘Deaths of Infants under one year’, AJHR H-31 and E-10, 1960 to 1979. 

GRAPH 17: STILLBIRTH RATES PER 1,000 TOTAL BIRTHS, 1949 

TO 1987. 
Sources: AJHR H-31 to 1962 and NZMS and NZMS: Mortality 
thereafter. 
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groups, but the Māori rate was more than three times higher than the non-Māori rate, and for 

bronchitis and bronchiolitis it was more than five times higher.1002 

It is somewhat difficult to 

compare causes of infant 

death over time due to 

changes in classification. 

Sudden Infant Death 

Syndrome (SIDS), also 

known as cot death, 

presents particular 

problems since its cause 

is unknown and it has not 

always been regarded as 

a cause of death.1003 

Notification changes in 

1977 resulted in deaths previously classified as pulmonary congestion and hypostasis being 

classified as cot deaths.1004 Throughout the various changes of definition and classification 

method, since the late 1960s Māori have been recorded as having higher rates of SIDS/cot 

death than non-Māori.1005 SIDS and congenital anomalies were the most common causes of 

death for Māori and non-Māori infants in most years of the late 1970s and the 1980s.1006 In 

the late 1980s SIDS rates declined amongst non-Māori but not amongst Māori.1007 (Graph 18) 

The most likely reason for the disparities in incidence and decline is that the main risk factor 

for non-Māori was sleeping position, which is easy for parents to change, whereas for Māori 

the main risk factor is smoking, which is harder to stop.1008 Smoking appears to be 

                                                 

1002 Eru Pomare, Vera Keefe-Ormsby, Clint Ormsby, Neil Pearce, Papārangi Reid, Bridget Robson and Naina Wātene-
Haydon, Hauora: Māori Standards of Health III: A study of the years 1970-1991 (Wellington: Te Rōpū Rangahua Hauora a 
Eru Pomare, 1995), p59. 
1003 For example the 1971 NZ Medical Statistics describes it as ‘a mode of dying rather than a cause of death’. NZMS 1971, 
p12. 
1004 NZMS: Mortality, 1977, p12. 
1005 NZMS 1971, p12; AJHR 1980s; Pomare et al., Hauora III, p58. For comment on the classification of SIDS, see Pool, Te 
Iwi Maori, p149. 
1006 AJHR; NZMS: Mortality.   
1007 Pomare et al., Hauora III, p58. 
1008 ibid., p81. 

GRAPH 18: SUDDEN INFANT DEATH SYNDROME DEATHS PER 

1,000 LIVE BIRTHS, 1968 TO 1990. 
Sources: NZMS 1971, p12; AJHR 1980s; Pomare et al., Hauora III, 
p58.  
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particularly dangerous in combination with bed-sharing, which was much more common 

amongst Māori than non-Māori.1009  

General Māori infant mortality was studied by the Department of Health, which looked at 

cases in 1954 from the Hamilton, Whangarei, Auckland, Gisborne and Palmerston North 

health districts. Data was not broken down by region, but did show that infant deaths were 

more likely to occur in isolated areas.1010 Locations were divided into backblock, rural, 

boroughs or towns, and urban. Rural areas were those outside boroughs, towns or urban 

areas, but within easy reach of a shop or public transport. Backblock areas were those without 

easy access to shops or public transport. More than 20% of the Māori infant mortality group 

(Group A) lived in backblock areas, compared to 16.3% of the Māori control group (Group 

B) and 9.3% of the non-Māori group (Group C). However both Māori groups were equally 

likely to live in rural areas. This suggests that Māori in isolated parts of the Rohe Pōtae were 

more vulnerable to infant mortality than Māori living in or near towns or close to the railway.  

Another study of stillbirths and neonatal mortality, for the years 1963 to 1965, showed that in 

rural areas Māori and non-Māori both had higher rates of stillbirth than their counterparts in 

cities and boroughs.1011 However in the neonatal period the rural Māori mortality rate was 

halfway between the city (lower) and borough (higher) rate, and for non-Māori the rural 

mortality rate was the lowest. The study suggested that the relatively low rural neonatal 

mortality rate was connected to the high stillbirth rate.1012  

The 1954 study showed that at least 8.4% of Group A had births classified as ‘complicated’, 

compared to 2.6% of Group B and 5.4% of Group C.1013 These figures may be somewhat 

distorted by the fairly high ‘unknown’ rate, which was 14.8% in the infant mortality group. 

However they also suggest that complications in Māori births were more likely to lead to 

fatalities than complications in non-Māori births, probably because of lack of medical 

attendance. This is supported by other information from the study, which will be examined in 

chapter nine.1014 Meanwhile, Group A was more likely to have tuberculosis or other chronic 

                                                 

1009 Mitchell and Scragg, p155. 
1010 ‘Survey of Maori Households in relation to Infant Mortality’, NZMS 1956, pxvi. Isolated or backblock areas were rural 
areas not close to a shop or public transport.  
1011 Dennis G. Bonham, ‘Regional variations in perinatal mortality in New Zealand and their significance’, Australia and 
New Zealand Journal of Obstetrics and Gynaecology, 9 (1969), p171. 
1012 ibid., pp 171-2. 
1013 ‘Survey of Maori Households in relation to Infant Mortality’, NZMS 1956, pxii.  
1014 ibid., pxiii.  
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illness in the house, or death during the previous three years, than Group B, which in turn was 

more likely to have had these factors than Group C.1015  

Low birth weight (less than 2.5kgs) is also an important factor in infant mortality, and babies 

born at a low weight are also more likely to have health problems later in life.1016 Babies born 

to Māori mothers in the years 1981 to 1983 were nearly 60% more likely than those born to 

Pākehā mothers to be underweight at birth. Babies with Māori fathers were also more likely 

to be born underweight.1017 Social class did not seem to make any significant difference.1018 

7.7: Diseases 

The decline in Māori death rates and the increase in life expectancy reflect a major transition 

in patterns of disease. During the middle decades of the century, infectious diseases stopped 

being the main cause of Māori deaths, and were replaced – generally at lower rates and older 

ages – by non-infectious degenerative diseases such as cancer and ischaemic (coronary) heart 

disease. In 1940 the biggest killer of Māori was tuberculosis, followed by pneumonia and 

bronchitis.1019 Heart diseases were the third most common cause of death, but killed around 

half the number killed by tuberculosis. By 1990 the pattern had changed completely. All 

infectious and parasitic diseases combined killed just 15 Māori, and pneumonia and 

bronchitis were also insignificant as causes of death. The two biggest killers were now cancer 

and ischaemic heart disease.1020 Māori and non-Māori were now generally being killed by the 

same things but, as we will see, Māori tended to die younger and more frequently.  

As indicated above, the most dramatic drop was in the tuberculosis death rate, which will be  

fully explored in its own section. In the twenty years after World War II tuberculosis declined 

from being the main killer of Māori to a relatively uncommon cause of death. Other diseases 

which had been serious killers in earlier periods also went into dramatic decline. The Māori 

death rate per 100,000 from typhoid and paratyphoid fever dropped from a high of 31.4 in 

1936 to 3.7 in 1948, and there were no registered Māori deaths from the disease in most years 

of the 1950s and 1960s.1021 One case is recorded in Rakaunui in the post-war period, but this 

                                                 

1015 ‘Survey of Maori Households in relation to Infant Mortality’, NZMS 1956, pxv. 
1016 Borman, de Boer and Fraser, p92. 
1017 ibid., p93. 
1018 ibid., p94. 
1019 ‘Comparison of Maori and European rates for various conditions’, AJHR 1949, H-31, p10. 
1020 NZMS: Mortality, 1990, pp x-xi, 15-16. 
1021 NZMS 1955, p4 and 1962. The Pākehā rate was never above six during the 1931-55 period.  



 

178 

was quickly controlled.1022 Māori influenza death rates also declined, from 68.8 per 100,000 

in 1938 to 3.8 in 1955, although it was still possible for epidemics to drive the rate up to 36.3 

in 1957, representing 52 deaths.1023 Non-Māori influenza death rates declined too, but more 

unevenly, less dramatically, and from a lower starting point. Peaks in death rates for both 

groups tended to coincide, suggesting that both groups were affected by epidemics but Māori 

were more likely to die (Graph 19).  

In the late 1930s, Māori and Pākehā patterns of death were very different from each other. 

Data from the AJHR shows that in 1939 the main killers of Māori were respiratory 

tuberculosis and pneumonia/bronchitis, at 336.7 and 433.3 per 100,000.1024 Miscellaneous 

infectious diseases were the third biggest group, killing 175.1 per 100,000. Heart disease 

came slightly behind this, at 154.9, but cancer was not yet a major killer, taking only 48.3. 

Pākehā statistics were very different. Far and away the biggest killer of Pākehā was heart 

disease, at 278 per 100,000, followed by cancer at 117.9. Pneumonia/bronchitis was a 

                                                 

1022 Cummins, p216. 
1023 NZMS, 1955, p7. 
1024 All figures in this paragraph from ‘Comparison of Maori and European rates for various conditions’, AJHR 1949 H-31, 
p10. 

GRAPH 19: DEATHS FROM INFLUENZA AND TYPHOID, PER 100,000 POPULATION, 1938 

TO 1968. 
Source: NZMS and NZMS: Mortality, to 1968. 
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relatively minor group, at 53.8, as was respiratory tuberculosis, at 33.9. Overall, infectious 

diseases1025 killed 615 per 100,000 Māori, accounting for 30.9% of all Māori deaths, but only 

69 per 100,000 Pākehā, causing 7.5% of all Pākehā deaths. Cancer and heart disease 

combined, by contrast, killed 395.9 per 100,000 Pākehā (43.1% of deaths) and 203.2 per 

100,000 Māori (10.2% of deaths).  

By 1961 the pattern had changed dramatically for Māori. All infectious diseases combined 

now accounted for only 5.4% of all Māori deaths, with the nationwide rate declining by 96% 

to 44.8 per 100,000.1026 (Graph 20) Rates for Hamilton health district Māori were even lower, 

at 33.6. For Pākehā, the percentage of deaths attributable to infectious disease had dropped at 

a similar rate, to 1.2%, and the rate of death per 100,000 population had fallen by 91.8% to 

10.4 per 100,000 

nationwide. In the Hamilton 

health district the rate was 

just nine per 100,000.  

Although Māori rates had 

declined more than those of 

Pākehā, Māori rates of 

death from infectious 

disease were still more than 

four times higher than those 

for Pākehā nationwide, and 

three times higher in the 

Hamilton health district. 

Even bigger gaps remained 

for specific diseases, and 

when age was adjusted for: 

in the second half of the 

1950s the death rates for 

                                                 

1025 Tuberculosis and other infectious.  
1026 NZMS 1961, pp 66-7. Infectious diseases are: tuberculosis, syphilis, dysentery, scarlet fever and streptococcal sore 
throat, diphtheria, whooping cough, meningococcal infections, acute poliomyelitis, measles, all other diseases classified as 
infective and parasitic, and influenza. Because of difference in classification and increased reporting of Māori deaths, 1939 
and 1961 figures may not be exactly comparable.  

GRAPH 20: DEATHS PER 100,000 POPULATION FROM 

SELECTED CAUSES, 1939 AND 1961, NOT ADJUSTED FOR 

AGE. 
Sources: AJHR 1949 H-31, p10; NZMS: Mortality, 1961, pp 66-7.
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whooping cough and measles amongst children aged under five were eleven times higher for 

Māori than for Pākehā.1027 In general, Māori had significantly higher age-adjusted death rates 

for all significant infectious diseases except for acute poliomyelitis (polio, historically known 

as infantile paralysis). The death rate for dysentery showed the biggest disparity, with the 

Māori rate being 20 times higher.1028 In short, Māori and Pākehā had both benefitted from 

huge reductions in the death rate from infectious disease, and the gap between the two groups 

had narrowed, but was still fairly wide. Fairly comprehensive age-specific and age-adjusted 

death rates are available for the late 1950s and again from 1970 to 1988. These show that 

Māori had higher rates of death from most forms of disease.1029  

In 1961 cancer and heart disease combined accounted for 28.4% of Māori deaths, or 235.4 

deaths per 100,000 population.1030 This compared favourably with the Pākehā rate of 455.7, 

accounting for just over half of all Pākehā deaths. Within the Hamilton health district, Māori 

rates were higher than the national average, at 260.4, while Pākehā rates were significantly 

lower, at 361.9. The difference between the Māori and Pākehā rates reflects the different age 

structures of the two populations. Cancer and most heart diseases are degenerative conditions 

which are more likely to affect older people. Since the Pākehā population contained a higher 

proportion of elderly people, its higher rate of these conditions was not surprising, nor 

reflective of a worse state of health. When the national figures are adjusted for age, they show 

that Māori actually had a 22% higher cancer mortality than non-Māori. Rates were higher at 

all ages for females and all ages below 65 for males.1031 Until these calculations were 

published in 1960 the crude data had been taken at face value and it had been widely believed 

that Māori rarely suffered from degenerative illness.1032 

Non-fatal disease episodes are much harder to quantify. Many pass without formal medical 

treatment, and statistics on Māori hospital admissions are only sporadically available. Studies 

of the late 1950s showed that Māori admission rates for most conditions and procedures 

exceeded those of Pākehā. There were a few exceptions: tonsillectomy, appendicitis, peptic 

ulcer, gall bladder disease, ‘psychoneurotic disorders’, most non-rheumatic forms of heart 

                                                 

1027 Rose, Maori-European Standards of Health, pp 16-17. 
1028 Robb, p277. 
1029 Rose, Maori-European Standard of Health; NZMS: Mortality, 1988, pp 19-27. 
1030 NZMS, 1961. 
1031 Rose, Maori-European Standard of Health, p19. 
1032 ibid., p1. 
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disease, and enlarged prostate.1033 For children, hospital admission rates were higher amongst 

Māori for all major conditions except adenoids, appendicitis, and enlarged tonsils.1034 From 

1970 to 1984, Māori were more likely at all ages to be admitted to hospital than non-Māori. 

Māori infants were more than twice as likely as Pākehā infants to be admitted, and at other 

ages the differential ranged from 1.3 times to 1.9 times more likely. Over this period 

hospitalisation rose for both ethnic groups and all age groups.1035 The disparity between 

Māori and non-Māori continued until at least 1988.1036  

Amongst infants admitted to hospital in the years 1978 to 1988, there were particularly large 

disparities in admissions for acute respiratory diseases, influenza, and pneumonia.1037 The 

Māori infant admission rate for pneumonia was 417.1 per 10,000: more than six times the 

non-Māori rate of 66.7. For acute respiratory diseases and influenza the average Māori rate 

was 1115.2, more than four times the non-Māori rate of 266.1. There was a significant rise in 

the rate of admissions for this cause from 1982, amongst Māori, Pacific Islanders and all 

others. For Māori and ‘other’ this corresponds with a drop in the infectious diseases 

admission rate and may therefore be a result of changes to classification practices. It is 

difficult to compare these figures with those for infant deaths as classifications and groupings 

vary. For respiratory diseases, the gap between Māori and non-Māori appears to be the same 

for hospitalisation and for mortality. For pneumonia, Māori were significantly more likely to 

die than non-Māori, but only somewhat more likely to be hospitalised, indicating a lack of 

adequate treatment. 

In the years 1982 to 1988, all-ages Māori admission rates for pneumonia, diabetes and 

tuberculosis were on average more than three times higher than those for non-Māori, and for 

rheumatic fever and rheumatic heart disease the rates were more than seven times higher.1038 

Māori rates were equal for cancer but only 60% of the non-Māori rate for ischaemic heart 

disease. It must be noted that public hospital admission rates do not reflect actual incidence of 

                                                 

1033 R.J. Rose, ‘Maori-European contrast in infant, child and maternal mortality’, Maori Health: Conference of Medical 
Officers of Health, 12-13 October 1960, p16, H1 1760 29/22, ANZW. Supporting documents p916. See also F.H. Foster, 
Maori Patients in Public Hospitals (Wellington: Department of Health, 1965), pp 18-19. 
All hospital statistics in this chapter relate to public hospitals only.  
1034 Rose, ‘Maori-European contrast’, p16, H1 1760 29/22, ANZW. Supporting documents p916. 
1035 Pomare and de Boer, pp 88-91. 
1036 Medical Statistics Report Part III: Hospital and Selected Morbidity Data (NZMS: Hospitals), 1978-88, Public hospitals: 
Patients 14 years and under. Rates calculated using population figures from NZMS: Mortality, 1978-88. 
1037 NZMS: Hospitals, 1978-88, Public hospitals: Patients 14 years and under. Rates calculated using population figures from 
NZMS: Mortality, 1978-88. 
1038 Māori admission rates per 10,000 were diabetes:21.24; pneumonia: 17.91; tuberculosis: 3.51. NZMS: Hospitals, 1982-
88, Public hospitals: Patients 15 to 64 years. Rates calculated using population figures from NZMS: Mortality, 1982-88. 
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diseases. People with a particular disease may receive treatment elsewhere, for example a GP, 

private hospital, medical clinic or alternative healer, or may receive no treatment at all, and 

either die or recover without appearing in hospital statistics. The hospitalisation rates for 

cancer and ischaemic heart disease in particular are seriously out of step with mortality rates 

for the same diseases, and therefore probably reflect low rates of treatment rather than illness. 

Similar conclusions may be drawn from statistics on surgery for conditions such as coronary 

heart disease.1039 This issue will be explored more fully in chapter nine. 

Another source of information on non-fatal episodes of illness is the examinations of school 

children conducted around the country in the decades after World War II. Amongst other 

things, this showed that in the second half of the 1950s, Māori children had a rate of otitis 

media (glue ear) which was 13 to 22 times higher than that of Pākehā children.1040 In some 

years up to four percent of Māori children examined were found to have the condition, with 

more than half of those suffering impaired hearing as a result. In 1960 it was reported that 

discharging ears were so common amongst Māori children that parents did not realise it was a 

sign of ill health.1041 Studies in the 1970s and 1980s continued to show high Māori rates of 

ear infection and damage.1042 By the mid 1980s rates seemed to be in decline as more parents 

became aware of the need for early treatment.1043 

The children’s health surveys also found that Pākehā children in some areas were more than 

twice as likely as Māori children to have asthma, although for both groups rates were always 

well under one percent.1044 Childhood asthma rates increased dramatically amongst all ethnic 

groups from the 1960s until the 1990s.1045 In the years 1979 to 1986, the average hospital 

admission rate for asthma amongst children aged five to 14 years was 364 per 10,000 for 

Pākehā, 652 for Māori, and 877 for Pacific Islanders. However the mortality rate for the same 

period was 1.26 for Pākehā, 1.29 for Pacific Islanders, and 2.59 for Māori.1046 The mortality 

rates should be treated with caution due to the small numbers involved, but the disparity in 

these and the hospitalisation rates is particularly alarming since Pākehā children were more 

                                                 

1039 Pomare and de Boer, pp 110-12. 
1040 AJHR 1955-59, H-31. 
1041 ‘Maori Children’, AJHR 1960 H-31, p24. 
1042 Eru W. Pomare, Maori Standards of Health: A Study of the 20 year period 1955-1975 (Medical Research Council of New 
Zealand, 1980), p38; Durie, Whaiora, p135. 
1043 ‘Otitis Media in Childhood’, AJHR 1984-85 E-10 (1984), p6. 
1044 AJHR 1955-59, H-31. 
1045 E.A. Mitchell, ‘Racial inequalities in childhood asthma’, Social Science and Medicine, 32, 7 (1991), p831. 
1046 ibid., p832. 
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likely to be diagnosed as asthmatic.1047 High asthma death rates in New Zealand in the 1980s 

were linked at the end of the decade to the asthma drug Fenoterol, and dropped when the drug 

was withdrawn.1048 However Māori continued to suffer disproportionately from asthma. 

Chronic asthma was also common amongst Māori women of all ages surveyed by the 

Rapuora project.1049 

7.7.1: Tuberculosis 
One of the most remarkable health stories of the twentieth century concerns tuberculosis, 

which, in the decade after the end of World War II, ceased to be one of humanity’s major 

killers. Death rates plummeted worldwide and, due to their extremely high rates of 

tuberculosis, Māori were a major beneficiary of this. In 1938, the Māori death rate from all 

forms of tuberculosis per 10,000 population was 42.11.1050 Although earlier rates are 

somewhat unreliable, there does not seem to have been any decrease since Māori records 

began in 1920. By 1946 the rate had declined only slightly, to 39.04, and it was recognised as 

the single biggest cause of death amongst Māori.1051 Over the next ten years, however, it 

plummeted to just 5.65, a decrease of 85% (Graph 21). The rate continued to drop, reaching 

just 1.38 in 1963, and 0.14 in 1980.1052 The drop in the Pākehā death rate was almost as 

remarkable in percentage terms, from 3.39 in 1946 to 0.78 ten years later, a decrease of 77%. 

By 1980 it was 0.08.1053 The 

near-elimination of tuberculosis 

did more than any individual 

factor to reduce the Māori death 

rate.  

Pool calculates that the 

reduction in tuberculosis deaths 

accounts for half of the decline 

in Māori mortality in the late 

1940s and the 1950s, and at ages 

                                                 

1047 Mitchell, p835. 
1048 Pomare et al., Hauora III, p80. See also Evan J. Begg, ‘Review: Adverse Reactions: The Fenoterol Story’, New Zealand 
Medical Journal, 120, 1254 (18 May 2007), available online at http://www.nzma.org.nz/journal/120-1254/2546/. 
1049 Murchie, pp 48-9. 
1050 All statistics in this section from Health Department reports in AJHRs (H-31) unless otherwise stated.  
1051 ‘Tuberculosis Research’, AJHR 1947 H-31, p35. 
1052 NZMS: Mortality, 1980, p114. Rate based on population figures in same volume.  
1053 ibid., p111. Rate based on population figures in same volume. 

GRAPH 21: DEATHS PER 10,000 POPULATION FROM ALL 

FORMS OF TUBERCULOSIS, 1938 TO 1964. 
Source: AJHR H-31. 
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five and over it accounts for more than three-quarters of the change.1054  

Regional statistics, by health district, are available from 1950, listing respiratory and other 

forms of tuberculosis separately.1055 Since respiratory tuberculosis was by far the most 

common variety of the disease, it shows a similar rate of decline to tuberculosis in general. 

On a national level, Māori deaths from respiratory tuberculosis declined from 16.7 per 10,000 

in 1950 to 2.2 per 10,000 in 

1959. Meanwhile, non-Māori 

rates dropped from 1.9 to 0.3. 

In the Hamilton health district, 

which included most of the 

Rohe Pōtae, Māori rates 

fluctuated somewhat due to the 

smaller numbers. However 

there is a clear overall pattern 

of dramatic decline, from 21.9 

in 1950 to 1.8 in 1959. Non-

Māori figures lacked any real 

fluctuation, and were usually 

slightly below the national non-Māori level (Graph 22). 

Notification rates are less reliable, particularly in earlier periods. In 1944, for example, it was 

estimated that nearly half of all Māori tuberculosis cases were non-notified.1056 In the ten 

years from 1945, new Māori notifications of respiratory tuberculosis per 10,000 population 

underwent significant fluctuation, perhaps indicating the unevenness of screening 

programmes in rural areas. Rates generally varied between 45 and 35 new notifications per 

10,000, dipping slightly below this in 1951, but after 1954 the Māori notification rate went 

into sustained decline. The 1954 rate was 44.2 (compared to the non-Māori rate of 5.5), and 

ten years later it had dropped to 15.4: a reduction of 65%. There was a small rise in 1967, but 

by 1978 the rate had dropped further to 5.77. The non-Māori rate also declined significantly, 

although not by as great a proportion. Unlike the Māori rate there was no real fluctuation in 

                                                 

1054 Pool, Te Iwi Maori, p147. 
1055 NZ Medical Statistics, abbreviated list of 50 causes by health districts. 
1056 Dunsford, p63. 

GRAPH 22: DEATHS PER 10,000 FROM RESPIRATORY 

TUBERCULOSIS, NATIONWIDE AND BY HEALTH DISTRICT, 
1950 TO 1961.  
Source: AJHR H-31.  
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the ten years after World War II, perhaps indicating better and more consistent detection rates. 

Between 1945 and 1954 the non-Māori notification rate nearly halved from 10.8 to 5.5, and 

by 1964 it had halved again, to 2.2. There were small declines after this (Graph 23).  

The notification rate for Hamilton health district Māori is again difficult to compare to the 

national Māori rate due to major fluctuations, but was usually below the national rate.1057 

Spikes in the notification rate correlate with spikes in the death rate, so it is possible that in 

1954 and 1957 notification rates were enlarged by an unusually high number of Māori cases 

being notified on or shortly before death. No notification figures are available for later 

periods, but in the 1980s the Māori rate of hospital admissions for tuberculosis was around 

3.7 per 10,000 on average, compared to the non-Māori rate of less than one.1058   

A useful indicator of disease mortality is the ratio between newly notified cases and deaths. A 

high ratio of cases to deaths is a positive sign since it indicates high detection rates and a low 

percentage of infected people dying of the disease. From 1950 to 1961 Māori and non-Māori 

ratios for respiratory tuberculosis increased sharply, probably as a result of the mass 
                                                 

1057 Based on numbers of new notifications in AJHR and health district populations from NZMS.  
1058 Ages 15 to 64 only. NZMS: Hospitals, 1982-88, Public hospitals: Patients 15 to 64 years. Rates calculated using 
population figures from NZMS: Mortality, 1982-88. 

GRAPH 23: RESPIRATORY TUBERCULOSIS NOTIFICATIONS PER 10,000 POPULATION, 
NATIONWIDE AND BY HEALTH DISTRICT, 1945 TO 1978.  
Source: AJHR H-31. 



 

186 

screening programme which will be discussed in chapter nine.1059 In 1950 the Māori ratio 

was 2.4 to 1, meaning that for every Māori reported as having died of respiratory 

tuberculosis, 2.4 had been newly reported as having the disease. It increased strongly 

thereafter, and by 1960 had reached a peak of 17.6 to 1. This illustrates that Māori were now 

more likely to be diagnosed with tuberculosis, but less likely to die from it. The same was 

also true of non-Māori, although to a somewhat lesser extent; after 1953 the Māori ratio was 

significantly higher than that of non-Māori. In the Hamilton health district both Māori and 

Pākehā had somewhat lower ratios than their respective nationwide populations, with the 

exception of a few peaks in the Hamilton district Māori ratio, both of which represent fewer 

deaths rather than increased notification.  

An unfortunate side effect of better reporting was the prejudice associated with high Māori 

rates of tuberculosis. Because it was known that Māori had far higher rates of the disease than 

Pākehā, many Pākehā believed that virtually all Māori were health risks. In 1950, for 

example, the Waikato branch of Federated Farmers claimed that their children were at risk 

from tuberculosis due to contact with Māori children.1060 Throughout the post-war period 

there is evidence of Māori resentment at being singled out for tuberculosis testing.1061 Despite 

this, the story of Māori tuberculosis in the post-war period is overwhelmingly positive. In a 

very short space of time the disease went from being the main killer of Māori to a relatively 

uncommon disease, and one which was much less likely to kill its victims. The reasons for 

this will be discussed chapter nine.  

7.7.2: Cancer 
We saw earlier that in the middle of the century Māori underwent a huge change in disease 

mortality patterns: from infectious diseases such as tuberculosis to degenerative diseases such 

as cancer and heart disease. As we have seen (Graph 20) this shift mostly reflects the 

dramatic decline in death from infectious disease, rather than any large rise in rates of 

degenerative disease. Between 1944 and 1968 the crude (non age adjusted) Māori death rate 

from cancer rose by only 5.3%, and was usually around half the non-Māori rate.1062 As 

explained above, this is quite misleading as it is more reflective of the differing age structures 

of the Māori and non-Māori populations than actual differences in cancer mortality. Age 

                                                 

1059 Death statistics from New Zealand Health Statistics; notification rates from AJHR.  
1060 Dunsford, p325. 
1061 ibid., p326.  
1062 NZMS: Mortality, 1968, p108. 



 

187 

standardised rates from the late 1950s show that the Māori rate was actually 22% higher than 

that of Pākehā.1063 During the 1970 to 1988 period, Māori men consistently had New 

Zealand’s highest age-adjusted rate of cancer, although this declined over time. Māori female 

rates were initially the second highest, but these declined to below those of non-Māori males. 

Non-Māori rates for both genders stayed fairly static during this time.1064  

Age-adjusted figures show that in the late 1950s Māori had higher rates of death for all major 

forms of cancer.1065 Rose considered that this was more likely to be the result of lack of 

treatment than of higher rates of cancer incidence.1066 This is supported by hospital admission 

figures from the early 1960s, which show that age-adjusted Māori cancer hospitalisation rates 

were only five percent higher than those for non-Māori.1067 In terms of years lost before the 

age of 65, cancer was the most significant cause of death for Māori females in the years 1984 

to 1987, and the third most significant for Māori men.1068 However the same was also true for 

non-Māori, and the rate of years lost was slightly more on average for non-Māori.  

The most common fatal cancer type amongst Māori was lung cancer. In the 1955 to 1974 

period the crude Māori male death rate from lung cancer was significantly lower than that of 

non-Māori males.1069 However at specific ages Māori rates were much higher, especially after 

1960. For women, the Māori rate was consistently higher than that of non-Māori even 

without adjusting for age, and for ages 65 to 74 the Māori female rate was close to the non-

Māori male rate on average, and in the early 1960s was the highest of any of the four groups. 

Comparison with international rates showed that Māori women had the highest female lung 

cancer death rate in the world, while Māori men had the eighth highest male rate.1070 During 

the 1955 to 1974 period, lung cancer death rates rose for all groups and ages, although more 

for Māori than non-Māori. In 1990 it was a common cause of death for all groups aged 45 to 

74, but Māori death rates were significantly higher for both genders.1071 Between 1975 and 

1990 Māori were diagnosed with lung cancer at a rate nearly two-thirds higher on average 

                                                 

1063 Rose, Maori-European Standards of Health, p19. 
1064 NZMS: Mortality, 1988, p21. 
1065 Rose, Maori-European Standards of Health, p19. ‘Major form’ defined as being a form of cancer with a Māori or Pākehā 
death rate of above ten per 100,000 in the period in question.  
1066 Rose, Maori-European Standards of Health, p33. 
1067 F.H. Foster, Maori Patients in Public Hospitals (Wellington: Department of Health, 1965), p19. 
1068 NZMS: Mortality, 1984-87, Potential years of working life lost.  
1069 NZMS: Mortality, 1974, p22. 
1070 ibid., p23. 
1071 NZMS: Mortality, 1990, pp xviii-xix. 



 

188 

than non-Māori.1072 The gap between Māori and non-Māori was significantly larger for 

mortality than diagnosis, meaning that Māori with lung cancer were more likely to die from it 

than non-Māori.   

The diagnosis figure comes from the New Zealand Cancer Registry, which has recorded all 

new diagnoses of cancer in New Zealand since the mid 1970s. Its data shows that from 1975 

to 1990 Māori consistently had about 20% higher rates of age-adjusted general diagnoses of 

cancer.1073 For specific sites, the largest disparity was the liver, with Māori rates being nearly 

four times higher than non-Māori, although the numbers involved were fairly small. For 

Māori the most common cancers in the years 1989 to 1991 were lung (8.2 per 10,000 

population), breast (7.6 per 10,000 females) and prostate (4.6 per 10,000 males). Non-Māori 

rates for these cancers were 3.1, 7.9 and 3.7. Māori were less vulnerable to some cancers, 

even on an age-adjusted basis. These included colon, which at 3.1 per 10,000 population was 

the third equal most frequent type of cancer amongst non-Māori. Māori rates were only 1.8 

per 10,000, or 60% of the non-Māori rate. Other cancers which were less common amongst 

Māori included rectum and rectosigmoid junction (part of the lower bowel), melanoma, 

kidney and ureter (the tube between kidneys and bladder), brain, and lymphatic leukemia. 

Breast cancer diagnosis rates were roughly the same for both groups.1074 Diagnosis rates were 

broadly in step with mortality rates, although Māori breast cancer death rates were slightly 

higher than those of non-Māori.1075 The difference in bowel cancer rates was thought to have 

genetic causes, but by the late 1990s it had disappeared, due to decreased non-Māori rates 

and increased Māori rates, suggesting that genetics do not tell the full story.1076 

7.7.3: Ischaemic heart disease and coronary artery disease 
Ischaemic heart disease (coronary disease or coronary heart disease) is the reduced 

functioning of the heart muscle, caused by artery blockage due to coronary artery disease.1077 

It can lead to heart failure and is the most common heart disease in developed countries, 

including New Zealand. Coronary artery disease is caused by the hardening and narrowing of 

the arteries supplying the heart, due to build up of cholesterol and other material. This can 

                                                 

1072 Pomare et al., Hauora III, p126. 
1073 ibid., pp124-6. 
1074 ibid., p126. 
1075 NZMS: Mortality, 1988, pp 22-7. 
1076 Smith and Pearce, p106; Ajwani et al., p30. 
1077 Michael A. Chen, ‘Ischemic cardiomyopathy’, on Medline Plus website, produced by the U.S. National Library of 
Medicine and the National Institutes of Health, available at http://www.nlm.nih.gov/medlineplus/ency/article/000160.htm, 
accessed 9 September 2010.  
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cause heart damage and heart attacks.1078 Risk factors include age, smoking, lack of physical 

exercise, diabetes, obesity, stress, and heavy drinking.1079 

As with cancer, Māori death rates from heart disease were generally lower than those of non-

Māori, due to the younger age structure of the Māori population. For example, from 1955 to 

1974 the average annual death rate from ischaemic heart disease for Māori men was 96.95 

per 100,000, compared to the non-Māori male death rate of 284.35.1080 Overall rates for both 

ethnic groups and both genders rose during the 1955 to 1974 period, and male rates were 

consistently much higher than female. For men, death rates were lower for Māori than Pākehā 

at ages 65 to 74 until 1969, although not at younger ages, whereas for women, Māori 

mortality rates at all ages were usually higher throughout the 1955 to 1974 period. From 1970 

Māori death rates were generally higher than those of Pākehā of the same age, except 

amongst over-75s.1081 From at least 1970 all groups showed a decline in ischaemic heart 

disease death rates, but this was more pronounced for Māori than for non-Māori.1082  

In 1990 ischaemic heart disease was the most common cause of death for Māori women aged 

25 to 44. The rates of death per 100,000 population are as follows: 

 Māori men Māori women Non-Māori men Non-Māori women 

Age 25 to 441083 33 19 16.2 4.2 

Age 45 to 641084 450 205.3 280.8 93.9 

Age 65 to 741085 1500 1021.5 1256.1 561.8 

Age 75+1086 2672.4 2013.9 3045.6 2039.2 
 

In summary, since at least the 1950s, Māori have generally had higher rates of ischaemic 

heart disease at all ages under 75. The difference was particularly pronounced amongst 

women. The lesser susceptibility of elderly Māori to this form of heart disease may be 

explained by the theory that Māori who were susceptible to ischaemic heart disease tended to 

                                                 

1078 ‘Coronary artery disease’, on Medline Plus website, produced by the U.S. National Library of Medicine and the National 
Institutes of Health, available at http://www.nlm.nih.gov/medlineplus/coronaryarterydisease.html, accessed 9 September 
2010.  
1079 National Heart Lung and Blood Institute, ‘Who is at risk for coronary artery disease?’, U.S. Department of Health and 
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die from it relatively early in life, whereas susceptible Pākehā tended to die at older ages. 

Māori who made it to 75 without dying of the disease were therefore less likely to die from it 

at all.  

7.7.4: Rheumatic fever and rheumatic heart disease 
Rheumatic fever is an inflammatory disease which can follow certain types of infection, 

including streptococcal sore throat and scarlet fever. It can cause rheumatic heart disease, 

involving inflammation of and potential damage to the heart valves. Children aged between 

five and 14 are particularly vulnerable, and those suffering from rheumatic heart disease need 

to take antibiotics for many years afterwards to prevent another, potentially fatal, infection. 

Because of the infectious nature of the original disease and the need for ongoing medical 

treatment, rheumatic fever and rheumatic heart disease are conditions which tend to affect 

developing countries and marginalised groups in developed countries.1087  

Māori have tended to suffer disproportionately from rheumatic fever and rheumatic heart 

disease. Between 1944 and 1968, the introduction of antibiotics meant that Māori rates of 

death from those conditions dropped from 15.1 per 100,000 to 1.4, but meanwhile Pākehā 

rates began at 2.5 and dropped to 0.1.1088 In this period the ratio of Pākehā to Māori deaths 

from rheumatic fever and heart disease ranged from 1 to 5.5 in 1945 to 1 to 29 in 1949, 1952 

and 1962. In addition, Māori who had suffered from rheumatic fever were more likely than 

their non-Māori counterparts to have resultant heart damage.1089 Rose argued that one of the 

underlying problems was that the initial throat infection did not seem serious enough for the 

parents to seek medical aid.1090 The mortality disparity was not due to differing age 

structures: in the late 1950s the Māori death rate from chronic rheumatic heart disease was 

many times that of non-Māori at all ages but especially amongst children and young adults. 

Amongst children aged five to 14 the Māori rate was 54 times higher.1091 In the early 1960s, 

age-adjusted Māori rates of hospitalisation for rheumatic fever and rheumatic heart disease 

were six times higher than those of Pākehā, but this disparity was smaller than the mortality 

                                                 

1087 Sean Beggs, Gregory Peterson and Anna Tompson, ‘Antibiotic use for the prevention and treatment of rheumatic fever 
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gap.1092 The enormous mortality gap is explained partly by this smaller hospitalisation gap; 

many Māori were clearly dying due to lack of medical attention.  

In the early 1980s Richard G. Talbot conducted a study into rheumatic fever and rheumatic 

heart disease in the Hamilton health district, which included most of the Rohe Pōtae. He 

found that amongst five to 29 year olds the incidence rate of rheumatic fever from 1973 to 

1982 was nearly ten times higher for Māori than non-Māori.1093 Māori patients were twice as 

likely as non-Māori patients to have a recurrent attack, and more likely to have heart disease 

and damage as a result of rheumatic fever.1094 Talbot argued that this probably under-

estimated Māori rates of rheumatic conditions, due partly to issues with ethnic classification 

and partly to Māori being less likely to seek medical assistance.1095 By first world standards 

the Māori rate of rheumatic fever and heart disease was extremely high, being similar to 

groups such as Bantu in apartheid-era Soweto. The non-Māori rate also compared 

unfavourably with many first-world countries.1096  

7.7.5: Diabetes 
Diabetes mellitus, generally known simply as diabetes, is a group of disorders in which the 

pancreas fails to produce adequate insulin to control blood sugar levels. There are three types 

of diabetes: type 1, type 2, and gestational, but the health statistics for this period do not 

distinguish between the different types.1097 Type 1 diabetes is an auto-immune disorder in 

which the immune system attacks the pancreas and prevents it from manufacturing 

insulin.1098 Type 2 diabetes is much more common, and is most frequent amongst overweight 

and sedentary people, and those with a family history of diabetes. In type 2 diabetes, either 

the pancreas fails to produce enough insulin, or the body fails to recognise the insulin which 

is present. In both cases the result is excess blood sugar.1099 Gestational diabetes occurs as a 

result of the body’s increased need for insulin during pregnancy; failure to produce enough 

insulin results in high blood sugar levels. As with type 2 diabetes, obesity and a family 
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history of the disorder are both significant risk factors, as is having had a large baby in the 

past.1100 Diabetes can lead to numerous complications, including blindness, nerve damage 

and kidney disease. However with treatment and a healthy lifestyle, these risks can be 

significantly reduced.1101  

In the 1940s, diabetes was a much more significant cause of death for non-Māori than for 

Māori. In 1944, for example, the non-Māori diabetes death rate was 21 per 100,000, not 

adjusted for age, compared to four per 100,000 for Māori.1102 The non-Māori rate remained 

about 20 per 100,000 until 1950, when there was a sudden drop to 12.7. After this the non-

Māori rate varied between 10 and 13. There was no equivalent drop in Māori deaths at any 

point, and the Māori rate rose slowly during the 1950s and 1960s, at times approaching the 

Pākehā rate. By 1971 the Māori diabetes death rate had passed that of non-Māori, reaching 

16.6 per 100,000 compared to the non-Māori rate of 12.7.1103 However on an age-adjusted 

basis Māori rates were already more than double those of non-Māori in the late 1950s.1104 

Age-adjusted Māori hospitalisation rates for diabetes were double those of non-Māori in the 

early 1960s, suggesting that the mortality gap was caused more by a higher rate of the disease 

than lack of medical care.1105 

For deaths in which diabetes had been a main or contributing factor, the overall Māori rate in 

1971 was 38 per 100,000, while in the Waikato Hospital district it was 29 and in Taumarunui 

Hospital district it was 22.1106 Non-Māori rates were also lower in these districts than the 

country as a whole. This did not reflect Māori rates of diabetes morbidity (having the 

disease). The Waikato and Taumarunui Hospital Board districts both recorded high age-

adjusted rates of diabetes amongst Māori of both genders; amongst non-Māori the rate was 

low in Waikato and normal in Taumarunui.1107 The discrepancy between mortality and 

morbidity rates amongst Māori in these districts may be caused in part by factors relating to 

age structure, since the mortality rates are not age-adjusted. However it also suggests a good 
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standard of health care for Māori diabetics in those districts. Diabetes was still a major 

problem for Māori in 1990, when it was the third most common cause of death for Māori 

women aged 45 to 64 and the fourth most common cause of death for Māori men of the same 

age.1108 Māori diabetics tended to present with serious complications on average ten years 

earlier than non-Māori diabetics, although the reasons for this were not clear.1109 

7.8: Accident and injury 

Māori had consistently higher rates than non-Māori of serious accidents and injuries from the 

1940s to the 1980s. Between 1944 and 1968 Māori death rates were generally around 1.5 to 

three times higher than those of non-Māori for motor vehicle accidents, and one to two times 

higher for other accidents.1110 On an age-adjusted basis, Māori in the late 1950s were three 

times more likely to die in road accidents than non-Māori, but in the early 1960s only around 

twice as likely to be hospitalised.1111 This disparity may indicate that Māori tended to be 

involved in more serious accidents, that the accidents were more likely to occur in places 

distant from hospital services, or that Māori were more likely to have unsafe cars. 

Throughout the 1944 to 1968 period Māori and non-Māori rates of fatal motor vehicle 

accidents both rose, presumably due to higher rates of vehicle ownership. However Māori 

rates rose more than non-Māori: 423% compared to 108%. Rose speculated that this was 

because Māori were more rural and therefore more dependent on private transport which, due 

to poverty, was likely to be ramshackle and crowded.1112  

The non-Māori death rate from non-transport accidents in the 1944 to 1968 period was fairly 

consistent at around 30 per 100,000, whereas the Māori rate declined from a high of 69.8 in 

1946 to 32.5 in 1967. In the Hamilton health district during the 1950s the non-Māori rate was 

similar to the national non-Māori average, but the Māori rate was generally higher than the 

national Māori average and did not decline in the later years of the decade.1113 This suggests 

an inverse correlation between urbanisation and accident death rates, probably due to a 

combination of distance from medical aid and work in dangerous rural industries such as 

forestry and mining. Nationwide, in 1959 accidents were the most common cause of death for 

                                                 

1108 NZMS: Mortality, 1990, pxviii. 
1109 Pomare and de Boer, pp 112-13. 
1110 NZMS: Mortality, 1968, p112. 
1111 Rose, Maori-European Standard of Health, p30; Foster, Maori Patients in Public Hospitals, p23. 
1112 Rose, Maori-European Standard of Health, p3. 
1113 Except in 1959, which seems to be a statistical anomaly of no real significance.  



 

194 

Māori children aged five to 14, with a death rate of 27 per 100,000. This was three times the 

Pākehā rate.1114 At ages one to four, the rates were lower for both groups but the Māori rate 

was still three times higher than the Pākehā rate.1115 Age-adjusted hospitalisation rates show 

that Māori were slightly more likely to be poisoned, about a quarter more likely to suffer 

injury from falling, and more than twice as likely to be hospitalised due to miscellaneous 

accidents.1116 

Nationwide, the age-adjusted Māori male death rate from all unintentional injuries declined 

by 60% during the 1970 to 1988 period, while the much lower Māori female rate declined by 

21% and the non-Māori rates for both genders did not change significantly. In 1970 the Māori 

male rate was more than double the non-Māori male rate, which in turn was about double the 

female rate for both ethnic groups. By 1988 the Māori and non-Māori male rates were 

similar. During the 1970s the Māori female rate was usually significantly higher than the non-

Māori female rate, but from 1979 the two female rates were more or less the same.1117 The 

biggest category within the unintentional injuries group was motor vehicle crashes, which 

showed a similar pattern although with more fluctuation.1118 It is not possible to compare 

rates during this period with those given above, as the later set have been age-standardised. In 

terms of work-related fatal injury, Māori men had a significantly higher mortality rate than 

non-Māori in the years 1985 to 1994. This disparity was due almost entirely to the 

concentration of Māori in dangerous occupations; within occupational and industry categories 

there was usually no significant difference between Māori and non-Māori rates of work-

related fatality.1119 

Māori were more likely than non-Māori to be hospitalised for unintentional injuries and 

poisoning, but unlike the mortality disparity, the hospitalisation gap did not change during the 

1980s. In 1970 Māori were 1.6 times more likely to be admitted to hospital with injuries or 

poisoning than non-Māori, and between 1978 and 1988 Māori aged 14 and under were 

around 1.5 times more likely to be admitted to hospital due to accident than non-Māori of the 
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same age.1120 Admission rates for most types of injuries rose for both groups, but more so for 

Māori. Amongst people aged 15 to 64, Māori were nearly twice as likely than non-Māori to 

be hospitalised due to injury in the years 1982 to 1988.1121 The closing of the injury mortality 

gap combined with a continued gap in hospitalisation rates suggests that Māori were now 

more likely to receive life-saving hospital treatment for serious injuries. The most likely 

explanation is probably improvements in ambulance services, particularly the introduction of 

air ambulances in rural areas. However without a rural/urban breakdown of statistics it is not 

possible to test this theory. Improvements in ambulance services will be discussed in Chapter 

nine.  

Because accidents and injuries are amongst the few causes of death which affect young 

people at least as much as older people, they account for a high proportion of deaths amongst 

non-infant children, and amongst adults up to around late middle age. In the late 1960s 

accidents were the leading cause of death amongst Māori aged one to 44.1122 From 1984 to 

1987, unintentional injuries accounted for more than a quarter of years lost before age 65 for 

Māori males, and 15% of years lost for Māori females.1123 Motor vehicle accidents were the 

biggest cause of lost years for males of all ethnic groups. On average, Māori males lost 21% 

more years in motor accidents and 31% more years in other accidents than did non-Māori 

males. For females the figures were 47% and 17%. In 1990, motor vehicle crashes were the 

most common cause of death for both genders amongst Māori and the general population 

between the ages of one and 24.1124 For ages 25 to 44, motor vehicle crashes were the most 

common cause of death for males from both groups, although the Māori rate was a third 

higher than that of the general population. For women of both groups, motor vehicle crashes 

were the second most common cause of death, with the Māori rate being nearly 50% higher 

than that of the general population.1125 Unintentional injuries (including motor vehicle 

accidents) caused 13% of all Māori male deaths and five percent of all Māori female deaths, 

compared to male and female rates of seven and three percent for the general population.1126 

                                                 

1120 Pomare and de Boer, p92; NZMS: Hospitals, 1978-88, Public hospitals: Patients 14 years and under. 1978 to 1988 rates 
calculated using population figures from NZMS: Mortality, 1978-88. 
1121 NZMS: Hospitals, 1982-88, Public hospitals: Patients aged 15 to 64. Rates calculated using population figures from 
NZMS: Mortality, 1982-88. 
1122 R.J. Rose, Maori-European Comparisons in Mortality (Wellington: Department of Health, 1972), pp 51-2. 
1123 NZMS: Mortality, 1984-87, Potential years of life lost. Rates calculated using population figures from NZMS: Mortality, 
1984-87. 
1124 NZMS: Mortality, 1990, pp xv-xvi. 
1125 ibid., pxvii.  
1126 ibid., pp ix-xi. 
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7.9: Dental health 

There is little information available 

on the state of Māori dental health. 

One exception is the child health 

surveys carried out between 1945 

and 1959.1127 These showed that in 

1945, 18.6% of Māori 

schoolchildren had untreated dental 

caries (cavities), compared to 9.25% 

of Pākehā schoolchildren. By 1959 

the rates had declined to 1.49% of 

Māori and 0.4% of Pākehā. While 

both groups’ percentages had declined, the Māori rate had gone from double that of Pākehā to 

nearly quadruple. (Graph 24) From 1945 to 1952 the survey also recorded the percentage of 

children with fillings, and in these years the Māori rate went from 48% to 67% while the 

Pākehā rate went from 78% to 86.5%. Percentages of both groups with perfect teeth were 

fairly low. For Pākehā the rate fluctuated around three to five percent, while the Māori rate 

increased from 6.4% in 1945 to 9.6% in 1949, before plummeting to 2.6 in 1952. These 

changes may have more to do with regional variation than change over time. No 

comprehensive information could be found for later periods, but the Hauora III report states 

that Māori children in the 1980s tended to have more dental decay than non-Māori.1128 

7.10: Mental health 

Mental health is particularly difficult to quantify; not only are there the usual problems of 

reporting, but concepts of mental health and illness are culturally determined. Moreover, 

mental health statistics do not necessarily reflect actual levels of mental illness, however it is 

defined.1129 The most readily available figures are for psychiatric hospital admissions, and 

they are more likely to vary according to policy and socio-cultural attitudes than the number 

of people in need of psychiatric treatment. A decrease in the number of admissions, for 

example, might reflect a mentally healthier population, an increased emphasis on treatment 

                                                 

1127 AJHR 1945-1952 and 1955 to 1959, H-31.  
1128 Pomare et al., Hauora III, p156. 
1129 Mason Durie, ‘Māori psychiatric admissions: Patterns and policies’, in Social Dimensions of Health: New Zealand 
Perspectives, edited by John Spicer, Andrew Trlin and Jo Ann Walton (Palmerston North: Dunmore Press, 1994), p325. 

GRAPH 24: PERCENTAGE OF SURVEYED PRIMARY 

SCHOOL CHILDREN WITH DENTAL CARIES, 1945 TO 

1959. 
Source: AJHR 1945-1952 and 1955-59 H-31. 
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outside of hospitals, increased aversion to psychiatric hospitals, or funding cuts which mean 

that only the most seriously ill receive treatment.  

Cultural differences may have a strong impact on rates of hospital admission amongst 

different ethnic groups. For example, admission to a psychiatric hospital may be regarded by 

members of one ethnic group with shame or terror, while members of another might see it 

simply as an unpleasant necessity which will restore normality. Members of the first group 

will almost certainly have a lower rate of admission than the second, even if the two have the 

same level of mental illness. A more fundamental reason for differences is that different 

cultures have different ideas of what constitutes mental illness. Between 1954 and 1958, for 

example, the Pākehā rate of hospitalisation for psychoneurosis was nearly eight times that of 

Māori.1130 At that time psychoneurosis denoted a range of symptoms including anxiety and 

depression. These are somewhat subjective, and it is possible that both groups were suffering 

equally from what could be seen as psychoneurosis, but Pākehā were more likely to define it 

as a psychiatric condition and seek admission to hospital as a result. Another example of 

cultural difference is attitudes towards ‘hearing voices’. In traditional Māori culture, those 

who were particularly spiritually aware might hear the voices of departed tūpuna and other 

spiritual guardians.1131 However in Western culture, particularly psychiatric medicine, 

hearing voices is generally seen as a sign of mental illness. Mason Durie presented another 

example in 1984, when he criticised the dominant psychiatric idea that a mentally healthy 

person is one who is self-sufficient, self-motivated, and self-assertive. He pointed out that 

this: 

is a peculiarly Western view, which in Maori terms, is the antithesis of mental health. Interdependence 
(rather than independence) is considered desirable in Maori society, personal ambition is less healthy 
than the ambition of people for their children, and direct or blunt speaking is not necessarily regarded 
as the epitome of communication skills. To be ‘totally independent’ and ‘a separate person’ is, in Maori 
terms, to be unhealthy.1132 

Because of this, discussion of mental health in this report will focus on conditions which are 

relatively easy to classify as problems, regardless of culture. Suicide and alcoholism are 

                                                 

1130 Annual Report of the Medical Statistician on the Mental Health Statistics of New Zealand (NZMS: Mental health), 1958, 
p66. 
1131 For example see Mark and Lyons, p1759; Tariana Turia, speech to New Zealand Psychological Society Conference, 29 
August 2000, reproduced in New Zealand Herald, available at 
http://www.nzherald.co.nz/nz/news/article.cfm?c_id=1&objectid=149643. 
1132 M.H. Durie, ‘An integrated approach to mental health’ in Hui Whakaoranga: Maori Health Planning Workshop 
(Wellington: Department of Health, nd), p8. 
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regarded in most cultures as signs of a mind or spirit in crisis.1133 Schizophrenia is somewhat 

more problematic as it may include conditions which can also be seen as mate Māori or 

psychic gift. It is not possible within the scope of this report or with the sources available to 

fully explore diagnoses of schizophrenia amongst Māori, but this issue will be discussed to 

some extent below.  

In 1938, 1.8% of New Zealand’s 7,797 psychiatric patients were Māori; at Tokanui the 

percentage was 4.3.1134 Ten years later the percentage of psychiatric in-patients who were 

Māori had increased to 2.6% nationwide and to 5.7% in Tokanui. In terms of numbers per 

10,000 population, the Māori figure for 1948 was 20.8 while the non-Māori figure was 51.1135 

Figures for psychiatric admissions become available from 1954. These are not directly 

comparable with the figures given above, which relate to patients in psychiatric hospitals on 

31 December of that year, but the admission rates are indicative of change over time. For the 

years 1954 to 1958, the Māori rate of first admissions per 10,000 population was 68.5, 

compared to the Pākehā rate of 112.4.1136 These figures are somewhat distorted by the much 

higher Pākehā rate of admission for senile and presenile conditions (27.5 as opposed to 4.1 

for Māori). When these are excluded, the figures are 64.4 for Māori and 84.9 for Pākehā. The 

different rates were therefore more a reflection of differing age structures than of differing 

mental health as such. However Pākehā did have higher rates of admission for all mental 

disorders except schizophrenia and ‘mental deficiency’ (intellectual disability). In addition, 

Māori succumbed to what was then known as senile psychosis at older ages than Pākehā.1137  

In 1958 Dr. F McDonald of Porirua psychiatric hospital published an extended critique of the 

idea that low rates of Māori psychiatric admission reflected low rates of mental illness.1138 He 

argued that the low admission rates in fact reflected several other things. Firstly, Māori were 

very reluctant to enter mental hospitals, ‘so that the only Maoris seen there are those who are 

so floridly and severely psychotic that even their loving and tolerant families can no longer 

cope with them’.1139 This idea is supported by the fact that at this time Māori psychiatric 

                                                 

1133 Some cultures have historically regarded suicide as an appropriate and honourable action in certain circumstances. 
However Māori culture is not one of these.  
1134 ‘Table III: Native Countries’, AJHR 1939 H-7, p14. 
1135 ‘Table III: Native Countries’, AJHR 1949 H-7, p16. General population figures from ‘Vital Statistics’, AJHR 1949 H-31, 
p4. 
1136 NZMS: Mental health, 1958, p66. 
1137 Robb, p278. 
1138 F. McDonald, ‘Books: The mental health of the Maori’, Te Ao Hou (AH), December 1958, pp 57-9. 
1139 AH, December 1958, p58. 



 

199 

patients tended to stay in hospital for longer on average, particularly for non-schizophrenic 

psychoses, suggesting that Māori patients tended to have more serious problems.1140 

McDonald also argued that most Māori whānau were able to cope with members’ mental 

health problems, and rather than seeking assistance from the health system were more likely 

to send relatives to a tohunga ‘who, it must be regretfully admitted, is liable to give them a 

vastly better type of supportive psychotherapy than a pakeha therapist can provide’.1141 In 

addition, many Māori with what could be seen as behaviour or character disorders were 

considered criminals rather than mentally ill, and were therefore more likely to be in prison or 

borstal than psychiatric care.1142  

Examination of Māori and non-Māori age-standardized first admission rates from 1959 to 

1979 shows different patterns for the two groups.1143 The rate for both groups increased in the 

early 1960s, although more quickly for Māori. After this, non-Māori rates stayed fairly steady 

                                                 

1140 F.H. Foster, Maori Patients in Mental Hospitals (Wellington: Department of Health, 1962), pp 25-6. 
1141 AH, December 1958, p58. 
1142 ibid. 
1143 NZMS: Mental health, 1968-79, standardized rates age-adjusted to the 1959 mean total population.  

GRAPH 25: PSYCHIATRIC FIRST ADMISSIONS BY AGE, PER 100,000 POPULATION, 1959 TO 

1987. 
Source: NZMS: Mental health, 1959-1987. 
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until the mid-1970s, when they began to drop. Māori rates continued to rise in to the late 

1960s and stayed steady thereafter. The differences are more pronounced when the 20-30 and 

30-40 age groups are examined for the 1959 to 1987 period.1144 Non-Māori first admissions 

increased at ages 20 to 40 before declining slowly over the 1970s and 1980s. For Māori, on 

the other hand, first admissions for the 20-30 age group increased significantly during the 

1960s and 1980s, and there was a more gradual but steady increase for the 30-40 group 

(Graph 25).  

It is not possible to know whether these patterns reflected changing levels of mental illness, 

an increasing likelihood that mentally ill Māori would be admitted to psychiatric care, or 

both, but the differing patterns for Māori and non-Māori show that it cannot simply be 

attributed to general mental health policy. Mason Durie suggests that some of the increase 

may be due to increased utilisation of services, and to increased levels of Māori ethnic 

identity. Mental health admission ethnicity statistics were based on self-identification rather 

than the blood quantum definition used in censuses, which meant that Māori psychiatric 

patients were more likely to be identified as such.1145 However he argues that increased rates 

of admission probably also reflected increased levels of mental illness amongst Māori.  

In 1959 the most common diagnosis for Māori being admitted to a psychiatric institution for 

the first time was schizophrenia. This made up 38.6% of male first admissions and 41.7% of 

female first admissions.1146 It was noted in 1960 that the higher Māori rates could not be 

solely attributed to age structure, as the rates were higher even within age bands.1147 In 1974 

the Māori rate of admission for schizophrenia and paranoid states amongst those aged 25 to 

44 was, at 5.5 per 10,000 population of that age, the highest rate of any disorder at any age 

group, Māori or non-Māori.1148 The number of schizophrenia first admissions amongst Māori 

rose between 1959 and 1990, but far more slowly than for general Māori psychiatric 

admissions. The number of Māori male first admissions diagnosed with schizophrenia in 

1990 was 2.5 times higher than it had been in 1959, but the total number of Māori first 

admissions was nearly seven times higher. For females, the schizophrenia first admission 

figure was 1.8 times higher than in 1959, but the general psychiatric admission figure was 5.2 

                                                 

1144 Based on figures from NZMS, 1959 to 1987, age-specific rates per 100,000 mean population.  
1145 Durie, ‘Māori psychiatric admissions’, p328. 
1146 NZMS: Mental health, 1959, p127. 
1147 NZMS: Mental health, 1960, p130. 
1148 Pomare, Maori Standards of Health: 1955-1975, p40. 
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times higher.1149 This meant that in 1990 schizophrenia made up just over 14% of Māori 

admissions for both genders. Pomare and de Boer show that in 1984 the Māori schizophrenia 

admission rate was double that of non-Māori amongst males and nearly triple the non-Māori 

rate amongst females.1150 These figures should be treated with some caution as they are not 

age-adjusted, but clearly indicate a much higher Māori rate of diagnosis for schizophrenia. It 

was suggested in the 1990s that many Māori diagnosed with schizophrenia may have been 

suffering instead from ‘mate 

Māori’, and that traditional 

treatments might be effective 

in these cases.1151 

During the 1970s 

schizophrenia was overtaken 

by alcoholism (later 

classified as alcohol 

dependence or abuse) as the 

leading cause of Māori male 

first admissions (Graph 26). 

For Māori women, the 

figures became roughly equal 

in the 1980s (Graph 27). 

Before the 1970s, alcoholism 

had been a very minor cause 

of admissions amongst Māori 

men, making up less than 

five percent of annual 

admissions. It was also very 

rare amongst Māori female 

psychiatric patients, with 

only two percent or fewer 

                                                 

1149 NZMS: Mental health, 1990, p23. 
1150 Pomare and de Boer, p117. 
1151 Mental Health Foundation, Change in Mind: Kia Puāwai ā Mua: A history of the Mental Health Foundation of New 
Zealand: Thirty years on from Telethon 1977 (Auckland: Mental Health Foundation, 2008), p97. 

GRAPH 27: MĀORI FEMALE FIRST PSYCHIATRIC ADMISSIONS 

BY SELECTED CONDITIONS, 1959 TO 1990. 
Source: NZMS: Mental health, 1959-1990. 

GRAPH 26: MĀORI MALE FIRST PSYCHIATRIC ADMISSIONS 

BY SELECTED CONDITIONS, 1959 TO 1990. 
Source: NZMS: Mental health, 1959-1990. 
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being classified as alcoholics. From 1969 (for women) and 1970 (for men) the numbers 

began to rise significantly, as did alcoholism as a percentage of Māori admissions.1152 For 

women there was a steep rise in numbers in the late 1970s and again in the early 1980s, and 

for men there was a very steep rise in the early 1980s. Amongst Māori males, in 1984 there 

were 151 first admissions for alcoholism, making up 43.5% of total admissions. The 

condition therefore accounted for most of the general rise in Māori male admissions. Until 

1990 alcoholism declined both in numerical terms and as a percentage of first admissions. 

For women the numbers and percentages of total admissions were much smaller, with 

alcoholism numbers never exceeding 45 and the percentage of total admissions never 

exceeding 15%. Non-Māori first admissions for alcoholism also increased during this time, 

although from a higher starting point. The number of Māori male first admissions for 

alcoholism in 1985 was more than ten times the 1972 figure, whereas for non-Māori males 

the 1985 figure was only 1.6 times the 1972 figure. Over the same period alcoholism 

increased from 19.6 to 33% of all non-Māori male first admissions, compared to 6.3% to 

41.2% for Māori males. In 1984 the male alcoholism admission rate was 2.8 times higher for 

Māori than non-Māori, and for females the rate was nearly twice as high.1153 

This section has focussed almost exclusively on psychiatric patients. Levels of mental health 

problems amongst the general population, Māori or non-Māori, are not known. The subject is 

difficult to research as many people with mental health problems will not seek or receive 

medical help, and will therefore not appear in any health statistics. Feelings of shame can also 

reduce the visibility of these problems. The Rapuora Māori women’s health study dealt 

briefly with mental illness, showing that depression was fairly common amongst young 

Māori women, although less so in rural areas.1154 However its report does not state what the 

rate of depression was amongst its survey group, nor was there a comparison with non-Māori 

women or with Māori men. It is also possible that some women had experienced depression 

but did not mention it to the survey takers. There was a connection between depression or 

‘nerves’ and smoking, with some women using cigarettes as a means of relaxing. Several said 

a doctor had advised them to smoke to calm their nerves.1155 

                                                 

1152 NZMS: Mental health, 1959-1990, Maori first admissions: diagnoses by age and sex.  
1153 Pomare and de Boer, p117. 
1154 Murchie, p48. 
1155 ibid., p61. 
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7.10.1:  Suicide and self-harm 
Suicide rates were usually significantly lower for Māori than for Pākehā from the 1940s until 

the mid 1980s. Between 1944 and 1968 the Māori death rate for suicide and self-inflicted 

injury per 100,000 fluctuated between 1.0 and 7.5, decreasing slightly, while the Pākehā rate 

varied between 8.0 and 11.0.1156 The average Māori rate was 4.4, while the Pākehā average 

was 9.6. In the second half of the 1950s the age-adjusted Māori rates were 11.4 for males and 

0.2 for females, while for non-Māori the rates were 13.5 for males and 5.5 for females. Only 

one Māori female suicide was recorded for this period.1157 No data is available between 1968 

and 1978, but the statistics for 1978 to 1990 show that age-standardised suicide rates were 

still consistently lower for Māori of both sexes than for non-Māori.1158 Male rates for both 

ethnic groups rose during that period, particularly for non-Māori during the 1980s, and rates 

for both ethnic groups were 

significantly higher for male 

than females (Graph 28). The 

average rate for non-Māori 

males was 16.9 per 100,000 

population, for Māori males 

10.1, for non-Māori females 

5.7, and for Māori females 

2.2. No regional figures are 

available before the 1990s, 

but in the 1993 to 1997 

period, the King Country 

area had the lowest suicide 

rate in New Zealand.1159  

Youth suicide is harder to quantify due to the small numbers involved. In the second half of 

the 1950s the suicide mortality rate per 100,000 amongst ages 15 to 24 was 9.1 for Māori 

                                                 

1156 NZMS, 1968, p113. 
1157 Rose, Maori-European Standards of Health, p31. 
1158 New Zealand Health Information Service (NZHIS), Suicide Trends in New Zealand 1978-1998 (Wellington: Ministry of 
Health, 2001), p27. 
1159 ibid., p32. The King Country area used in the report encompassed all of the inquiry district except the Mōkau area, and 
also included the area around Taumarunui.  

GRAPH 28: SUICIDE DEATH RATES PER 100,000 

POPULATION, ALL AGES, 1978 TO 1990. 
Source: New Zealand Health Information Service, Suicide Trends 
in New Zealand 1978-1998 (Wellington: Ministry of Health, 2001), 
p27. 
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males, 5.9 for non-Māori males, and 1.5 for females of both groups. These numbers are so 

small, however – the Māori female rate represents a single death – that no strong conclusions 

should be drawn.1160 From 1978 until the mid 1980s, the rates per 100,000 amongst this 

group were usually below 

10 for all groups except 

non-Māori males, and their 

rate was usually below 20 

per 100,000.1161 From the 

mid 1980s rates for Māori 

and non-Māori males rose 

significantly, with Māori 

male rates peaking at 49.1 

in 1989 and non-Māori 

male rates peaking at 39.2 

in 1990. Between 1981 and 

1989 Māori males went 

from having the lowest 

youth suicide rate of the 

four groups examined here (none in 1981) to the highest rate. Amongst females, rates did not 

rise significantly, and Māori were usually somewhat more suicide-prone than non-Māori 

(Graph 29). On average the rates per 100,000 between 1978 to 1990 were 16.7 for Māori 

males, 24.4 for non-Māori males, 7.7 for Māori females and 5.4 for non-Māori females. For 

males, particularly Māori males, these averages disguise the huge rise in youth suicide in the 

mid and late 1980s. From 1978 to 1983 the average Māori male youth suicide rate was just 

3.9, whereas from 1984 to 1990 it was 27.7. The comparable figures for non-Māori males 

were 18.6 and 29.3. During the 1993 to 1997 period the youth suicide rate for the King 

Country was consistent with the national average.1162 

Rates of hospitalisation for self-inflicted injury show that in the early 1960s Māori and non-

Māori rates were the same overall, at two per 10,000.1163 Between 1978 and 1990 Māori rates 

                                                 

1160 Rose, Maori-European Standards of Health, p31. 
1161 NZHIS, p45. 
1162 ibid., p49. 
1163 Foster, Maori Patients in Public Hospitals, p24. 

GRAPH 29: YOUTH (AGES 15 TO 24) SUICIDE DEATH RATES 

PER 100,000 POPULATION OF THAT AGE , 1978 TO 1990. 
Source: New Zealand Health Information Service, Suicide Trends 
in New Zealand 1978-1998 (Wellington: Ministry of Health, 2001), 
p45. 
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were consistently the highest of any ethnic group.1164 They were usually at least 50% higher 

than for Pākehā, and there was a rise in Māori rates from 1986, probably reflecting the 

increased youth suicide rate at this time. In contrast with suicide rates, females tended to have 

higher rates of self-harm hospitalisation than males from the same ethnic group.1165 The 

Māori male rate was slightly above the non-Māori female rate. The Māori female rate, and to 

a lesser extent the Māori male rate, both rose from the mid 1980s. 

Overall, there appears to have been a significant decline in overall Māori mental health from 

the 1960s until at least 1990, particularly amongst those aged under 30. Māori rates of 

suicide, self harm and psychiatric hospitalisation (especially for alcoholism) all rose, 

particularly in the 1980s. Non-Māori male suicide rates also rose in the 1980s, especially 

amongst young people. This suggests a possible link to the economic restructuring of that 

period, particularly the loss of jobs in some traditionally working class male fields. However 

some of the changes in mental health, particularly the rise in hospitalisation for alcoholism, 

predate the restructuring. In general, it is not possible within the timeframes of this report to 

draw any conclusions on this apparent decline in Māori mental health. As well as the impact 

of 1980s restructuring, possible causes may include the general decline in economic 

prosperity and employment from the 1970s onwards, and Māori urbanisation and its effects.  

7.11: Conclusions 

In the mid twentieth century the Māori population underwent a huge epidemiological 

transition. In 1938 Māori had high rates of death at all ages, especially infancy, compared to 

non-Māori, and were very vulnerable to death from infectious diseases, particularly 

tuberculosis. High death rates were counteracted by high birth rates, producing a growing 

population with a very young average age. By 1960, infectious diseases had ceased to be a 

major killer of Māori and death rates had consequently declined. Like Pākehā, Māori were 

now most likely to be killed by cancer and heart diseases, but Māori succumbed to these 

diseases in greater numbers and at earlier ages. Māori infants also continued to die at greater 

rates than non-Māori, especially after their first month of life, although the gap was much 

smaller than in earlier decades. Māori children and adults were more likely to die in accidents 

on the roads and elsewhere than non-Māori, especially in the post-war decades. Māori rates 

                                                 

1164 Ministry of Health, New Zealand Suicide Trends: Mortality 1921-2003, hospitalisations for intentional self-harm 1978-
2004: Monitoring report No. 10 (Wellington: Ministry of Health, 2006), p24. 
1165 Ministry of Health, Suicide Trends, p25. 
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of hospitalisation were higher than those of non-Māori for nearly every condition, but the 

disparity in hospitalisation was usually smaller than that for mortality. The overall story of 

Māori physical health during this period is, however, a story of massive improvement, with 

nearly every negative indicator declining, often by huge degrees.  

The story of Māori mental health is much less positive. Although we have no way of knowing 

the true state of Māori mental health in the 1940s and earlier, it does appear that rates of 

Māori mental crisis, manifesting itself particularly in alcoholism and youth suicide, increased 

sharply from the 1970s and again in the 1980s. Rates of most negative indicators increased at 

this time, both in absolute terms and in relation to non-Māori. 

Most of the evidence outlined above relates to Māori in general, and occasionally to regional 

areas which include the inquiry district. The extent that these broader statistics can be 

plausibly applied to the current inquiry district area is admittedly unclear. They have been 

used despite this weakness primarily because they are the best data available, but also 

because there does not seem to be any reason to suggest that the broader picture is 

significantly different to the situation in the inquiry district. Where regional statistics are 

available, they are not dramatically different to the national figures, especially in terms of 

differences between Māori and non-Māori.  

The commission for this report asked what steps the Crown took to inform itself about the 

health of Māori in the inquiry district, and the scarcity of publicly available regional health 

data differentiated by ethnicity can be seen as a shortcoming in this respect. Even on a 

national level, more ethnically-differentiated health data could have been collected and 

published, and this could have aided public health efforts by and for Māori. Lack of such data 

was even more of a problem before 1938, but in earlier periods there were logistical 

constraints which would have made collection of such data difficult. From 1938 these 

constraints were far fewer and could have been overcome more easily.  

The next two chapters focus on some of the reasons behind the very different trends in Māori 

physical and mental health, with emphasis on the Rohe Pōtae. The next chapter will explore 

possible causes of Māori physical and mental ill health, including alcohol, poverty, smoking, 

diet and housing. The chapter after that will explore state provision of health services to Rohe 

Pōtae Māori, the accessibility of those services, and the extent to which they were used.   
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CHAPTER 8: FACTORS CONTRIBUTING TO MĀORI ILL 
HEALTH, 1938 TO 1990 

As in earlier periods, the factors contributing to the ill health of Rohe Pōtae Māori were 

varied and interconnected. Poverty played an important role, and is easier to measure in this 

period due to the general incorporation of Māori into the cash economy. Poverty frequently 

led to inadequate diets and unhealthy housing and sanitation, and has been linked to 

unhealthy behaviours such as smoking and heavy drinking. The disparities between Māori 

and Pākehā declined in the mid twentieth century, particularly with relation to housing, but 

significant gaps remained in 1990.  

Information on many of these factors is much more readily available for the 1938 to 1990 

period than for earlier decades although, with the exception of housing in the middle of the 

twentieth century, most information is not available on a regional basis. As with earlier 

chapters on the factors contributing to ill health, the following does not attempt to cover its 

topics comprehensively. Rather, this chapter is a series of basic overviews indicating the main 

causes of Māori ill health nationwide and, where possible, in the Rohe Pōtae.  

8.1: Nutrition 

Prior to the 1930s, academic interest in Māori diets was limited mostly to anthropologists, 

whereas after that interest mostly came from health researchers. Scientific study of exactly 

what people eat and its nutritional value is difficult to do, since in order to be fully accurate it 

requires large numbers of people to record exactly what and how much they eat, and for that 

food to be analysed for nutritional value. A few such studies were undertaken in Māori 

communities at various times, along with some more basic surveys. These indicate that in the 

middle decades of the twentieth century many Māori shifted from diets which often lacked 

enough calories, vitamins and other nutrients to diets with an excess of calories, but still not 

always containing enough nutrients. As a result, obesity became a serious Māori health 

problem. The Crown took small steps towards improving Māori diets, limiting itself to 

providing healthy foods and supplements to school children and advice to Māori in general.  

At the start of our period the rural Māori diet probably had elements of nineteenth century 

tradition, particularly the reliance on potatoes and kūmara, supplemented by both wild and 

purchased foods. Turbott wrote that in 1940 most Māori communities still grew staple crops 
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of potato and kūmara for their own consumption, but purchased many of their other foods.1166 

In another report he stated that  

The [Māori] diet is high in carbohydrate, short in first-class protein, lacking in vitamins, and deficient 
in minerals. Deficiency in vitamin A leads to frequency of common ailments such as colds, septic 
complications, and infections. It is below the correct level in the Maori diet, so short in fats from fish, 
animals, milk, and butter. Vitamin D, bound up with fats, is also deficient, lowering resistance to 
disease. Calcium lack combined with low vitamin D leads to softening and decay of teeth. The lack of 
adequate greens, of whole-meals, and of fruit means shortage of vitamins B and C. The dislike of milk, 
eggs and cheese spoils any hope of making up mineral deficiencies, of calcium, phosphorous, and iron. 
The Maori diet is no longer well balanced, and the Maori body is not disease resistant as in pre-pakeha 
days.1167 

The core foods continued to be potatoes, kūmara, bread and tea, with one family lunch 

consisting solely of white bread dipped in sweetened milkless tea. The softness of the diet 

contributed to dental problems.1168 School medical examinations from the mid 1940s to the 

mid 1950s showed that Māori and Pākehā children were, on average, equally likely to be 

suffering from ‘subnormal nutrition’.1169 Between 1945 and 1953 the rate for both groups 

dropped significantly, from around 8.5% to around three percent. 

An extensive study of the diets of Māori families around Taupo and Rotorua was carried out 

by E.C.G. McLaughlin in 1941, showing that 84% of the families surveyed had inadequate 

diets. Half were not getting enough calories, suggesting that actual shortages of food 

continued. Half were also lacking in iron and 84% of Māori in the survey were not getting 

enough calcium. However, although 22% were not getting enough protein, on average the 

study group was eating 22.4% more than their necessary protein intake. Compared to Pākehā 

families on a basic wage, the Māori families surveyed got more of their calories from meat, 

fish and sugar, and less from milk, fats, fruit and vegetables. However McLaughlin noted a 

possible understatement of vegetable consumption due to the time of year the survey was 

taken.1170 The Māori families ate less meat and much more fish than the basic-wage Pākehā 

group, but their intake of important vitamins and minerals was generally inadequate, in some 

cases by large margins.1171 McLaughlin argued that most of the problems in Māori diets were 

‘caused by imitation of the supposedly superior diet of the pakeha, who could, indeed, learn 

much from the Maori’. Some positive traditions were retained, such as the consumption of 
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large quantities of seafood and of wild greens. The habit of boiling meat and vegetables in the 

same pot and drinking the cooking liquid was praised, as it reserved the nutrients lost through 

boiling.1172  

In 1960 the Te Kuiti Inspector of Health surveyed Māori homes in Otorohanga and Waitomo 

counties, finding that nearly all households grew at least a few vegetables, and that most 

householders supplemented their diet with various wild foods such as wild pork and venison, 

and seafood.1173 In the majority of households the diet was as good as or better than that of 

the average Pākehā, with green vegetables being eaten at least twice a day in many homes. In 

21% of households, however, the diet consisted mostly of bread, cheap cuts of meat and wild 

vegetables, with noticeable health effects on the children. 

Few Māori dietary studies were undertaken between the 1940s and 1990, and these tended 

not to be detailed. A 1977 study of New Zealand diets showed that Māori consumed more fat 

than non-Māori, and that in the 50 to 64 age group Māori consumed 50% more. In addition, 

younger Māori males consumed more saturated fat. Māori tended to consume less sugar than 

non-Māori, but also less calcium.1174 No differentiation was made between the diets of urban 

and rural Māori, so it is not known whether this would have reflected the eating habits of 

Rohe Pōtae Māori as opposed to the urban majority. A study in 1989/90 again showed that 

Māori tended to consume more energy and fat, and fewer vitamins, than non-Māori.1175 

In the mid twentieth century, the diets of many Māori are likely to have changed with 

urbanisation, due to the reduced availability of wild foods, reduced opportunities for growing 

vegetables, and probably also being fully incorporated into a cash economy based on full 

time wage labour and shopping, as opposed to one based partly on subsistence agriculture 

and the hunting and harvesting of wild food. The health effects of this are difficult to quantify 

since we do not know what was actually eaten. In rural areas consumption of wild foods such 

as shellfish declined due to pollution and possibly the increasing likelihood of full time 

work.1176 Decline in the consumption of eels may have contributed to the high Māori rate of 
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type 2 diabetes, since eel is rich in the fatty acid omega 3, which helps prevent diabetes.1177 

Bush continued to be cleared, reducing the availability of wild foods.1178 Laws on shellfish 

gathering sometimes also prevented Rohe Pōtae Māori from taking traditional foods, or 

criminalised them for doing so.1179 It should be noted, however, that these laws were 

generally enacted to preserve resources.  

The relationship between diet and most kinds of disease is still imperfectly understood. The 

World Health Organization states that ‘diets high in fruit and vegetables may have a 

protective effect against many cancers’, but also that this has not been decisively shown.1180 

There is also a link between obesity and many types of cancer. We have seen that from about 

the 1960s, Māori became increasingly likely to die of ‘lifestyle diseases’ such as cancer, heart 

disease and diabetes. Although this was partly a result in the decline of infectious diseases, 

changes in Māori diets was probably also a factor. By the middle of the century few Māori 

would have been going without sufficient food on a regular basis. However Māori diets seem 

to have been less likely on average to contain an optimal balance of nutrients.  

By 1960, obesity was beginning to be cited as a widespread problem amongst Māori.1181 

Calculations from 1978 showed that on an age-adjusted basis Māori were more than five 

times more likely to be obese (120% or more of ideal body weight) than non-Māori. Amongst 

Māori men, obesity was more common in rural areas.1182 However cholesterol levels were 

significantly lower amongst Māori than non-Māori.1183 Changes in Māori diets in the post-

war period, particularly increased consumption of red meat and decreased consumption of 

fibre, may have led to increases in rates of colorectal cancer several decades later.1184 

Conversely, declines in heart disease death rates in the 1970s and 1980s have been attributed 

in part to dietary changes, and the fact that Māori rates declined therefore suggests that Māori 

diets became more healthy.1185 
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The main step taken by the 

state to improve Māori diets 

was the provision of 

information on healthy 

eating. Advice on diet was 

sometimes given through 

the Department of Māori 

Affairs magazine Te Ao Hou 

in the 1950s, on topics 

including school lunches 

and diet in pregnancy.1186 

Some of these articles 

praised traditional Māori 

foods, which 

played an important part in building a strong and healthy race... It is obviously important that the foods 
now eaten should be as good as the old Maori foods, but this is not always the case. White bread, sugar 
and biscuits are poor substitutes for such foods as eel flesh, puha and kumera.1187 

An article on preventing tuberculosis similarly advocated eating ‘old-fashioned foods such as 

potatoes, kumeras, puha and vegetables, meat, eggs, fish, shellfish and sea-foods, and bread, 

instead of pies and fish and chips, biscuits and fizzy drinks’.1188 The magazine also carried 

advertisements from the Department of Health giving advice on healthy food, although these 

were generally not tailored for a Māori audience.1189 Doctors, district nurses and teachers 

probably also gave advice on healthy eating habits, although no information could be found 

on this.  

Another role played by the state was the provision of nutritious foods and supplements to 

schoolchildren. Cod-liver oil and, in some places, senna tea, was distributed to pupils in 

Native Schools in the 1930s and 1940s.1190 Some schools also gave their pupils lunch.1191 In 

1937 children in all types of school began to be provided with a daily ration of milk, which 

Turbott wrote resulted in ‘an immediate improvement in general health and fitness’ amongst 
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FIGURE 4: DEPARTMENT OF HEALTH ADVERTISEMENT 

PROMOTING HEALTHY EATING, FROM TE AO HOU. 
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Māori children.1192 By 1942 83% of the total school population was receiving free milk, and 

in the 1940s free apples were also distributed.1193 All Native Schools provided their pupils 

with fresh milk or malted milk powder from the mid 1940s.1194 Free school milk was 

provided until 1967, when it was abolished as a cost-cutting measure.1195 From the mid 1960s 

iron supplements were also given to Māori babies to combat widespread anaemia.1196 Another 

food policy was the subsidies on some basic foods such as bread and butter from the 1940s to 

the 1970s. These kept the cost to the consumer artificially low.1197 

8.1.1: Breast feeding  
A study of infant mortality in 1954 showed that Māori were less likely than Pākehā to breast 

feed, and this seems to have been a contributing factor in infant mortality.1198 Only 17.8% of 

Pākehā mothers in the study did not breast feed at all, compared to 32.1% of the Māori 

control group and 60.6% of the Māori mothers who had lost an infant. The latter group was 

also much more likely to report that bottle feeding had been unsatisfactory.1199 No 

information was located found on Māori breast feeding between this time and 1990. 

Throughout the twentieth century, medical professionals were well aware of the benefits of 

breast feeding and probably advised Māori women to breast feed. One exception would have 

been mothers with tuberculosis and other diseases which can be transmitted via breast milk. 

Breast feeding was promoted through Te Ao Hou magazine, which also gave general advice 

about feeding infants.1200 However it advised that breast feeding should stop after 12 

months.1201 

8.2: Housing and sanitation 

Housing continued to be a major factor in the ‘health gap’ between Māori and Pākehā 

throughout the 1938 to 1990 period. As in earlier periods, firm data on Māori housing in the 

Rohe Pōtae is sometimes difficult to come by. The main source of information is census 

returns, but after 1966 less information was presented by locality. Other studies and surveys 
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show some information, particularly for the earlier and later parts of this period, but it is very 

difficult to track change over time, particularly on a regional basis. From the information that 

is available, we can see that Māori-occupied houses continued to be, on average, less 

conducive to good health than those occupied by Pākehā. However the difference between 

the two was much less pronounced than in earlier periods. By the middle of the century, 

traditional Māori housing had been more or less replaced by Western style housing.  

Sanitation continued to improve, and by around 1960 the water and waste amenities supplied 

to most Māori communities seem to have been around the same quality as those provided to 

small rural Pākehā settlements. Sanitation therefore became more strongly connected with 

housing. Poor sanitation now tended to mean a house without a good connection to local 

water and sewage systems, rather than an entire settlement which lacked these amenities. For 

this reason this section will deal with housing and sanitation together.  

In 1940 Turbott summarized the state of contemporary Māori housing nationwide, stating that 

more than half of Māori lived in overcrowded conditions. ‘The overcrowding is often gross, 

six to twelve or even more people sleeping in one room with a floor space of about 120 

square feet [11 square meters] or less.’1202 He also argued that by Pākehā standards more than 

a third of Māori housing was unfit for habitation, ‘darkness, dampness and poor ventilation 

being the main defects’.1203 Only about half of Māori households had a safe water supply, one 

quarter had no adequate means of rubbish disposal, and a third had no proper toilet 

facilities.1204 Many houses were badly built, and those which were well-built were often in 

need of repair and maintenance.1205  

In Kāwhia, Raglan, Waipa and Waikato counties, covering the northern part of the inquiry 

district and other areas, Māori required 740 water tanks in 1938 and, in his capacity as 

Waikato Medical Officer of Health, Turbott advocated the Health Department spend at least 

£5000 purchasing and installing them.1206 The Department estimated the following year that 

on a nationwide basis £100,000 was required, and that every year for five years the state 

should provide £10,000 for this purpose, with the other half of the money to be raised by the 
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relevant communities. ‘The whole of the cost should be 

met by the Government in special cases only’.1207 The 

plan received Treasury approval.1208 The Native Minister 

also approved, but emphasised:  

that care should be taken to see that the Maori is not relieved of 
the responsibility of providing for himself those essential 
amenities that are well within his capacity to provide... There is 
just a possible danger that a benefit conferred on the people 
today might be considered their right tomorrow.1209 

The Director-General of Health supported this, writing 

that ‘the attitude should be to refrain from giving 

something for nothing’, although special consideration 

should be given in cases where the water supply was 

particularly bad.1210 

The 1946 census showed that, since the 1936 census, the 

percentage of Māori houses classified as permanent private dwellings had risen significantly 

in the Waitomo, Otorohanga and Kāwhia counties.1211 Overall, the percentage of permanent 

private dwellings increased from 45% to 65%, with temporary dwellings decreasing from 

15% to two percent. Meanwhile, ‘huts, whares and baches’ (neither temporary nor 

permanent) decreased from 38% to 30%, and ‘other’ increased from one to three percent. The 

biggest change came in Kāwhia County, where permanent dwellings went from 19% to 52%, 

and temporary dwellings decreased from 43% to four percent. However Māori dwellings in 

the three counties were still very different from those of their non-Māori neighbours, 94.5% 

of whom lived in permanent private dwellings. Grey Henry grew up in Waitomo, in one of 

the houses which would not have been classified as a private permanent dwelling: 

He whare ponga. He oneone te one o raro. Nā ka kīa nei nā ngā pēke huka, ngā niupepa te rā nā he ue 
ka pārae atu te hau kia kore e puta mai i waenga nui i ngā ponga o ō mātou kāinga. 
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It was a rude whare ponga house, a dirt floor. Sugar bags and newspaper, those were the wallpapers 
and the curtains to prevent the wind coming through the gaps in the punga walls.1212 

By 1945 houses such as these were becoming uncommon, but were still home to a minority 

of Māori.  

Māori households were significantly less likely than Pākehā households to have what were 

beginning to be seen as basic facilities. In 1945 only 21% of Māori households in the three 

counties had piped water, compared to 41% of non-Māori households. For hot water, the 

figures were 17.5% and 73%, and for flush toilets four percent and 26%. Of the three 

counties, Kāwhia households were the worst supplied, for Pākehā as well as Māori, although 

even there Pākehā households were far more likely than Māori to have basic facilities. 

Compared to other rural North Island Māori, Rohe Pōtae Māori were somewhat less likely to 

have piped water and flush toilets, but slightly more likely to have hot water. They were also 

significantly less likely to have electric lighting; for North Island counties generally the 

average was 27% of Māori households, compared to 19% in the three counties. Most rural 

parts of the Rohe Pōtae were generally poorly served 

for amenities, and Pākehā as well as Māori 

experienced inconvenience and health hazards. 

Kāwhia township was not connected to the national 

grid until 1947, and Raglan did not get a town water 

supply until 1964.1213 In 1968 it was discovered the 

that the water supply for Pakeno School in Waitomo 

County was contaminated with E. Coli from cattle.1214 

Raglan’s sewage system was not equipped to deal 

with the annual summer influx of visitors and failed 

in 1972, causing raw sewage to discharge onto the 

beach.1215 Overall, New Zealand’s drinking water 

quality in the 1960s was low by international 
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standards, with one report stating that there remained a general risk of water-borne 

diseases.1216 

Amenities in the three counties (merged into two between 1951 and 1956) improved over the 

1950s and 1960s for both Māori and non-Māori, although proportionately more for Māori. 

The percentage of households with a piped water supply went from 21% in 1945 to 60% in 

1966 for Māori and from 41% to 78% for non-Māori, while hot water went from 18% to 84% 

for Māori and 73% to 96% for non-Māori, and flush toilets went from four percent to 51% for 

Māori and 26% to 87% for non-Māori. There were proportional increases in the number of 

households with fixed baths or showers, and refrigerators and washing machines. After this 

amenities data in the census ceased to be organised by county.  

At a national level, Māori households had more occupants on average than non-Māori 

households. In 1951 the average Māori household contained 5.52 people, compared to 3.61 

for non-Māori. By 1996 the figures had decreased to 3.96 for Māori and 2.8 for non-Māori, 

reflecting the decreased fertility of both groups and indicating that overcrowding continued to 

be a problem for Māori. As we have seen, overcrowding is a major risk factor for the spread 

of disease, and although Māori were much less vulnerable to infectious disease in this period 

than in the early decades of the century, the crowded nature of many Māori households goes 

some way towards explaining higher Māori rates of infectious diseases. This was explicitly 

recognised by the Department of Māori Affairs in 1959, when it stated that overcrowding in 

Māori homes was a major factor in the much higher Māori rate of tuberculosis.1217  

A housing survey was conducted amongst Māori in Waitomo and Otorohanga counties in 

1960, finding that, of the 174 homes visited, just over half were considered ‘grossly 

overcrowded’.1218 According to the Te Kuiti Health Inspector, the large size of many Māori 

families was a contributing factor, but the main reason for overcrowding was the practice of 

having multiple generations living in the same house. In some cases married children were 

unable to move out of their parents’ home and ended up raising their own families there. In 

other cases a young couple was able to get a new house, but because the extended family’s 

accommodation was substandard, parents and other relatives would also move in. Since the 
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houses were usually designed for the typical Pākehā family of two parents and a relatively 

small number of children, the overcrowding not only harmed the health of the inhabitants but 

was also bad for the house and its amenities, leading to further health problems.   

Nearly two-third of the homes surveyed were in good condition, these being a mix of 

privately financed homes, state houses and Māori Affairs houses. This left 67 substandard 

houses, of which 29 were the ‘homestead type of house in County areas and on fringes of 

town, very old and dilapidated condition’ and 38 were shacks. Nearly two-thirds of the sub-

standard homes were not owner-occupied, and the Health Inspector stated that the landlords, 

usually also the tenants’ employers, were unwilling to improve their properties. Requests for 

improvements were met with evictions, and the new tenants tolerated the conditions because 

they could find nowhere better. Five of the substandard rental houses had been provided by 

government departments such as Railways or Ministry of Works, whose representatives 

generally could not understand why a fuss was suddenly being made about the standard of 

Māori housing.  

Of the houses which were generally of a good construction standard, most also had adequate 

drainage and sanitary facilities, although some required maintenance in this area. Twelve 

older houses in good condition, including some pre-1955 Māori Affairs houses, were lacking 

in adequate toilet facilities, with three having pit privies and nine having no toilets 

whatsoever. None of the twelve had proper means of waste water disposal, and only five had 

a kitchen sink. Of the 29 dilapidated older houses, 17 had adequate toilet and drainage 

facilities although most required urgent repairs. The others had completely inadequate 

sanitary arrangements. Of the 38 shacks, none had proper sanitary facilities. The majority of 

the houses, including the shacks, had clean water supplies although in some cases these were 

not convenient. The Health Inspector commented that: 

From investigations conducted during this survey it is quite obvious that the Maori puts the commodity 
of water very high up on his small list of basic requirements, and as a whole has a very clear 
understanding of the importance of potable water. In County areas particularly this fact was very 
evident and in many cases he took greater pains than his European counterpart to secure a good quality 
supply. 

...In some of these cases drinking water was carried great distances to ensure that quality drinking 
water was available for the use of the inmates of the dwelling.  

The problem was not, as was sometimes alleged, that Māori had no desire to live healthily. 

Rather poverty, a housing shortage and probably discrimination compelled many to live in 

substandard and unhealthy accommodation.  
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As discussed in earlier chapters, home ownership can have a positive effect on health as it 

makes it easier for the occupants to improve their dwellings and increases stability. For 

people with chronic health conditions, this stability makes it easier for health professionals to 

keep in contact and monitor the patient’s condition. The percentage of Māori homes owned 

by their occupants in Waitomo and Otorohanga counties stayed fairly static between 1956 and 

1976, at between 44 and 46%, in contrast with the slowly rising rate of Pākehā home 

ownership.1219 County data is not available for the 1980s. A Housing New Zealand report 

shows that Māori home ownership declined from 54 to 49% between 1951 and 1986 but, as 

the report points out, this is likely to reflect urbanisation and therefore probably does not 

reflect Māori home ownership levels in the Rohe Pōtae.1220  

The Health Department generally recognised that bad housing was a major cause of Māori ill 

health.1221 The effect of bad housing was therefore one of the factors explored by the 1954 

Māori infant mortality study. In addition to comparing the housing of Māori families who had 

suffered an infant death with those who had not, the study provides valuable data on Māori 

housing generally. It reveals that the site of more than half of Māori houses could be 

classified as ‘good’, defined as being well-drained, with adequate light, air, and shelter, and 

not close to any environmental or health hazard.1222 Households in which an infant death had 

occurred (Group A) were more than twice as likely as the Māori control group (Group B) to 

be badly situated, and the Māori control group was in turn worse situated on average than the 

non-Māori group (Group C). The standard of construction in Māori housing was significantly 

worse than for Pākehā, with 81.4% of Group C houses classified as well built, compared to 

38.3% of Group B houses and 26.1% of Group A houses. Shacks, sheds and temporary 

structures housed 15.5% of Group A, 7.6% of Group B and just 0.8% of Group C. There was 

a similar pattern for the condition of houses.1223 Māori houses also tended to be smaller than 

those of Pākehā, with 44.4% of Group A and 38.3% of Group B occupying houses with less 

than 600 square feet (55.7 square meters) floor space, compared to 13.2% of Group C.1224 As 

a result, Māori houses tended to be more crowded. Of households living in houses of 800 
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square feet (74.3 square meters) or less floor space, fewer than 20% of Group C had more 

than five members, compared to 34% of Group B and 43.2% of Group A.1225  

Water and sanitation facilities tended to be worse in the Māori households, and this was 

particularly the case for households in which an infant death had occurred.1226 They were 

significantly less likely to be connected to a public utility water supply, or to have a fixed 

bath, hot water supply, or indoor toilet. They were also less likely to have generally adequate 

sanitation and means of storing and disposing of refuse. Unfortunately the statistics were not 

adjusted for the location of households, so we do not know how much of the difference was 

due to Māori families being more rural. The correlation between lack of facilities and infant 

mortality may simply reflect the higher rates of geographic isolation amongst Group A.  

Little  useful data on Māori housing in the Rohe Pōtae beyond the early 1960s period was 

located. Regional ethnic-differentiated housing data was no longer included in published 

census reports, and there do not seem to have been any comprehensive Māori housing 

surveys. Some limited information is available on a national level, for example the average 

number of occupants per dwelling mentioned above. The third Decades of Disparity report 

states that in the 1980s there was a relationship between home ownership and low mortality 

for non-Māori but not for Māori.1227 A Board of Māori Affairs report from 1986 stated that ‘a 

slow but steady stream of [Māori] migrants’ were returning from urban areas to their 

tūrangawaewae, leading to increased pressure on rural housing stock, but no figures were 

supplied.1228  

A Māori women’s housing report from 1991 showed that substandard housing was still a 

serious problem for Māori, particularly in rural areas.  

Substandard dwellings both old and new, condemned houses, cowsheds, sheds, garages, woolsheds, 
temporary shelters such as tents, lean-to’s made of tin and tarpaulin, old buses, and caravans constitute 
the permanent dwellings for numerous Māori families. Others have dirt floors, no power, and no 
running water. Many are insect and vermin infested, or present ongoing health risks.1229 
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Many homes were also grossly overcrowded, and some people lacked any permanent home, 

simply moving between relatives’ houses. These conditions inevitably affected health, 

particularly for children and the elderly.1230 Some Māori living in state-provided houses were 

disturbed by the design of their houses, which did not take principles of tapu into account, for 

example failing to separate the laundry and kitchen.1231 This report did not cover the Rohe 

Pōtae, but there seems to be no reason to believe that Māori housing was significantly 

different there than elsewhere.  

8.2.1: Māori housing policies 
During the 1938 to 1990 period, the task of improving Māori housing fell mostly to the 

Department of Māori Affairs. The Department provided loans for Māori families, particularly 

those who had the ability to repay the money but were unable to borrow it privately or 

through other state departments. It should be noted that some Māori were able to borrow 

money via general lending systems and did so without appearing as Māori in statistics.1232 As 

well as providing loans, the Department also organised and assisted houses to be built for 

Māori, provided legal and practical advice on various housing-related matters, and in urban 

areas helped allocate state houses.1233  

In 1938 there were three avenues of housing assistance available to Māori: loans via the 

Native Housing Act 1935, loans via its 1938 amendment, which provided for those unable to 

meet the loan requirements of the original Act, and housing provided through the Māori Land 

Settlement schemes. According to Mark Krivan, at this stage they were all ‘inadequately 

funded, and the loan policy placed too high a priority on recovering the government money 

advanced to realistically meet the needs of an economically depressed Maori population.’1234 

A similar assessment had been made by Turbott in 1940. He also argued that it was not 

possible for any government to bring Māori housing to acceptable standards as this would 

cost millions of pounds. Instead improvement had to come from Māori themselves, but this 

could only happen once they were on a better economic footing.1235 In addition to the Māori 

housing schemes outlined above, there was also a Rural Housing Act 1939 by which county 

councils were empowered to lend money to farmers for new or improved housing for 
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themselves or their employees. To what extent Māori farmers were able to access these loans 

in the Rohe Pōtae is unknown, but it is likely that some Māori working for Pākehā farmers 

benefitted from the Act.1236 

Even if rehousing the entire Māori population was unrealistic, the amounts spent from 1938 

to 1940 still seem unnecessarily small. In 1938, £7,868 was spent by the Native Department 

on Māori housing, just 0.2% of general Crown housing expenditure and 0.004% of GDP. By 

1940 the amount spent on Māori housing had increased to £67,747, but the concurrent rise in 

general housing expenditure meant that this was only one percent of other housing 

expenditure and 0.03% of GDP. At this time Māori made up 6.3% of New Zealand’s 

population and, as we have seen, were amongst its worst housed.1237 Krivan estimates that, in 

order to meet the demands of a growing Māori population and rehouse those who were in 

unsatisfactory accommodation, around 2,400 new houses were required in the four years 

from 1936 to 1940. However only 1,456 were actually provided, and this figure includes 

existing houses repaired, renovated or extended.1238 The new houses were periodically 

inspected by Health Department officials, who delivered positive reports in Waikato-

Maniapoto.1239  

The state also continued to provide funds for sanitary improvements. The pound for pound 

subsidy for water supply improvements was still available, but the necessity of raising half 

the money themselves made such schemes impractical for many communities.1240 

Nevertheless, in 1939 the Native Department oversaw the installation of 10 water supplies in 

the Waikato-Maniapoto district, and 15 the following year.1241 In 1939 the government also 

committed itself to installing 2,000 bore-hole latrines in Māori communities.1242 

During World War II all state-funded housing schemes were drastically cut back due to 

shortages of labour and materials, and rising costs.1243 From 1941 to 1945 only 839 houses 

were built, repaired, renovated or extended under the Māori housing schemes, although the 
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number of loans made for purchases quadrupled.1244 The amount spent on Māori housing 

remained very low as a percentage of general housing expenditure (1.4% in 1945) as well as 

of GDP (0.02% in 1945).1245 Around 12 to 14% of housing loans advanced to Māori were 

made in the Waikato-Maniapoto district.1246 In the later years of the war some significant 

policy improvements were made. Cabinet agreed that Māori ex-servicemen would be given 

the same privileges as regards to state houses and housing loans as their Pākehā counterparts. 

The responsibility for building Māori houses was shifted from Public Works to a division of 

the Native Department, which devolved it to the Māori Land Boards, and Māori housing loan 

policies were revised. Changes included lowering the amount which applicants had to be able 

to repay, raising the standard of houses to be built, raising the maximum loan amount, and 

giving priority to tuberculosis patients.1247  

After the war there was a severe housing shortage throughout New Zealand, with materials 

and skilled labour continuing to be in short supply. For Māori Land Boards attempting to 

build houses in isolated rural areas, these problems were particularly pronounced, especially 

in terms of attracting labour.1248 More of an effort was made to build houses which complied 

with contemporary standards, but there continued to be a trade off between the need for basic 

amenities and the ability of applicants to pay for them.1249 This resulted later in some of the 

unsatisfactory houses found in the 1960 survey. The trade off became less necessary in 1947, 

when the mortgage time limit for Māori housing loans was doubled from 15 to 30 years, 

bringing it into line with other state housing loan programmes.1250 Significant further 

improvements were made the next year, following Prime Minister Peter Fraser’s acquisition 

of the Native Affairs portfolio.1251 Provisions were made to allow Māori who would be 

otherwise unable to afford a loan to take one out, with the aid of interest-free supplements; 

state house allocations were introduced; the amount of money available for Māori housing 

increased; and there was now less emphasis on cost recovery. These steps combined with 
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increased availability of labour and materials meant that the standard of houses provided 

under these schemes improved.1252  

In 1948 the Native Department began lending money to groups of rural Māori under the 1935 

Act, in order to provide clusters of rural houses. One of the earliest group housing projects 

was in the Te Kuiti area. Counteracting this, from 1948 applications were considered on the 

basis of the distance of the site from the nearest town, school and place of employment. This 

discouraged the building of new houses in isolated rural areas.1253 By 1950, spending on 

Māori housing had increased to more than half a million pounds, although this was still only 

3.2% of general housing expenditure and 0.1% of GDP, when Māori were nearly seven 

percent of the total population.1254 Some Māori would have benefitted from general housing 

expenditure, for example through state housing, but it is unlikely that total spending on 

housing for Māori was proportional to their share of the population, even though Māori 

housing continued to be worse on average than that of Pākehā. 

Krivan estimates that from 1946 to 1950 the state met only 29% of demand for new or 

improved Māori housing. However it did provide 85% of the intercensal increase in new 

permanent private Māori dwellings between 1945 and 1951.1255 In most years it is not 

possible to tell what percentage of houses provided or improved were in the inquiry district, 

as data is given by Māori Land Board administration districts. Te Rohe Pōtae was in the 

Waikato-Maniapoto district, which until 1961 also included Auckland as well as the Waikato 

and Coromandel areas.1256 From 1946 to 1951 the percentage of houses built, purchased or 

improved in the Waikato-Maniapoto district rose from 10 to 20% of the total, and in 1949 the 

district took nearly half of all purchases, and in 1950 more than 45% of all additions, 

renovations and repairs.1257 From 1947 to 1949 the district took 13 to 16% of housing loans, 

but only nine to 11.5% of the amount lent.1258  

The Māori Social and Economic Advancement Act 1945 established tribal committees and 

Māori Welfare Officers. By 1947 the Welfare Officers had dealt with more than 7,500 cases, 
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including 1,234 investigations of housing conditions.1259 They also helped Māori apply for 

housing loans.1260 As a follow-up to the 1960 survey, Welfare Officers attempted to speak to 

every Māori household in their area with unsuitable accommodation, and help them to 

improve their situation. Many families in the Rohe Pōtae were able to move into state or 

council houses or employer-provided housing. Others did not want to move and could not 

afford to repay any loan.1261  

The National government elected in 1949 continued Labour’s Māori housing policy. Home 

purchase was further encouraged, although increases in building costs cancelled out 

improvements in conditions for borrowers.1262 The Māori Affairs Department began to focus 

more on urban housing, reflecting population shifts and the continued difficulty of attracting 

skilled labour to building sites in remote rural areas. By 1961 more than half of Māori 

Affairs-funded houses were in urban areas.1263 In 1958 families became able to capitalise 

their family benefit to assist the purchase of a new house, but although Māori were able to do 

this, the Department of Māori Affairs could not provide enough houses to fulfil demand.1264 

By 1961 Māori housing expenditure had increased to nearly two million pounds, but it 

remained only 3.6% of total general housing expenditure and 0.14% of GDP.1265 In the 1960s 

there were various other schemes to encourage Māori home improvement and ownership, but 

these tended to focus on urban areas rather than rural locations such as most of the Rohe 

Pōtae.1266 Māori were also encouraged to move away from areas without job opportunities or 

amenities such as schools and medical services. In 1959 a Māori Affairs Department report 

noted that some were reluctant to do this because of strong ties to the area. ‘Here it is not only 

a question of building the houses, but of helping the people to reorient their thinking about 

the new world in which they are living.’1267 

By 1966, annual Māori housing expenditure was over £3.5 million, and eight percent of 

general housing expenditure, although only 0.18% of GDP. After this the amount spent 
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declined significantly, with the Department of Māori Affairs claiming that the housing 

problem had been virtually solved in rural areas and substantially improved in urban 

areas.1268 Krivan calculates that in fact only 38% of the demand for new and improved Māori 

houses was met from 1961 to 1966.1269 From 1952 to 1961 the Waikato-Maniapoto district 

took between 15 and 35% of new houses, purchases and improvements, but given the urban 

emphasis of housing policy at this time it is likely that most of these were in Auckland.1270 

Figures from 1956 and 1957 show that new houses facilitated by Māori Affairs in the Te 

Kuiti zone made up 14% of the Waikato-Maniapoto total and just under four percent of the 

national total.1271 The dominance of Auckland is also shown by the sharp drop off in Waikato-

Maniapoto’s national share after 1961, when the Auckland area became separate. After this 

Waikato-Maniapoto’s share of houses provided and improved remained below 15% until the 

late 1980s.1272 In general, rural Māori housing seems to have been somewhat neglected from 

about the 1950s.1273 

An important policy for rural Māori was the introduction in 1969 of 100% loans of up to 

$2000 for rural areas. These loans were provided for the expansion and improvement of 

existing rural houses on individually owned land.1274 Ten years later the loan limit was 

abolished where security was provided, and lifted to $5000 on properties with no security.1275 

Another key rural policy was funding for ‘kaumātua flats’ near rural marae. The amount of 

money available was initially very limited, but increased in the late 1980s, and by March 

1989, 483 individual flats had been built.1276 Despite these initiatives, there continued to be a 

large gap between the number of houses required by Māori and the number built or facilitated 

by the state. This was mostly due to lack of money, and from 1969 Pacific Islanders also 

became eligible for Māori Affairs loans, increasing competition for the limited amounts of 

assistance.1277 A significant increase in funding came in the mid 1970s, under the third 

Labour government.1278 Later in the decade and into the early 1980s, funding via the Lottery 
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Board and the Māori Purposes Fund Board was granted to rural marae for the improvement 

of sanitation and the construction of kitchens.1279 

The mid 1980s saw a range of government initiatives regarding Māori housing. The Māori 

Affairs Department changed its housing policy to focus on ‘applicants with special need and 

who could otherwise not acquire their own home’.1280 Other Māori in need of new homes 

would be assisted and advised on getting loans from the Housing Corporation and other 

lenders. At this time the Housing Corporation and the Department of Māori Affairs between 

them provided 86% of Māori first mortgages, showing the importance of the Crown’s role in 

housing Māori.1281 

The mid 1980s saw the Housing Corporation make an increased effort to serve Māori, 

appointing Māori liaison officers to work with local Māori communities, and improving staff 

awareness of Māori culture, language and protocol.1282 It also formally recognised 

discrimination as a key factor preventing Māori from competing in the private rental 

market.1283 In 1985 the government introduced the Papakāinga Housing Scheme, which 

aimed to remove restrictions on Māori building houses on multiply owned land, and gave 

loans to facilitate the building of such houses.1284 By 1990, 700 households had been housed 

under the scheme.1285 Another initiative was the Homestart scheme for first home buyers, 

initiated in 1986. This provided low interest loans and deferred payments.1286 Many Māori 

used the Papakāinga and the Homestart schemes in conjunction with each other.1287 

In summary, Māori housing in the Rohe Pōtae and elsewhere improved significantly over the 

1938 to 1990 period, in relation to non-Māori and in absolute terms. However significant 

problems remained until at least 1990, particularly overcrowding. A minority of Māori houses 

were severely unhealthy in the late 1980s, although the percentage was probably much 

smaller than fifty years previously. Much of the improvement in Māori housing can be 

credited at least partly to the state, particularly its provision of accessible loans to Māori in 
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the mid twentieth century. The amount of money provided specifically for Māori housing, 

however, was less per capita than that provided for the general population, even though 

Māori were disproportionately badly housed. Rural Māori housing was somewhat neglected 

from the 1950s, partly because of the shift in population to the cities and partly due to 

government policy. The Crown was well aware of Māori housing problems in the Rohe Pōtae 

and elsewhere, at times in great detail.  

8.3: Tobacco 

Smoking has been a major factor affecting the health of 

Māori since the nineteenth century. From the 1950s 

health authorities came to realise its dangers, particularly 

the link with lung cancer. Despite this, the Health 

Department initially limited itself only to providing 

information. Māori rates of smoking remained high 

compared to non-Māori, particularly amongst women, 

and contributed to health problems including lung cancer 

and other respiratory diseases.  

Various studies since the 1960s have consistently shown 

Māori to have much higher smoking rates than non-

Māori. A 1962 survey of rural Māori showed that 58% of 

the men and 70% of the women smoked. Other studies 

showed high rates amongst rural secondary school 

students.1288 The 1976 census showed that Māori men 

were nearly 50% more likely to smoke than men who were neither Māori nor Pacific 

Islanders.1289 Māori women, meanwhile, were almost twice as likely to smoke than non-

Māori women. Amongst Māori, majorities of both genders were smokers in all age groups 

between 15 and 54. By 1981 the percentages had decreased for all groups, but less for Māori 

than others. More than half of all Māori men at all ages between 20 and 44 were smokers, as 

were the majority of Māori women in all age groups between 15 and 49. At ages 15 to 24 the 

percentage of women who smoked had actually risen. Overall, smoking rates declined by 
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FIGURE 5: DR TE RANGI HIROA,
C 1947, WITH PIPE.  
Hiroa was one of many Māori 
smokers and, like most 
contemporary doctors, would 
probably have been unaware of the 
dangers of smoking. 
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12.5% amongst men and 9.4% amongst women in the general population but by only 3.4% 

and 1.7% amongst the Māori population. However the biggest decreases within age groups 

came from older Māori women (65 and older), in contrast to a complete lack of change 

amongst older women in the general population. In both 1976 and 1981 Māori of both 

genders smoked fewer cigarettes per day than their non-Māori counterparts, and the average 

number of cigarettes smoked daily declined more between censuses for Māori than for the 

general population.1290 The gap between Māori and non-Māori smoking rates increased 

between 1981 and 1996, which Barnett, Pearce and Moon argue was linked to the growing 

rates of poverty and inequality during this time. The link was less pronounced in rural 

areas.1291 

According to the World Health Organization, tobacco is the world’s single largest preventable 

cause of cancer, and causes the majority of lung cancers.1292 It significantly increases the risk 

of dying of ischaemic heart disease or stroke.1293 Smoking is also associated with suppressed 

immune function and may therefore contribute to high Māori rates of infectious disease.1294 

In 1984 Smith and Pearce calculated that cigarette smoking caused 15% of the difference 

between the Māori and non-Māori death rate for males, and 16% for females, even after age 

and social class had been adjusted for.1295  

From the 1930s, insurance statisticians and some scientists and public health officials had 

noted an increase in rates of lung cancer, and speculated that cigarette smoking might be the 

cause.1296 Three landmark papers were published in British and American medical journals in 

1950 showing that rates of lung cancer in smokers were many times higher than in the 

general population.1297 Despite this, it was the best part of a decade before any government 

even went as far as to officially state that smoking might be dangerous, and 12 years until the 

British government issued official warnings to the public.1298  
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New Zealand was relatively quick to condemn tobacco. In the 1940s the Health Department 

still believed that there were positive aspects to smoking, and in 1955 the Director-General 

recommended that tired housewives take a tea or cigarette break to relax.1299 However by the 

late 1950s the Health Department was beginning to warn the public of the dangers of 

smoking, amongst other things by placing anti-smoking advertisements in Te Ao Hou.1300 

From 1963 the NZ Broadcasting Corporation restricted the form and content of cigarette 

advertising ‘so that appeal to the younger generation was not emphasised’.1301 Ten years later 

cinema advertising of tobacco products was banned, and the following year health warnings 

were required to be printed on cigarette packets.1302 Smoking was still perceived as a matter 

of personal choice, and in 1974 smoking was still permitted at the Department of Health 

headquarters, although from April staff and visitors were discouraged from smoking in 

meetings.1303 A more comprehensive campaign was initiated in the mid 1980s: initiatives 

included the Great Smokefree Week, increased taxes on tobacco products, stronger health 

warnings on cigarette packets, a ban on smoking on domestic airlines and in the Department 

of Health headquarters, a ban on 

tobacco sales to under-16s, and 

further restrictions on tobacco 

advertising.1304 Despite the known 

high rate of Māori smoking, there 

do not appear to have been any 

initiatives directed specifically at 

Māori. Even the anti-smoking 

advertisements in Te Ao Hou were 

clearly not designed specifically 

for a Māori audience.  
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FIGURE 6: ANTI-SMOKING ADVERTISEMENT FROM 

TE AO HOU. 
Te Ao Hou, March 1963, p65. 
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8.4: Alcohol 

The King Country liquor license ban was still in force in 1938, as were a number of alcohol 

laws which discriminated against Māori. By the mid 1950s the ban and the discriminatory 

laws had been repealed, allowing Māori to consume alcohol on the same basis as other New 

Zealanders. Studies from the 1970s and 1980s showed that although Māori were more likely 

to abstain from alcohol than non-Māori, those who drank tended to drink more heavily. This 

was reflected in the increasing numbers of Māori, particularly men, admitted to psychiatric 

care for alcoholism.  

Sly grog selling was common in the King Country no-license area in the late 1930s. Those 

years saw a peak in alcohol related convictions in the area, including those for supplying 

liquor to Māori.1305 By this time, according to Skerman, ‘methods of evasion, developed in 

previous years, had reached their most sophisticated form’.1306 The spread of the car and the 

financial desperation of the Depression were both major factors in increasing the supply of 

illegal alcohol into the no-license area.1307 After World War II, sly grogging decreased due to 

the spread of a club system whereby members could keep a personal supply of liquor on the 

premises. In practical terms the clubs were not significantly different from ordinary bars, but 

were more or less legal and condoned by police even when they crossed the line into 

illegality.1308 Māori, however, were generally excluded from the clubs, possibly because the 

clubs’ legality was tenuous enough without operators running the additional legal risks of 

supplying liquor to Māori.1309 The discrimination was particularly annoying to Māori 

returned servicemen, who had been legally equals with their Pākehā comrades in war, and yet 

were unable to drink with them at the RSA clubs. 

A Royal Commission was set up in 1945 to investigate liquor licensing laws, including the 

King Country situation. It sat in Te Kuiti in July of that year, and heard evidence from nine 

Māori, some of whom were speaking as tribal representatives.1310 Of the nine, seven 

advocated continuing prohibition, with all citing the ‘sacred pact’. Māori opposition to 

prohibition came from the southern part of the no-license area, outside the inquiry district. 
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Eleven of the 16 Pākehā who addressed the Commission in Te Kuiti wanted prohibition to 

end. They represented local bodies and individuals, whereas the five Pākehā in favour of 

prohibition were church representatives.1311 As a result of the Commission’s 

recommendations, in 1948 the Licensing Act was amended to allow separate polls of King 

Country Māori and Pākehā on the liquor question, with licensing requiring a 60% majority 

from both groups.1312 In the months before the first licensing poll in March 1949, Māori 

lobbied the government both for and against liquor licensing, with Rohe Pōtae and Waikato 

Māori generally against and Whanganui Māori generally in favour.1313 The result of the poll 

was that a slight majority of Māori and an overwhelming majority of Pākehā voted to end 

prohibition. Skerman states that most of the Māori pro-license votes came from the central 

and southern parts of the King Country, which were mostly outside the inquiry district.1314 

Later that month King Koroki and Princess Te Puea led a deputation to Wellington, 

representing Waikato, Ngāti Maniapoto, Taranaki, Tūwharetoa and Wainui a Rua, to urge the 

government to preserve what they saw as the sacred pact.1315 

In 1953 the Licensing Act was amended again, this time to allow one poll, Māori and Pākehā, 

on the King Country liquor issue. It again required a 60% majority, but this time the Māori 

vote for prohibition would clearly be swamped by the much larger Pākehā majority against 

it.1316 The result of the poll, taken in November 1954, was a nearly 80% majority overall in 

favour of liquor licensing. Amongst voters in the Western Māori electorate, the majority was 

59.35% – fractionally under the 60% which would have been required to end prohibition if 

the polls were separate.1317  

Meanwhile, various other laws had been passed concerning Māori and alcohol. The Māori 

Social and Economic Advancement Act 1945 established the Māori Warden system and gave 

wardens the power to deal with intoxicated Māori by preventing the sale of liquor to them, 

and requiring them to leave licensed premises. It also banned liquor from Māori villages on 

pain of a £25 fine or one month in prison.1318 The Licensing Amendment Act 1948 removed 

                                                 

1311 Skerman, p195. 
1312 Licensing Amendment Act 1948, s89. 
1313 Skerman, pp 205-7. 
1314 ibid., p209. Skerman’s tally of votes on his previous page has been added incorrectly; results have been derived from his 
summary.  
1315 ibid., pp 210-11.  
1316 ibid., p222. 
1317 ibid., p230. Skerman states that the Māori vote was slightly over 60%, but he appears to have rounded his figures 
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1318 Maori Social and Economic Development Act 1945, sections 36-44. 
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all other race-based distinctions in alcohol law outside of the King Country licensing area 

(including Raglan and the surrounding area), and enabled Māori welfare officers and 

chairmen of tribal committees to enact prohibition orders against Māori who ‘through 

excessive drinking, have squandered their estate or jeopardised the health and security of 

their family.’1319 This power was later extended to Māori Wardens.1320 Māori Wardens were 

generally regarded as effective in dealing with Māori who were drunk and causing trouble in 

pubs and bars, although Augie Fleras argues that in doing so they aided the liquor industry by 

keeping Māori patrons under control.1321 

From the 1960s liquor laws were gradually liberalised. Six o’clock closing of bars, in effect 

since 1917, was abolished in 1967.1322 A Royal Commission in 1974 led to further 

liberalisation of liquor laws, in particular making restaurant liquor licenses easier to get.1323 

Ten years later the Laking Committee argued that there was no link between the availability 

of alcohol and alcohol abuse. This led to further liberalisation, particularly an increase in the 

number of liquor outlets. Amongst other changes, wine was now permitted to be sold in 

supermarkets.1324 

The actual rates of alcohol consumption amongst Māori are difficult to determine, and for 

Māori in the Rohe Pōtae during the licence ban they are probably unknowable due to its 

illegality. No comprehensive ethnicity-differentiated survey of drinking habits was conducted 

until 1978. This survey showed that fewer Māori than Pākehā were regular drinkers, and 

Māori that did drink tended to do so less frequently on average. However Māori tended to 

drink significantly more on average per drinking session, giving them a higher average 

alcohol intake over time. Differences were particularly pronounced amongst men aged 55 and 

over, and amongst women under 25.1325 The Rapuora Māori women’s health study of the 

early 1980s showed fairly low levels of alcohol consumption, with 40% of women surveyed 

being non-drinkers, and most of the drinkers consuming alcohol only every two months at 

most. Alcohol consumption declined with age, particularly over the age of 50.1326 For the 
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total population, alcohol consumption per capita rose fairly steadily from the mid 1930s, 

peaking at 12 litres of pure alcohol in 1978 before slowly declining, probably due to 

demographic factors.1327 

Although little is known about rates of consumption, we do have some data on the harm done 

to Māori by alcohol. We have seen that before 1970 Māori had relatively low rates of 

psychiatric admission for alcoholism. However in 1960 the Māori male rates of imprisonment 

for drunkenness, drunk driving and drunken disorderly conduct combined were more than 

four times higher than those of Pākehā. It was suggested that Pākehā with drinking problems 

tended to enter mental hospitals, while Māori with drinking problems tended to enter 

prison.1328 Discussing later decades, Casswell, Cullen and Gilmore noted that:  

institutionalised racism which influences the arrest and conviction rate is certainly operating to increase 
the apparent differences between Maori and non-Maori in alcohol-related penal statistics. However, 
even taking this into account it is likely that the statistics do reflect real differences.1329 

Alcohol was a factor in higher Māori rates of imprisonment, child abuse, and domestic 

violence.1330 Many of the women in the Rapuora study reported violence and other problems 

resulting from male family members’ drinking.1331 Alcoholism has also been mentioned in 

oral traditions hui.1332 

According to Casswell, Cullen and Gilmore, Māori rates of alcohol-related death increased 

significantly from the early 1960s. In the years 1961 to 1965 Māori and non-Māori rates were 

similar, at just over 30 per million. Over the next two decades, the Māori rate increased 

significantly, both in absolute terms and in relation to non-Māori. By 1976-80 the Māori rate 

had reached nearly 150 per million while the non-Māori rate had risen to only about 85.1333 

As we have seen, from the early 1970s the Māori psychiatric admission rate for alcoholism 

also rose significantly, both in absolute terms and in relation to non-Māori. Alcohol is a factor 

in a variety of diseases, including cirrhosis of the liver, peptic ulcers and diabetes, all of 

which killed proportionately more Māori than non-Māori.1334 Eru Pomare argued that in the 

1960s and 1970s, alcohol was probably a factor in the higher Māori death rates from 

                                                 

1327 Law Commission, p13. 
1328 Foster, Maori Patients in Mental Hospitals, p23. 
1329 Casswell, Cullen and Gilmore, pp 28, 30. 
1330 ibid., pp 26, 28. 
1331 Murchie, pp 64-6. 
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alcoholic cirrhosis, motor vehicle accidents, homicide, and peptic ulceration, as well as rates 

of accident and injury, and obesity. However he noted that there was little information 

available on Māori alcohol consumption and so no firm conclusions could be drawn.1335 

Alcohol probably contributed to the higher Māori rate of traffic and other accident deaths.1336 

Smith and Pearce argued that in the 1974 to 1978 period, alcohol caused 10% of the 

difference between Māori and non-Māori death rates amongst men, even when its role in 

accidents was excluded. For women the difference was two percent. They also found that 

accidents caused 17% of the male mortality difference and eight percent of the female 

difference, and it is likely that alcohol was a factor in a significant number of these 

accidents.1337  

8.5: Education 

Education will be covered in Paul Christoffel’s education report for this inquiry, and the role 

of schools in healthcare will be covered in the next chapter. This section will be limited to 

briefly outlining some of the relationships between education levels and health. At this point 

it is sufficient to say that throughout this period Māori were significantly more likely to leave 

school without qualifications than non-Māori.1338 

The relationship between education and health status is complex. Ways in which educational 

attainment might lead to better health include: allowing higher income levels, which are 

generally linked to better health and which allow a healthier lifestyle and better access to 

healthcare; better understandings of health and healthy lifestyles; greater confidence and 

ability in interacting with health professionals; higher self esteem leading to lower rates of 

harmful behaviour; and lowered likelihood of working in dangerous occupations. During the 

1980s there was a clear inverse relationship between educational qualifications and mortality. 

However it was not enough to explain disparities in mortality between Māori and non-Māori, 

since non-Māori without qualifications had lower mortality rates than Māori with 

qualifications.1339 
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8.6: Work, unemployment and poverty 

In 1995, the United Nations World Summit for Social Development stated that poverty took 

many forms, including:  

...lack of income and productive resources sufficient to ensure sustainable livelihoods; hunger and 
malnutrition; ill health; limited or lack of access to education and other basic services; increased 
morbidity and mortality from illness; homelessness and inadequate housing; unsafe environments; and 
social discrimination and exclusion. It is also characterised by a lack of participation in decision-
making and in civil, social and cultural life.1340 

In many senses, therefore, poverty is a relative condition; people in poverty are those below 

their country’s general standard of living. This is distinct from absolute poverty, which was 

defined as ‘a condition characterised by severe deprivation of basic human needs, including 

food, safe drinking water, sanitation facilities, shelter, education and information. It depends 

not only on income but also on access to social services.’1341 Absolute Māori poverty seems 

to have been uncommon – although certainly not unknown – even before 1938, but in the 

middle of the twentieth century it became extremely rare. However general or relative 

poverty, while also declining significantly, remained high amongst Māori. We saw in the 

section on diet that obesity became more of a problem than under-nourishment, indicating 

that most Māori had ample food supplies, even if these were not particularly healthy. We have 

also seen that standards of housing improved overall. Māori standards of living in the 1938 to 

1990 period were generally quite high compared to those of Māori in 1900, but low compared 

to those of contemporary Pākehā. Māori may have had enough to eat, but for many their diets 

were less varied and less healthy than those of non-Māori. Likewise, while most Māori now 

lived in houses rather than shacks or whare, those houses were disproportionately likely to be 

overcrowded, ramshackle, and lacking in amenities.  

Relative poverty is synonymous in many ways with inequality. The health impacts of 

inequality and relative poverty are less obvious than those of absolute poverty. However we 

have already seen that there was a link between growing levels of inequality and rates of 

cigarette smoking, and it seems likely that high Māori rates of heavy drinking, alcoholism, 

and mental illness were also linked to inequality. In addition, relative poverty can affect 

health through overcrowded housing, difficulty accessing medical care for financial or 

transport reasons, concentration in dangerous occupations, and unhealthy diets. It is difficult 
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to relate poor health outcomes directly to inequality and social deprivation, but 

internationally it has been noted that disparities in life expectancy and other measures tend to 

mirror economic disparities.1342 Various studies have also linked unemployment with 

heightened rates of physical and mental illness, mortality, and unhealthy behaviour.1343 As we 

saw earlier, socio-economic class accounts for some, but not all, of the mortality disparity 

between Māori and non-Māori.  

Throughout the 1939 to 1990 period, Māori in paid work earned less on average than non-

Māori. In 1951, 36.3% of actively engaged Māori males and 80.6% of actively engaged 

Māori females earned £299 or less per year, compared to 15.1% of non-Māori males and 

66.2% of non-Māori females.1344 The proportions of each group earning £500 or more was 

45.7% of non-Māori males but 

only 14.5% of Māori males, 

5.6% of non-Māori females and 

1.6% of Māori females. (Graph 

30) The Māori figures should 

be treated with some caution as 

they concern a population not 

fully integrated into a cash 

economy. However the income 

differences are still clear. 

In 1981, 43% of Māori males 

and 50% of Māori females aged 25 to 77 were classified as low income, while 24% of the 

men and 20% of the women were classified as high income. By comparison, only 27% of 

non-Māori men and 35% of non-Māori women were low income, and 41% of the men and 

34% of the women were high income.1345 (Graph 31) This was despite a higher proportion of 

non-Māori being of retirement age and therefore likely to be earning less income than 

average. By 1991 the proportions of all groups in the medium income band had decreased by 

about 13%. The percentages of Māori in the high income band shrank by 4.2% for men and 

                                                 

1342 Ajwani et al., p51. 
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GRAPH 30: ANNUAL INCOME BANDS (IN NZ£) IN 1951 

CENSUS.  
Source: Hunn Report, p119. 
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10% for women, although the 

percentage of non-Māori men 

in this band stayed static and 

the percentage of non-Māori 

women increased by 5.9%. 

All four groups were now 

more likely to be in the low 

income band, especially 

Māori women and non-Māori 

men.1346 (Graph 32) In 1991, 

Māori women were the group most likely to receive less than 68% of the mean adult wage. 

Amongst men, Māori were less likely than Pacific Islanders to be paid a low wage, but 

significantly more likely than men in general.1347 Non-Māori males had a median annual 

income more than a third higher than that of Māori males and nearly double that of Māori 

females.1348 

As well as being paid less on 

average, working Māori were 

also more at risk from work 

related accidents and 

fatalities. Occupational health 

amongst Rohe Pōtae Māori is 

difficult to determine due to 

the absence of detailed 

regional information. 

However census returns show 

that Māori have consistently 

been more likely to work in manual labour and, in rural areas, in extractive industries such as 

mining and forestry. Jobs involving physical labour would have had positive effects on health 

by providing exercise. However some of these have had a much higher risk of work-related 

injury and death. We saw earlier that Māori men were significantly more likely than their 

                                                 

1346 Fawcett et al., p16.  
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1348 Pomare et al., Hauora III, p146. 

GRAPH 32: ANNUAL INCOME BANDS IN 1981 CENSUS. 
Source: Fawcett et al., p16.  

GRAPH 31: ANNUAL INCOME BANDS IN 1991 CENSUS. 
Source: Fawcett et al., p16. 
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non-Māori counterparts to die of work-related fatal injuries in the years 1985 to 1994, and 

that this disparity was due almost entirely to the concentration of Māori in dangerous 

occupations.1349  

A few studies have been done on the dangers of specific occupations which were likely to 

have involved significant numbers of Rohe Pōtae Māori. A report on accidents amongst bush 

workers was published in 1950, and showed that New Zealand bush workers had double the 

mortality risk of miners, and nearly five times the risk of Londoners during the World War II 

blitz.1350 Farming was also shown to be one of the country’s more dangerous industries.1351 

Many Rohe Pōtae Māori worked for New Zealand Railways, which has been described in the 

railways report as ‘a relatively hazardous workplace’.1352 Most Māori in railways worked on 

or with the trains and were therefore exposed to a range of occupational dangers. Some in the 

Rohe Pōtae were involved in serious accidents. 

The state’s role in occupational health and safety began with the Employers’ Liability Act of 

1882, which gave injured workers the right to claim compensation from employers whose 

negligence had led to the injury.1353 From the 1890s workplaces became progressively subject 

to regulation and official inspection, and by 1966 special legislation covered the working 

conditions of agricultural workers, bush workers, and building and construction workers, as 

well as those in other industries.1354 A Division of Industrial Hygiene (later Occupational 

Health) was established within the Department of Health in 1947.1355 It was abolished ten 

years later, with occupational health becoming the responsibility of the Division of Public 

Hygiene.1356 Workplace insurance against injury became compulsory in 1947, and the current 

no-fault Accident Compensation Corporation (ACC) system was introduced in 1972.1357  

As well as being concentrated in badly paid and dangerous jobs, Māori were also more likely 

to be unemployed. In the 1950s unemployment rates were very low, but Māori were still 
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significantly more likely to be unemployed than non-Māori. The 1951 census recorded that 

2.35% of Māori were unemployed compared to 1.25% of non-Māori, while in 1956 the 

figures were 3.38% and 0.85%.1358 These figures should not be confused with the much lower 

figures of registered unemployed.1359 However it was measured, unemployment rose 

significantly during the 1970s and again in the 1980s for non-Māori as well as Māori, but 

Māori percentages were much higher. The 1981 census showed that six percent of Māori men 

aged 25 to 59 and about two percent of non-Māori men of the same age were unemployed. 

By 1991 the Māori figure had increased to 15%, while the non-Māori rate had increased by 

an even greater ratio, to 10%. At the same time, the percentages of both groups ‘not in the 

labour force’ but not classified as unemployed increased even further, but much more for 

Māori than non-Māori. This group rose from four percent of Māori men in 1981 to 22% in 

1991, compared to the non-Māori figures of about three percent to 10%. Less than two thirds 

of Māori men aged 25 to 59 were now in the paid workforce. Considerable Māori 

unemployment resulted from staff reductions at various State Owned Enterprises (SOEs) in 

the late 1980s and early 1990s. Between 1987 and 1991, 30,000 jobs were lost from the seven 

biggest SOEs alone. These included Coalcorp, Forestrycorp and Railways.1360 How many of 

these jobs had been held by Rohe Pōtae Māori is unknown, but Māori communities there 

were adversely affected by the job losses at this time.1361 

Unemployment figures for women are difficult to interpret due to the consistently high 

percentages not in the labour force. For Māori, female unemployment rose in the 1980s at the 

expense of both the paid employment and the not-in-workforce groups, while for non-Māori 

women unemployment rose but so too did the percentage in the paid workforce.1362 For both 

ethnic groups, the difference in mortality rates between employed and unemployed people 

was fairly small, especially when compared to the much higher rates for those not in the 

labour force.1363   

The first Labour government aimed to reduce general poverty, partly by introducing social 

welfare benefits for those unable to work. They also removed benefit discrimination against 
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Māori. As well as introducing healthcare benefits, the Social Security Act 1938 also 

established or increased various welfare payments, including sickness, invalid, 

unemployment and old age benefits. By 1941 there were 8,289 Māori beneficiaries under the 

Act, receiving a total of £537,471, or nearly £65 a year each on average.1364 The system was 

later expanded to cover more of the population. For example, in the early 1970s the Domestic 

Purposes Benefit was introduced for solo parents and women caring for infirm or sick 

people.1365 

8.7: Conclusions 

Many of the causes of Māori ill health are connected. Poverty goes hand in hand with 

inequality, which seems to increase the likelihood of unhealthy behaviours such as smoking 

and heavy drinking. There are also clear connections between poverty and unhealthy housing, 

failure to seek medical aid when needed, and unhealthy diets. Some insecure and badly paid 

occupations can also carry increased risk of occupational injury and death. Causation can also 

work in the other direction, with prolonged ill health leading to unemployment and 

consequently poverty. It is easy to become trapped in a downward spiral of ill health and 

poverty, in which unhealthy living conditions cause chronic illness, which makes holding 

down a job difficult, which in turn makes it impossible to afford better living conditions. 

Throughout the 1938 period, Rohe Pōtae Māori were far more likely than their Pākehā 

neighbours to be living in unhealthy conditions. On average, Māori nationwide were more 

likely than the general population to engage in unhealthy behaviours such as smoking and 

heavy drinking. Māori lifestyles did become healthier, particularly in the middle of the 

century. In particular, absolute poverty became very rare, and housing and sanitary conditions 

improved, but many Māori remained impoverished relative to non-Māori.   

We have seen, however, that Māori ill health cannot be attributed solely or perhaps even 

primarily to poverty or to other non-ethnic indicators of marginalisation such as lack of 

qualifications. As well as those cited above, the causes of Māori ill health might have 

included racism and other forms of social marginalisation, the marginalisation of Māori 

language and culture, or other socio-cultural factors which impact uniquely or especially on 
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Māori. However such theories are difficult to test without sufficient qualitative and 

quantitative data, and it appears no-one has done so for the 1938 to 1990 period.  

The Crown was at least broadly aware of the causes of Māori health problems in the Rohe 

Pōtae, and the disparity between Māori and Pākehā, with this knowledge being quite detailed 

in the case of housing. Where knowledge was lacking, this was sometimes a reflection of the 

general state of contemporary knowledge, for example of the dangers of smoking. The 

knowledge available translated into some actions to improve Māori health. Most of the 

improvement in Māori housing and sanitation can be credited at least partly to state actions 

and policies, as can the lessening of absolute poverty. Attempts were also made to discourage 

Māori from drinking and smoking, and to encourage healthy eating habits. However these 

measures were not sufficient to raise Māori health to a state equivalent to that of Pākehā, and 

less state money per capita was spent on improving Māori housing than on housing for the 

general population. Māori benefitted a great deal from the expansion of the welfare state and 

from government efforts to improve the lives of New Zealanders in general. However 

significant gaps between Māori and Pākehā standards of living remained in this period.  
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CHAPTER 9: PROVISION OF HEALTH CARE IN AND NEAR THE 
ROHE PŌTAE, 1938 TO 1990 

The period covered by this section begins with the passage of the Social Security Act 1938. 

The Act extended the welfare state into the health system, making most forms of health care 

free or cheaper for all New Zealand residents. As we saw in earlier sections, some subsidised 

medical care was already provided to Māori via the Native Medical Officer system. This was 

abolished with the introduction of Social Security medical subsidies. In general, Māori health 

care became ‘mainstreamed’ into the general system. This occurred partly because universal 

health care subsidies made targeted Māori funding seem less necessary, and also because 

Māori living conditions and lifestyles had become more similar to those of Pākehā, so that 

Māori were more willing and able than previously to access health services on the same basis 

as Pākehā. The decline of infectious diseases amongst Māori, as discussed earlier, also meant 

that the need for dedicated Māori health programmes diminished. Māori were now suffering 

from the same general set of health problems as Pākehā, and were therefore in less obvious 

need of differential treatment.  

In the later decades of this period, there was increasing acknowledgment that Māori still had 

different health care needs from non-Māori. It was recognised that, once differing age 

structures were taken into account, Māori had significantly higher mortality rates from many 

illnesses, including major killers such as cancer and heart disease. There was also greater 

recognition of the need to acknowledge Māori culture and the Treaty of Waitangi within 

health services. However these realisations did not lead to major changes to the delivery of 

health care to Māori in this period. More significant change came from the beginnings of 

health service restructuring, which led to the downsizing and eventual closure of Taumarunui 

and Tokanui hospitals.  

Throughout this period there was some awareness that Māori had higher rates of ill health 

and mortality than non-Māori, although this knowledge did not start to become detailed until 

around 1960. Initially, some medical professionals blamed health disparities primarily on 

Māori themselves. In 1960 G.A.Q. Lennane, the Health Department’s Director of Child 

Health, outlined the disparity between Māori and Pākehā child health and stated that ‘Those 

who know the Maoris – their outlook, their habits, their philosophy, and their needs, would 
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not be surprised at this, but to the uninitiated and people overseas it would appear that we are 

neglecting the health of the Maori child’.1366 Lennane was quick to assert that this was not the 

case, although the health of Māori children was ‘inadequately supervised’ by overworked 

public health nurses. The main causes, he argued, were overcrowded and generally bad 

housing, poor diet, ignorance, and carelessness.1367 He suggested regular health clinics which 

Māori mothers could easily and cheaply attend for treatment and general advice.1368 Overall, 

Lennane was optimistic about the ability of Māori to improve their health, suggesting that 

ignorance and carelessness could be overcome by targeted education. 

By the 1980s some health professionals had begun to realise that behaviour previously seen 

as ignorant or careless might in fact arise out of cultural alienation from Pākehā systems of 

health care and concepts of health. This manifested itself in under-utilisation of health 

services and consequent higher rates of hospitalisation and death from treatable conditions. In 

1984, Smith and Pearce wrote that ‘The issues with regard to mortality would thus seem to be 

ones of access and utilisation of health services, and compliance with treatment.’1369 They 

argued that: 

New Zealand once led the way in designing health services with equitable access for all. What was 
overlooked was that the two main ethnic groups would not merge. Intermarriage has not led to 
assimilation. Maori people have clearly established their desire to maintain their cultural identity, and 
are showing that they can do so. Equitable access for all must therefore take into account cultural 
differences, differences in language, and in beliefs about health care. Some resources should be 
allocated in a manner that is targeted to meet the needs of ethnic minorities. Such an allocation is 
unlikely to be divisive in a truly multicultural society. In fact ignoring ethnic differences is more likely 
to be disruptive in the longer term since the ethnic majority has virtually total control over the 
planning, organisation and delivery of health care, even though the ethnic minorities also contribute to 
health services funding.1370   

9.1: Health policy and funding from Social Security to Area Health Boards 

The Social Security Act 1938 aimed to make most forms of health care free to New Zealand 

residents, with specific benefits being introduced over the course of the late 1930s and 1940s. 

In 1939, maintenance and treatment in all public hospitals became free, and treatment and 

maintenance in private hospitals subsidised. This included maternity and psychiatric 

hospitals, and free nursing care was provided for home births. The system was greatly 
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expanded in 1941, when hospital outpatient treatment, prescription medicines and x-rays in 

public hospitals all became free of charge, and subsidies were provided for general 

practitioner services and private radiological services. Over the 1940s the system was further 

expanded to include hospital physiotherapy, district nursing services, domestic assistance, 

private surgeons for hare-lip and cleft palate operations, laboratory testing whether in hospital 

or elsewhere, contact lenses, hearing aids, hospital dental treatment, and private dental 

treatment up to the age of 16.1371  

It had been possible for indigent patients to get free treatment even before specific services 

became universally free. For example, in 1939 the Waikato Hospital Board paid for specialist 

eye treatment for three Māori siblings from Kāwhia who had an impoverished father and a 

tuberculous mother.1372 This seems to have been an act of charity and would not have been 

something on which impoverished patients could have relied. Under the Social Security 

system as first enacted, hospital funding was delivered from central government via a 

payment of six shillings per patient per day. Although this amount was increased from time to 

time, it did not keep pace with the growing costs of health care, and the system ‘resulted 

eventually in an unmanageable burden on local government and charitable organisations’ 

which made up the shortfall.1373 Despite this, many hospitals expanded, and the number of 

hospital beds rose from 5.7 per thousand population in 1938 to 8.1 in 1946.1374 As in earlier 

decades, funding issues were particularly acute for hospital boards with large areas of non-

rateable Māori land in their districts.1375 From 1957 all hospital funding was provided by 

central government, but hospitals continued to be run by locally elected hospital boards, 

which meant a disconnection between funding and spending.1376 Distribution of funds was 

determined primarily on a historical basis; that is, each hospital board received the same 

proportion of national funding as it had the previous year, regardless of population changes. 

Initially this seriously disadvantaged boards such as Waikato, whose hospital services and 
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catchment population had grown.1377 Later it gave considerable advantages to Taumarunui, 

which as we will see received a disproportionate amount of money for its population base.  

The first Labour government had aimed to fully incorporate general practitioners (GPs) into a 

free and comprehensive public health system which would focus more on prevention than 

cure. Under this plan, doctors would have been paid a flat fee for each patient registered to 

their practice, removing the financial disincentive to practice in poor areas.1378 However most 

doctors were reluctant to give up their independence and essentially become salaried civil 

servants.1379 It was also argued that the system would discourage doctors from signing up 

patients likely to require extra attention; although Māori were not specifically mentioned, 

they would have been disproportionately likely to be time-intensive patients.1380 On the other 

hand, it was argued by a British doctor who commented on the scheme that it would give 

doctors an incentive to practice preventative medicine.1381 This system was introduced in 

March 1941, but very few GPs signed up to it.1382 

The refusal of most GPs to engage with the government’s new system led to the creation of a 

compromise, enacted in 1941. GPs remained independent, and patients were given a subsidy 

of 7/6 (or 12/6 for a Sunday or night call) towards each doctor’s visit, plus mileage. Doctors 

were enabled to claim this directly from the Department of Health or charge it to the patient, 

who would seek reimbursement themselves. GPs were initially banned from charging 

anything above the subsidy amount, but this restriction was quickly lifted after doctors 

protested.1383 After the policy had been in operation for a few weeks, the Director-General of 

Health wrote that most doctors were charging the full fee to their patients, who then sought 

reimbursement from the Department. ‘It is also the more general practice for doctors to 

charge at the same rates as hitherto, viz., 10/6 – 12/6.’1384 This meant the standard amount 

payable by the patient for a doctor’s visit in normal hours was 3/6 to 5/6. In 1941 the 

minimum hourly wage for an unskilled adult male worker was 2/4.1385 It soon became more 

popular for doctors to claim the subsidy from the Department as this was more convenient for 
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all involved. Some doctors also charged different rates for different patients, receiving only 

the subsidy for poorer patients but still charging additional fees to those who could afford 

them.1386 

The subsidy was not adjusted for inflation until 1971, when it was changed to $1.25, about 

half the typical cost of a consultation. At this time the minimum adult male wage was $5.40 

per day, or 67.5 cents per hour.1387 The high inflation of the 1970s and early 1980s quickly 

eroded the value of the subsidy, until it declined to below 20% of the consultation cost.1388 

Despite this, it was not adjusted again until the mid 1980s, when the government offered to 

raise the subsidy in exchange for GPs capping their fees.1389 Most GPs did not accept this 

arrangement.1390 The most obvious result of the retention of the independent GP system was 

that doctors continued to charge fees, making their services less accessible to those on low 

incomes. It also kept GPs focussed on the cure of individual patients who sought their 

attention, rather than on improving the health of the general population through preventative 

health measures.1391   

Health spending grew steadily over the decades. Between 1943 and 1960 expenditure on 

prescription medicines increased more than tenfold, from £563,247 to nearly six million 

pounds, or from 6/10 to £2/11/0 per head. In part this was because the average cost per 

prescription had increased from 3/3 to 8/3, but the most important factor was the increase in 

the number of prescriptions per head per annum, from 2.1 to 5.9.1392 Between 1961 and 1972 

overall state health spending expanded by 45%, even when adjusted for inflation and 

population growth.1393 By 1980, total health spending made up 7.2% of GDP, and around 

80% of this came from the state.1394 According to Peter Davis, funding allocation was based 

more on political pressure and previous spending patterns than on need.1395 By the 1970s both 

major political parties acknowledged shortcomings in the system of public health funding and 
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had put forward plans to reform it, although the actual process of change did not begin until 

1983, the final year of the third National government.  

The first important step was the introduction of population-based hospital funding, from 1 

April 1983.1396 This meant that hospital funding was determined by the size of the local 

population, adjusted for age and gender, rather than the previous system based on giving each 

board the same percentage of total funding as it had received the year before. Like the old 

system, the new funding formula failed to take into account the greater health care needs of 

Māori, rural, and low-income populations, even though the implications of Māori health care 

needs for population based funding had been identified in a report two years earlier.1397 

Population-based funding eventually caused serious problems for rural areas, especially those 

which had experienced relative population decline, as their health services had often been 

better funded per capita than were those in more densely populated areas.1398 Small rural 

hospitals serving small populations were fairly expensive per person compared to large urban 

hospitals, and the shift to population-based funding threatened many rural hospitals, 

including Taumarunui and Te Kuiti. 

Another initiative from 1983 was the introduction of Area Health Boards (AHBs). These 

amalgamated hospital boards and Health Department district offices, so as to integrate 

preventative and curative health (when the last of the AHBs was finally formed in the late 

1980s, the Department retained responsibility for GPs). Although enabling legislation was 

enacted in 1983, AHB development was not made mandatory until the late 1980s.1399 The 

AHBs were responsible primarily to the Minister of Health rather than to local communities, 

although some board members were elected.1400 AHB formation was a slow process not 

completed until 1989, partly because of the long period of voluntary transformation, and 

partly due to the reluctance of small hospital boards such as Taumarunui to amalgamate and 

thereby lose their independence and some of their funding.1401 The Waikato AHB (later 

Waiora Waikato) appears to have encompassed the entire inquiry district, with the possible 

exception of the area south of Mōkau, which was probably in the Taranaki district. It included 

                                                 

1396 Ferguson, ‘Health Reform’, p106. 
1397 Ferguson, ‘Health Reform’, pp 107-9; Armstrong, Under One Roof, p317. The report, discussed in Armstrong, was by 
demographer Ian Pool and commissioned by Waikato Hospital Board.  
1398 Gauld, pp 35-6. 
1399 ibid., pp 35, 66. 
1400 ibid., p66. 
1401 ibid., p35. 



 

248 

the entire area of the old Hamilton health district (see 

Map 7) as well as substantial areas of the old Wanganui 

and Rotorua health districts.1402 (Map 8) With a 

population of 322,000, Waikato AHB was the fourth 

biggest health area in the country.1403 It had a more 

corporate style management structure than the old 

hospital board, with a dedicated policy and planning 

division. This produced some innovative policies, 

including New Zealand’s first formal complaints 

pathway.1404 The AHBs were in place for only a few 

years, before being replaced in the early 1990s by 

Crown Health Enterprises.1405 

The other significant change in health policy in the 

1980s was the introduction of part-charges on 

prescription medicine from 1989. These were 

introduced to address what was seen as an over-

emphasis on pharmaceuticals, which until then were 

completely subsidised. However there was no corresponding increase in subsidies for any 

other forms of treatment, meaning that prescription medicine continued to be the most cost-

effective treatment for most patients.1406  

The reforms of the 1980s do not seem to have altered the amount of money spent on health. 

Total health care expenditure was seven percent of GDP in 1980 and 7.3% in 1991. It 

fluctuated as a percentage of government spending, from 15.76% in 1980 to less than 10% in 

1985, then back up to 12.75% in 1991, possibly as a result of cuts elsewhere in the public 

sector.1407 AHBs and population-based funding were both National government initiatives 

carried on by the fourth Labour government which, despite its general agenda of reform, left 

health relatively untouched.1408 As a result, the most important health system changes of the 
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MAP 8: AREA HEALTH BOARDS IN 

THE NORTH ISLAND, 1988, SHOWING 

WAIKATO AREA HEALTH BOARD. 
Source: NZHS: Hospitals, 1988, p4. 
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late twentieth century occurred under the fourth National government of the 1990s, and are 

therefore outside the scope of this report.  

9.2: The Treaty of Waitangi and Māoritanga in health policy 

For most of the 1938 to 1990 period, Māori health was ‘mainstreamed’ within general health 

policy. From 1938 until 1960 there was no one in the Health Department with a specific 

mandate to improve Māori health, and from 1960 to the 1980s Māori health was not a major 

specific focus. The agenda was essentially set by the first Labour government (1935-49), 

which felt that Māori should have full equality within a system which aimed to eliminate 

poverty and increase opportunities and living standards for all.1409 This set the general tone 

for health policy until the early 1980s, when health officials began to pay more attention to 

Māori health as understood by Māori. The fourth Labour government, elected in 1984, also 

gave greater prominence to the Treaty of Waitangi in law and general government policy. 

Despite the lack of specific attention to Māori health for most of this period, Māori benefitted 

from most health policies. As we have seen, Māori health, particularly in terms of infectious 

diseases, improved significantly from the 1940s, although it always remained worse than that 

of Pākehā. Māori benefitted from greatly increased health care resources and improvements 

in medical science, even though these were not generally targeted specifically at them. It is 

also possible that the absence of any Māori health division within the Health Department 

forced other divisions to take responsibility for it. This theory is supported by a comment 

from Director-General of Health Dr Michael Watt, who wrote that before the 1930s regional 

Medical Officers of Health had shown little interest in Māori health, believing it to be 

‘Buck’s or Ellison’s job’.1410 Making them directly responsible for Māori health in their 

districts led to a ‘significant increase’ in visits to Native Schools by health inspectors and 

district nurses.1411  

The main health initiative which specifically targeted Māori was the Native Medical Officer 

scheme, which was brought to an end with the introduction of the Social Security GP 

subsidy.1412 It is possible, therefore, that Social Security had a negative effect on some Māori, 
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who may have been charged for doctors’ visits which had previously been free. Evidence 

from New Zealand and overseas suggests that payments for medical care discourage low-

income people from accessing medical services, even when the care is recognised as a 

necessity.1413 Since Māori were disproportionately likely to have low incomes, the retention – 

and in the case of some former Native Medical Officers, the introduction – of fees would 

have had more of a negative impact on Māori than on the general population.  

The abolition of the Native Medical Officer system was part of a general mainstreaming of 

Māori health services from the late 1930s. The Māori Councils were abolished in 1945 and 

replaced with tribal committees.1414 The committees were empowered to carry out sanitary 

improvements and pass by-laws concerning sanitation and general health.1415 At the same 

time the position of Māori Warden was created, and the wardens enabled to deal with 

drunkenness amongst Māori.1416 Unlike the Māori Councils as reconstituted in 1920, neither 

the tribal committees nor Māori Wardens had any specific health focus. Nor, since the 

Division of Māori Hygiene had been abolished in 1931, was there now any part of the Health 

Department specifically focussed on Māori health. However there do seem to have been 

regular Medical Officer of Health conferences on Māori health and hygiene.1417 The 

Department gave increased attention to various Māori health issues, particularly tuberculosis 

but also sanitation and infant mortality.1418 Sanitation was discussed in the previous chapter, 

and efforts to reduce tuberculosis and infant mortality amongst Māori will be covered below.  

Māori Welfare Officers were also established by the Māori Affairs Department in 1945. 

Although health was not their primary focus, they carried out numerous health-related tasks, 

including helping communities improve their sanitation and other health requirements, and 

liaising with authorities on these issues; visiting Māori patients in hospital; and ‘promoting a 

spirit of co-operation with health nurses and Inspectors and inducing the acceptance and 

practical application of measures for health, sanitation and hygiene’.1419 By 1948 the officers 

had collectively dealt with 1,124 health-related cases in addition to 431 hospital visits, 37 
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maternity-related cases and 2,922 housing cases.1420 Specific tasks included screening health 

education films, lecturing on health topics, disseminating Māori-language literature on 

tuberculosis, accompanying district nurses on their rounds, and arranging hospital and 

doctor’s appointments.1421  

The need for Māoritanga and other spiritual aspects in mental health care was acknowledged 

in 1958 , with Dr F. McDonald of Porirua psychiatric hospital criticising Ernest Beaglehole 

for expressing a concept of:  

mental health which allows no room for religious sentiments or supernatural belief, no room for the 
driving force of myth and symbol which alone gives life its radiance... 

It Maori mental health is to improve... it will have to come from the Maoris themselves, who have 
access to the treasures of their ancestors, treasures buried in their mythology and religion which need to 
be re-interpreted, infused with new energy to meet the demands of their descendants here in the 
world.1422 

Despite this, little or no effort seems to have been made to officially incorporate Māori 

culture or perspectives into any part of the public health system. In 1962 B.S. Rose argued 

that Māori who remained connected to their traditions and a marae-centred way of life were 

less vulnerable than Pākehā to psychosomatic and psychiatric illnesses. He felt that ‘the sense 

of oneness and belonging in “Maoritanga” exert a strong positive influence on mental 

health’.1423 However he did not provide any particular evidence for this, nor did he  attempt to 

explain the relatively high rates of Māori psychiatric admission for schizophrenia.  

The year 1960 marks the point at which health officials began again to pay attention to Māori 

health as distinct from general health. The Hunn Report drew attention to Māori health 

inequalities, as did R.J. Rose’s report Maori-European Standards of Health. In the same year 

a Māori health conference of Medical Officers of Health was held, which recommended that 

a Māori Health Committee of the Board of Health be established to investigate Māori health 

problems and give guidance to the Department.1424 Such a committee had also been 

recommended by the Hunn Report.1425 It was subsequently established, and its first meeting 
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was held in January 1961.1426 The first members included medical professionals, academics, 

and a representative of the Māori Women’s Welfare League. Mason Durie describes the 

committee’s approach as ‘essentially a public health model which relied heavily on 

professional and administrative contribution and less on Māori community leadership.’1427 In 

1967 the committee’s remit was expanded to also cover Pacific Islander health, and it was 

renamed the Māori and Polynesian Health Committee.1428 The committee’s file indicates that 

health problems specific to Polynesian immigrants dominated its time, leading to neglect of 

Māori issues. By the late 1970s it had ceased to meet on a regular basis.1429  

In 1980 Eru Pomare published the first of his Maori Standards of Health reports, showing 

Māori to be worse off by nearly every available health measure.1430 Health authorities began 

to recognise the benefits of adapting aspects of health service to Māori culture. For example, 

in 1984 Minister of Health Aussie Malcolm requested that obstetric units return placentas to 

Māori families for traditional burial.1431 A standing committee on Māori health was also 

started in the early 1980s.1432 Meanwhile, various Māori community groups had begun 

carrying out public health work. Although many of these groups wanted to be fully 

autonomous and therefore did not seek to work with the Health Department, they often 

received some support from it. The Department also sponsored or organised several hui over 

the early 1980s, one of which argued that many Māori health problems derived from socio-

economic factors and low self-esteem. According to Dow this ‘set the scene for all 

subsequent discussions’.1433 The most important of the hui, however, is generally considered 

to be the Hui Whakaoranga Māori health conference in March 1984, involving 

representatives of the government, the Health Department, and Māori.1434 Participants with a 

connection to the Rohe Pōtae included several members of the Waikato, Tokanui and 

Taumarunui hospital boards, including the Waikato chair; the Hamilton health district 

Principal Public Nurse; staff from Tokanui and Waikato hospitals; and regional 

representatives from the New Zealand Māori Council, Māori Women’s Welfare League, and 
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Department of Health.1435 The hui made 13 priority recommendations, most of which 

involved the need for Māori culture in health care, and the encouragement of marae-based 

health programmes.1436 The Department adopted these recommendations as policy.1437  

In 1984 the Department formed the Oranga Māori / Māori Health Project team, which aimed 

to support Māori in achieving good health, and to improve communication between health 

providers and Māori.1438 This was to be achieved through liaison with Māori communities, 

cultural training for senior staff, advice to senior managers, and service to the standing 

committee.1439 The overall focus was on waiora, or total wellbeing.1440 In 1987 all the Board 

of Health’s standing committees were disestablished, including Māori Health. In the same 

year the entire Oranga Māori team resigned, for reasons which are unclear from the 

secondary literature. Durie states that ‘They may have included mounting dissatisfaction 

because of a lack of role clarity and, perhaps, the failure to give the team the level of 

autonomy it sought. Certainly questions were raised about the Department’s commitment to 

Māori health’.1441 In 1989 a Ministerial Advisory Committee on Māori Health was formed 

and, although its primary role was to provide advice to the Minister of Health, it was also 

involved in policy development. The following year an official Māori health policy unit – Te 

Wāhanga Hauora – was formed to provide policy advice and information to the Department 

and to AHBs.1442 

Māori working within the health system meanwhile became more assertive in pointing out 

the need for what came to be known as ‘cultural safety’; essentially, the need for hospital staff 

and other medical professionals to understand, respect, and work with Māori culture and 

ways of thinking. This was a major focus on the National Council of Māori Nurses, founded 

in 1983.1443 Māori doctors Mason Durie and Eru Pomare also took opportunities to inform 

their colleagues about the ways in which Māori health values might be inadvertently violated, 

with Durie stating that in hospitals:  
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The bedside locker provides a convenient surface for the food tray, the urinal or bedpan, water for 
washing the face and often a Gideon Bible. It offers storage for toilet paper, oranges, towels and 
clothes. For Maori people this practice causes considerable personal distress and greatly undermines 
the confidence in the health professionals whose failure to observe Māori health values is construed as 
ignorance of basic standards.1444  

Eru Pomare later expanded on this by pointing out other ways in which medical staff might 

lose the confidence of Māori patients, for example by touching patients’ heads unnecessarily, 

or restricting the number of whānau who visit the patient.1445 From the mid 1980s Health 

Department staff were provided with classes in te reo and marae protocol, and Māori cultural 

education became part of general and dental nursing training from the late 1980s.1446 

With the election of the fourth Labour government in 1984, various government departments, 

including Health, began to adopt the Treaty of Waitangi and its principles as guides to policy. 

In 1985 the Māori health standing committee recommended that ‘the three articles of the 

Treaty of Waitangi be regarded as the foundation for good health in New Zealand’.1447 The 

next year a Departmental memorandum set out the view that the Treaty had ‘special 

significance’ to the Department, and that Māori consequently had a right to culturally 

appropriate publically funded health services.1448 Durie identified two key principles of 

particular relevance arising from the Treaty: partnership and participation. These should 

involve not only medical professionals and patients but also iwi and the government. The 

guarantee of tino rangatiratanga also required the health system to return leadership and 

authority on Māori health to Māori, particularly tribal elders.1449 This was a view endorsed by 

the Department of Health.1450 

During the late 1980s the Department of Health and the government both expressed support 

for giving the Treaty a much stronger role in the health system. However, as Charlotte 

Williams has shown, this rhetoric was not matched by any major transformation of health 

policy or the health care system.1451 Part of the problem was that the increased recognition of 

the Treaty came at a time of more general health restructuring. Although health boards were 

required to work with tāngata whenua and Māori generally, and to pay heed to the principles 
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of the Treaty, at the same time they were also having to deal with the introduction of 

population-based funding and reorganise themselves into AHBs. This meant that Treaty 

issues were a low priority for most.1452 Despite this, there were some important Māori health 

initiatives, such as the Whai Ora Māori cultural unit at Tokaroa Hospital. A Māori health 

liaison officer was also employed by Waikato Hospital Board.1453 Overall, health policy of 

the 1980s has been described as ‘Māori friendly’ but not ‘Māori centred’.1454 There was a 

commitment to improving Māori health and to working with Māori health providers, but not 

to allowing Māori to become fully involved in policy development or to allowing Māori 

communities to determine and implement their own health priorities. 

9.3: The anti-tuberculosis campaign 

We saw in an earlier chapter that tuberculosis was almost eliminated in the post-war period. 

This section will briefly cover the means by which this occurred, and the extent to which 

Māori needs were specifically addressed. In 1940 Turbott argued that the main reasons why 

Māori tuberculosis rates were so much higher than those of Pākehā were dark, damp, 

overcrowded and badly ventilated houses; poverty; the belief that the disease was hereditary 

rather than infectious; dislike of hospitals and sanatoria; and a lack of action to prevent the 

spread of infection.1455 The Health Department often saw the causes of Māori tuberculosis in 

terms of personal responsibility, and sometimes as a failing of Māori culture and society. A 

1955 Health Department booklet on tuberculosis, for example, urged Māori to change their 

attitudes to health and lifestyle, without recognising the barriers of poverty and 

discrimination.1456 As we have seen, some steps were taken to improve Māori housing. 

However the dramatic decline in Māori tuberculosis rates was due primarily to three factors: 

better detection, better treatments, and education on tuberculosis and how to prevent its 

spread.  

The Department of Health’s invigorated anti-tuberculosis campaign began in 1939; it had 

been advocated by the Director-General and given addition motivation by the outbreak of 

war. One of the first actions was the screening of all armed forces recruits, which revealed 
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higher than expected rates of the disease.1457 This was additional evidence of the need for a 

serious campaign, and as a result a specialised tuberculosis division was founded within the 

Health Department in 1943.1458 The main focus of the campaign was early detection and 

treatment, although BCG vaccination was also finally introduced. Various changes were 

made to existing control methods, including making non-pulmonary tuberculosis notifiable, 

widening the definition of tuberculosis contacts, and shifting some responsibility for 

monitoring tuberculosis cases from sanitary inspectors to district nurses.1459 Tuberculosis 

testing of dairy cattle and pasteurisation of milk was increased, although by the mid 1950s 

about a third of the rural milk supply was still not pasteurised.1460 The tuberculosis division 

recognised that the eradication of tuberculosis required the improvement of standards of 

living, not only for patients but for the community generally. It also recognised that such an 

achievement was beyond the scope and resources of the Health Department.1461 The need to 

reduce the extremely high Māori tuberculosis rate was widely acknowledged, and in some 

areas was the main focus of the official anti-tuberculosis campaign.1462 

Early detection was important because, even before the development of effective treatments, 

patients and communities could take steps to lessen the chances of patient deterioration and 

the infection of others. This was the main reason behind the mass testing of recruits into the 

armed forces; in World War I it had been found that the conditions of warfare frequently 

made men with latent tuberculosis sicker and more infectious. They were therefore excluded 

from service in World War II.1463 This model of detection and isolation was followed by the 

Ministry of Health’s tuberculosis division. Because there was no cure when the division was 

founded, the aim was to identify people in the early stages of infection and admit them to 

hospitals and sanatoria. In announcing the plans, the Minister of Health suggested that this 

could lead to the eradication of tuberculosis in New Zealand. As Dunsford points out, 

however, the lack of a cure meant that it was likely only to prevent transmissions to patients’ 

families, and possibly delay the emergence of the acute stage.1464  
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One of the most effective ways to detect latent pulmonary tuberculosis was to x-ray the lungs. 

This was recognised before the war, but it was considered impractical to undertake any mass 

x-ray programme until 1940, when it was applied to new recruits.1465 The following year an 

x-ray survey was taken of Wellington secondary school children and factory and clinical 

workers, revealing a high incidence of undetected tuberculosis. The same year, the Taranaki 

Māori Trust Board and the Taranaki, Hawera, Stratford and Patea Hospital Boards agreed to 

collaborate on a mass x-ray screening programme of Taranaki Māori, who would be visited in 

their own communities and marae by an x-ray bus. Wartime conditions meant that this did not 

actually begin until 1946. The x-ray unit worked as closely as possible within Māori protocol 

and, in addition to x-ray screening, also examined Māori housing in Taranaki, finding high 

levels of overcrowding and inadequate amenities. Despite the unit’s Māori origins, it seems to 

have spent more time examining Pākehā: in its first year 6,180 people were x-rayed, of whom 

only 2,514 were Māori. After a few years the unit began visiting other areas, including the 

Rohe Pōtae.1466 It surveyed 343 Māori in Clifton County, including Mōkau, in late 1947 or 

early 1948;1467 800 patients at Tokanui Mental Hospital in October 1950;1468 543 people at 

Kāwhia in 1951;1469 and in 1952 and early 1953 it examined 1135 people in Raglan and the 

surrounding area, 889 people in Otorohanga, 2080 people in Te Kuiti and the surrounding 

area, and 2844 people in the Taumarunui Hospital district.1470 The Tokanui survey revealed 

tuberculosis in one in every 25 patients examined.1471 

In 1947 the government announced plans to expand x-ray screening to various at-risk groups 

nationwide, including Māori in districts with high levels of tuberculosis.1472 However mass x-

ray facilities were still based in the main cities and in the mid 1950s the Taranaki unit was 

still the only mobile x-ray unit in the country.1473 Even in the cities there were problems; 

Waikato Hospital had to stop x-raying tuberculosis contacts in 1947 after its film supplier 

ceased production.1474 However the x-ray programme was expanded in the 1950s and several 
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new mobile units acquired, 

with a focus on rural Māori 

communities. By the late 

1960s the low rates of 

tuberculosis led to 

questions about whether 

mass x-ray programmes 

could be economically 

justified. It was recognised, 

however, that Māori 

remained a high-risk 

group.1475 Dunsford argues 

that the mass x-ray 

programme was of dubious 

value, as its aims could have been achieved by focussing on high-risk groups such as Māori 

and health workers. However she also suggests that a universally targeted campaign removed 

the stigma of the disease which might otherwise have been associated with the x-rays and 

consequently deterred many from being tested.1476 Stigma was also minimised by health 

workers’ avoidance of the word ‘tuberculosis’ when encouraging people to get x-rayed; ‘chest 

health’ was preferred.1477 

Another key plank of the anti-tuberculosis campaign was the BCG vaccine. Following its 

extensive use in post-war Europe, most English-speaking countries came to accept that the 

vaccine was safe. This, in combination with New Zealand’s drive to eliminate tuberculosis, 

meant that it was now introduced in this country.1478 BCG was first introduced in 1949 for at-

risk groups, which in this case were defined as contacts of tuberculosis patients, health 

workers, and members of populations considered vulnerable to rapid spread of infection. A 

few years later secondary school students and other adolescents were also targeted for mass 

vaccination, as early adulthood was the period when people were most likely to become 

infected.1479 The adolescent vaccination programme stopped in the South Island in 1963; its 
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continuation in the North Island was mostly to ensure that young Māori continued to be 

vaccinated.1480 In 1964 the Conference of Chest Physicians resolved that all Māori and 

Pacific Islanders should be vaccinated at as early an age as possible. The Health Department’s 

Māori Health Committee opposed this as creating stigma; the general mood amongst officials 

was that Māori should not be treated differently from Pākehā. This was behind the 

continuation of the vaccination programme for all North Island adolescents even though the 

Pākehā majority was not particularly at risk, and targeting Māori and Pacific Islanders would 

have been more efficient.1481 Despite this, there was some unofficial targeting of Māori and 

Pacific Islanders.1482 

As discussed in the 1900 to 1938 chapters, health officials had long been aware that many 

Māori were reluctant to enter hospitals and tuberculosis sanatoriums, particularly if they were 

far from home. This was partly addressed from 1937 by the provision of portable huts for 

tuberculosis patients to live in, on their own property but separate from their families.1483 By 

1944, however, there were still only 33 ‘hutments’ in the South Auckland health district, 

which then encompassed most of the Rohe Pōtae.1484 Many Māori were prepared to be 

admitted to hospitals and sanatoria if they were reasonably close to home. In the post-war 

period all of New Zealand’s tuberculosis sanatoria and most of its tuberculosis wards had 

high numbers of Māori patients.1485 Waikato Hospital had numerous Māori tuberculosis 

patients; in the 1950s they occupied most of Ward 6, along with some young Pākehā.1486 

There was no dedicated tuberculosis ward at Taumarunui; tuberculosis patients were treated 

in the general wards.1487 Some Māori actively tried to get family members into sanatoria; for 

example one Kāwhia family attempted to have their children admitted so that they would not 

catch tuberculosis from their parents.1488 In other cases impoverished Māori could not be 

admitted because they did not have suitable hospital clothing, such as pyjamas and dressing 

gowns.1489  
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In 1938 surgical intervention was still regarded as the most effective treatment for 

tuberculosis. New Zealand’s rates of artificial pneumothorax, which collapsed affected lungs 

in order to let them rest and heal, increased in the 1940s, and the procedure was conducted 

regularly at Waikato Hospital.1490 However New Zealand rates of pneumothorax in relation to 

notified cases were still low compared to other developed countries.1491 Taumarunui 

Hospital’s inability to provide the procedure was met with disapproval by health officials.1492 

Artificial pneumothorax was not a cure, but it did render most patients non-infectious and 

allowed them to live more normal lives.1493 Surgery was superseded, however, by the 

development of new and effective anti-tuberculosis drugs.  

The first effective anti-tuberculosis drugs, streptomycin and para-aminosalycilic acid (PAS), 

were both developed in the early 1940s, although streptomycin became available, in small 

and expensive quantities, a few years before PAS.1494 Streptomycin first began to be imported 

into New Zealand in 1946, in very small amounts due to limited worldwide supplies.1495 

Waikato Hospital began giving it to tuberculosis patients in 1948, in contravention of a 

Health Department directive.1496 However it was not the miracle cure which had been hoped 

for; potential side effects included permanent hearing loss, the bacillus quickly developed 

some degree of immunity, and it was not a full cure.1497 The combined treatment available 

from the early 1950s was more effective, but unpleasant to take: the streptomycin was 

delivered via a painful daily injection and the PAS came in a large pill full of unpleasant 

tasting liquid.1498 It was also very expensive, costing around £1,260 per patient.1499 Around 

this time a third drug was developed: isonicotinyl hydrazine (Isoniazid), available in New 

Zealand from the mid 1950s.1500 It had fewer side effects than either previous drug, was fairly 

cheap, and in combination with streptomycin and PAS, could permanently cure 

tuberculosis.1501 However some problems remained with the six to nine month course of 
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treatment, particularly patients forgetting to take their medication, or ceasing to take it as 

soon as they felt better.1502 One Waikato Hospital doctor reported that Māori patients in 

particular did not understand the need to continue with the full course of medication, even 

once they were apparently healthy.1503 Various other anti-tuberculosis drugs became available 

over the 1950s and 1960s.1504 In 1959 a trial in one of the poorest parts of Madras, India, 

showed that Isoniazid and PAS were effective in curing tuberculosis even in patients living in 

terrible conditions with hard physical labour and inadequate diet.1505 

Although huge progress had been made in tuberculosis eradication, the disease remained 

present amongst Māori, who in the late 1970s continued to have a respiratory tuberculosis 

notification rate nearly five times higher than Pākehā.1506 Despite this, the Division of 

Tuberculosis was eliminated in Health Department restructuring in 1966, and the general 

attitude was one of complacency.1507 In the 1970s there was a resurgence of interest in the 

disease prompted by high rates amongst Pacific Island immigrants.1508 

The anti-tuberculosis programme generally did not focus specifically on Māori, despite much 

higher Māori rates of infection and death. Māori were given extra attention within wider 

efforts, but there was never any separate Māori tuberculosis programme. To some extent this 

meant that the Health Department did not contribute to the stigmatisation of Māori 

communities as reservoirs of tuberculosis, and it may have also prevented healthy Māori from 

feeling that the Department was unfairly targeting them. However it probably also meant that 

Māori tuberculosis rates were reduced more slowly and less efficiently than would have been 

the case with a specific Māori programme, particularly one which worked closely with Māori 

communities and in accordance with Māori beliefs and values.  

It is tempting to attribute the dramatic drop off in Māori and Pākehā tuberculosis death rates 

from the mid-1940s entirely to the anti-tuberculosis drugs developed at this time. However, 

as Pool points out, the most rapid period of decline in Māori tuberculosis mortality rates came 

before the introduction to New Zealand of the most effective drug treatments.1509 The drugs 
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played a vital role, but the effects of medication cannot be understood in isolation. In order to 

receive treatment, a patient must be diagnosed with the disease, have access to medical care, 

and be willing and able to carry out the drug regimen. The mass x-ray programme was crucial 

in detecting new cases, and the Social Security system gave impoverished patients access to 

expensive medications. By this time Māori had generally became more willing to be admitted 

to hospital and undergo Pākehā medical treatment. The reduction of the Māori tuberculosis 

rate depended not only on the cure of existing cases but also on slowing the spread of the 

disease. This was achieved through education of patients and their communities, BCG 

vaccination of young people, and improvements in Māori housing and general living 

conditions.  

9.4: Immunisation 

Tuberculosis was just one of many diseases for which vaccination was available. We  have 

seen that Māori rates of death from typhoid declined significantly in the 1940s, and by the 

1950s death from typhoid was rare. This was due in part to improvements in water and 

sewage systems and general sanitation, discussed in the previous chapter, and also 

improvements in general healthcare which meant that typhoid victims were less likely to die. 

Another important factor was the immunisation of Māori, particularly children, against the 

disease. In 1927 health authorities on the East Cape began inoculating Māori schoolchildren 

against typhoid twice a year. After a subsequent fall in the typhoid rate in the area, the 

programme was extended to other areas, with Māori schoolchildren inoculated yearly.1510 In 

1937 the programme was brought to the Waikato district (possibly including the inquiry 

district), aided from 1939 by a soil sanitation programme. From 1936 to 1939 the typhoid 

death rate dropped from 23.92 per 10,000 Māori to 1.71.1511 In 1950 the Director of the 

Division of Child Hygiene wrote to the Minister of Health that:  

Until such time as Maori sanitation is on a par with European, inoculation of Maori children against 
typhoid is considered necessary and to discontinue the practice would probably lead to serious 
consequences. All Maori primary school children in the North Island are inoculated against typhoid 
every year and that this is effective is shown by the fact that typhoid is now rare in Maori children and 
in districts where it has been discontinued for a time there has been a tendency for the rate to rise.1512 
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Over the previous twenty years health officials had sought permission for inoculation from 

tribal leaders rather than the children’s parents. By the late 1940s some teachers had begun to 

feel uneasy about this, and a legal opinion was sought from Crown Law. Crown Law 

determined that inoculation without parental consent was technically assault.1513 After 

discussions between the Health and Māori Affairs departments, Cabinet agreed that the 

government would indemnify its employees against liability when a Māori child had been 

inoculated without parental consent. This was done on condition that permission for 

inoculation was granted by tribal committees, the ‘sustained objection of any parent’ was 

respected, and the indemnity was not made public.1514 By today’s standards this would be 

regarded as highly unethical, despite the good intentions behind it and the positive results it 

seems to have produced. It seems to have been regarded as somewhat unethical even in 1950, 

judging by the secrecy 

involved.  

By the 1960s children of all 

backgrounds were routinely 

immunised against a range of 

diseases including diphtheria, 

whooping cough, tetanus, 

tuberculosis, polio and, in the 

late 1960s, smallpox. As a 

result, in 1967 only three cases 

of diphtheria were notified 

nationwide; in 1950 the figure 

had been 89 (including six Māori), which at that time had been a record low.1515 However the 

decline in most infectious disease led to complacency, and by the mid 1980s immunisation 

rates amongst the general population were less than 80%.1516 Studies carried out in the early 
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1990s showed fairly low immunisation rates amongst all New Zealand children, but 

particularly amongst Māori children.1517
  

9.5: District nurses 

For most Māori in the late 1930s, the primary health professional was the district nurse. In 

1940 Turbott briefly described the nurses’ work amongst Māori: 

Home visits are 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 are offered as required. The nurses visit 
Maori schools, and native children in the pakeha schools, supervising the pupils’ health, lecturing on 
occasions, and carrying out the usual anti-typhoid inoculations. Group teaching of women, usually in 
infant welfare, but often in the wider health field, is undertaken in many districts. Any medicines 
required at home visits are supplied free of cost.1518  

In 1938, New Zealand’s 49 district nurses treated 58,008 individual Māori patients, who 

made up more than 96% of all their patients. Based on the Health Department’s estimation of 

the Māori population, the nurses treated two-thirds of the Māori population in that year 

alone.1519 Nurses collectively gave 79,025 treatments to Māori, attended 336 births, saw 898 

women shortly after childbirth, and attended 27 ‘complicated maternity cases’ and four 

maternal deaths. In addition, they attended 3,703 ante-natal cases and 2,049 post-natal cases, 

gave 17,408 infant consultations, and paid 18,848 visits to Māori settlements and 1,398 visits 

to Native Schools.1520  

At the end of the 1930s the Health Department’s specialised nursing services, such as Native 

Health Nursing, were merged into one district health nursing service (later renamed public 

health nursing).1521 This was probably why Rohe Pōtae district nurses of the post-war era 

attended patients of all ethnicities. In 1959, for example, only 46% of the babies seen by the 

Mōkau area nurse were Māori, as were 52.5% of the preschool children and 41% of the 

households.1522 Some nurses still spent nearly all their time on Māori. In 1965, for example, 

of infants supervised by the Te Kuiti public health nurse, 86% were Māori, as were 91% of 

the preschool children, 87% of the tuberculosis cases, and 83% of the tuberculosis 

contacts.1523 Taumarunui Hospital’s district nurses supervised Māori tuberculosis patients but 
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not their Pākehā counterparts.1524 The population of the Benneydale nurse’s area was around 

61% Pākehā, but Māori made up nearly all the supervised infants and tuberculosis cases and 

contacts.1525 District nurses played a major public health role for much of the twentieth 

century, but throughout the Rohe Pōtae there were persistent problems finding enough nurses, 

particularly to cover the more isolated areas.  

Under the first Labour government, the number of district nurses was substantially increased. 

Turbott noted in 1940 that the number of district nurses had recently been doubled, but more 

were still needed so that each nurse was serving a population of no more than a thousand 

Māori.1526 In 1942 a district nurse was appointed to Mangapehi, but she served Pākehā as 

well as Māori.1527 Waikato Hospital began a new district nursing service in 1951, its previous 

one presumably having lapsed during the war.1528 It was planned that there would be two 

nurses in Hamilton (one of whom was already in place), one in Te Awamutu, one in Huntly 

and one in Te Kuiti. However the Department of Health already had nurses in the smaller 

centres and gave permission only for the additional Hamilton nurse.1529 In 1962 Waikato 

Hospital was given permission to hire part time nurses for Te Kuiti, Putaruru and Tokoroa.1530 

The next year further nurses were approved for Otorohanga, Matamata and Ngāruawāhia.1531 

However the proposal of a nurse for Kāwhia was turned down as there was already a Health 

Department Public Health Nurse based there.1532 

Even when nursing positions were funded, finding nurses to staff them was often a problem. 

In 1953 the Kāwhia public health nurse went on leave for three weeks and no temporary 

replacement could be found.1533 There were recurring difficulties staffing Mōkau, and in 1958 
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the Health Department moved the district nurse’s base from there to Piopio.1534 This caused a 

major outcry amongst Mōkau residents and others. The Taranaki Herald saw the change as a 

danger to motorists as well as locals, reporting that:  

Between Pio Pio and Waitara there are no doctors, and no chemist shops. The injured traveller has of 
necessity to wait until aid comes from the district nursing services, or from one of the terminal points. 
And time, in certain cases, means life. 

Not even a doctor answering an emergency call can speed round the curves of the slippery-surfaced 
Mahoenui Hills. He does so at risk to his own life. Even the Te Kuiti ambulance has skidded and gone 
over the bank while on the way to a Mahoenui accident.1535   

Several months later the newspaper reported that two Māori had been seriously injured in 

separate accidents near Mōkau and had had to undergo long and difficult journeys to medical 

aid.1536 After a vigorous local campaign, the Piopio nurse was required to spend two days a 

week in Mōkau, but she no longer visited Mahoenui School.1537 A particular difficulty with 

Mōkau was that the area straddled the boundary between the Waikato and Taranaki Hospital 

Boards. They were capable of co-operation, however, and in 1961 they agreed that the 

Taranaki board would provide a nurse for Mōkau and the Waikato board would provide her 

with a house.1538  

Benneydale was another difficult area. The Director of the Division of Nursing wrote in 1958 

that ‘it is well nigh impossible to get any [district nurse] to go Benneydale permanently.’1539 

In 1966 the Hamilton Medical Officer of Health calculated that in the previous fifteen years 

the Benneydale district nursing position had been staffed by 18 different nurses and vacant 

for a total of 42 months.1540 The situation was similar in Kāwhia.1541 In 1967 the Health 

Department gave up trying to attract a resident nurse to Benneydale and announced that the 

area would henceforth be served from Te Kuiti.1542 Meanwhile the Piopio nursing position 
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became vacant. Urgent work was initially covered from Te Kuiti but that position also 

became vacant, and in late 1966 a large part of the inquiry district was being served solely by 

a retired nurse based in Otorohanga.1543 Because Mōkau was theoretically being covered 

from Piopio, that area effectively had no public health cover.1544 Kāwhia’s problems 

continued into the early 1970s.1545 Dr. P.I. Forbes explained that:  

Health Department nurses are not allowed to refuse any calls and the resultant demands on a district 
nurse living there are so excessive that no nurse could stand the strain for very long. Not only is she 
called out at all hours of the night but if, for example, she is called to Taharoa [south of Kāwhia 
Harbour], a two hour drive on a bad road is involved.1546  

Lack of staff, isolation and bad roads combined to deprive people in many parts of the Rohe 

Pōtae of basic medical aid. 

In the 1970s the role of public health nurses was reduced to ‘one of support, advice, referral, 

follow-up, and consultation’.1547 They generally no longer immunized infants and pre-

schoolers, but instead encouraged parents to visit a GP for immunization. However from the 

early 1980s there was a policy that if a child reached school without immunization, public 

health nurses could do it themselves, with the parents’ consent, rather than waiting for them 

to visit a doctor.1548 In 1973 the surveillance of tuberculosis patients was transferred to 

hospital boards, although Health Department nurses continued to work with the hospitals on 

tuberculosis matters. By 1980 the core areas of public health work were parental and child 

health, school health, and occupational health. The nurses also continued to pay special 

attention to Māori, in keeping with ‘a long tradition... starting from the early days of the 

Native Health Service.’1549  

9.6: General practitioners 

As with nurses, there were persistent problems getting enough GPs to cover the Rohe Pōtae, 

particularly the parts without sizable towns. Even when GPs were present, Māori may not 

have visited them as often as necessary due to the cost involved, although there is very little 
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information on this matter from before the late 1970s. The issue of GP fees and the relevant 

health policies have been covered above, in the section on health policy.  

During World War II many Rohe Pōtae doctors served overseas, leaving those who remained 

very overworked. In 1942 the Hamilton Medical Officer of Health wrote that there were only 

two GPs in Te Kuiti and both were extremely busy, sometimes working 18 hour days.1550 The 

problem eased with the return of peace, but most rural areas still lacked resident doctors; this 

was one of the reason why demands on district nurses were so large.1551 In 1960 the entire 

Hamilton health district had 134 GPs, giving it one per 1,561 total population. This was fewer 

doctors than the national average of one per 1,291 population, and far fewer than the ratio in 

the main centres. In addition, the doctors would have been concentrated in the main centres, 

particularly Hamilton.1552 There were three doctors in Mangakino in 1962, ‘who visit 

spasmodically at Pureora, Barryville, Pukemako and Maraeroa... Much additional work 

therefore comes upon the nurse and thus calls average twelve to fourteen weekly.’1553 In 1964 

there was no doctor at Mōkau; the nearest one was at Piopio and visited Mōkau at least once 

a week. There was also no doctor in Benneydale.1554 In 1970 Kāwhia was served only by a 

doctor from Te Awamutu who visited once a fortnight.1555 In the mid 1960s the Taumarunui 

district was said to be ‘well doctored by New Zealand standards, and the doctors, who are 

mainly located in Taumarunui, do undertake a fair amount of travelling to service the large 

surrounding area.’1556 However the doctors were finding this difficult as the Health 

Department’s mileage allowance did not cover their costs. 

The government, Department of Health and hospital boards were all aware of the financial 

problems facing rural GPs. In 1968 Cabinet approved grants of $1650 for doctors to set up 

practice in rural areas.1557 Waikato Hospital head John Meade also provided an unofficial 

subsidy to rural GPs, giving them token appointments in their local hospital in order to 

provide them with some guaranteed income and therefore a greater incentive to stay in the 
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area.1558 The rural GP problem continued into the early 1990s despite continuing 

subsidies.1559 

The number of times that Māori actually saw their GPs was not systematically investigated 

until the mid 1980s, when Peter Davis published a series of papers examining the rate at 

which Māori in the Hamilton health district visited GPs compared to non-Māori, based on 

data from 1979. These showed that Māori men, women and children all visited their doctors 

more frequently than their non-Māori counterparts, and that this appeared to reflect higher 

rates of illness.1560 In terms of conditions with a high Māori rate of mortality, Māori were 

more likely to visit their GP, but the differential was much smaller than the mortality 

differential. Māori men, women and children were all more likely than their non-Māori 

counterparts to present to their GPs with serious health conditions, with employed adult 

males showing the biggest differential. For minor conditions, the Māori / non-Māori 

differential was small for women and children and non-existent for employed men. Amongst 

employed men, ethnicity was much more important than social class (as defined by job) in 

determining levels of GP contact, with no significant contact differentials amongst men of the 

same ethnicity but different social class.1561 This shows that under-utilisation of GP services 

by Māori in the late 1970s was probably not driven by the cost of visits.   

Davis led a similar study of the Waikato Area Health Board (covering the entire Rohe Pōtae 

and other areas) in 1991 and 1992, and found that Māori now visited their GPs only about 

90% as often as non-Māori. Even for conditions with relatively high rates of Māori mortality, 

Māori were no more likely than non-Māori to visit a GP.1562 Davis did not comment on the 

disparity between his two studies, but it is possible that the economic and health restructuring 

of the 1980s and early 1990s led to reduced Māori contact with GPs as cost became more of a 

problem.  
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A 1988 study found that Māori and Pacific Island children with asthma were twice as likely 

as Pākehā asthmatics to be receiving no treatment, despite having a higher rate of hospital 

admission.1563 The likely explanation for this seemed to be a perception amongst medical 

professionals that Polynesians only took medication when they were ill, rather than regularly 

as a preventative measure. It was therefore felt that it was pointless to prescribe preventative 

medications.1564 Under-utilisation of GP services may have also played a part.  

9.7: Hospitals 

Between 1938 and 1990 hospitals took on an increasingly important role in health care. The 

development of new treatments, the introduction of free hospital care, and the aging general 

population all increased demand for hospital treatment. As a consequence, the percentage of 

registered medical professionals in general practice decreased from 40% in 1952 to 25% in 

1974 as hospitals came to employ a much greater proportion.1565 Hospitals were enlarged and 

their workforce grew, but not enough to keep pace with increasing demand, and waiting lists 

for non-urgent medical and surgical services grew.1566 

Māori usage of hospitals grew with that of the general population, for the same reasons but 

also because distrust was declining. In 1940 Turbott wrote that: 

Maoris are showing a growing confidence in public hospitals, but there is still a majority either averse 
to hospital treatment altogether, or accustomed to delaying at home through early stages till hope seems 
lost, then using the hospital as a last resort, often when chances of successful treatment are slight. The 
hospital in this latter case gets the blame for fatalities, and the district concerned relapses for a while 
into failure to make use of the institution. Unfortunately some public hospital authorities are 
unsympathetic to Maoris, do not provide as complete a service as for Europeans, and some staffs either 
show, or the Maori instinctively detects, racial antipathy.1567 

One statement of Māori distrust of the Pākehā medical system comes from Aria in 1939. The 

father of a girl who had died said that: 

I did not call the District Nurse or the Doctor. My reason for not calling them was that I have 
previously called them to my place to three other children at different times and they have all died, and 
I thought that if I called the doctor or nurse on this occasion they would have taken my daughter to the 
hospital where she would have died.  
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The nurse who I previously called in was Nurse Ward and Dr. De Castro of Te Kuiti. On previous 
occasions when my children were under them they did not tell me what was wrong with them, and I did 
not want my daughter taken from home to the hospital by them.1568  

There may have been an element here of the problem Turbott mentions of not calling for 

medical aid until too late. However there was clearly also a major communication problem. 

Not only did the man not understand that the nurse and doctor were not responsible for his 

children’s deaths, but they had not kept him properly informed about their conditions, making 

it unsurprising that he had lost trust in medical professionals.  

Despite problems such as this, Māori in general were more ready to trust and use hospitals 

than before. Dr Isaac of Te Kuiti reported a 200% increase in Māori hospital admissions from 

1938 to 1940, for example, and Māori admissions were also increasing elsewhere.1569 The 

main reason for this was probably the removal of hospital fees in 1939, under the Social 

Security Act. By the 1960s Douglas Robb was able to state that:  

In general the Maoris make more use proportionately of hospitals than do whites... Certainly today 
there is little reluctance on the part of the Maori to accept hospital treatment. They are good, cheerful, 
brave and co-operative patients and submit readily to operations when so advised. They share small 
wards and all facilities on an equal basis with white patients. Their general attitude is a willingness to 
receive any help or maintenance that is offering, some perhaps take it as something less than their 
rights from the white man who took almost all their land, but most are grateful and appreciative.1570  

Some older Māori remained distrustful of hospitals, however. In 1988, E.W. Pomare stated 

that many older and rural Māori continued to associate hospitals with death. In addition, they 

preferred to be at home with their whānau when ill.1571 Colleen Manihera and Tessa Turnbull 

wrote in 1990 that for Māori ‘hospitals are associated with a morbid fear of death’.1572 

One reason for the Māori aversion to hospitals was probably the restriction on visiting hours. 

In the 1950s it seems to have been common to restrict visiting hours for child patients to two 

a week. Waikato had more generous hours, but these were still only one or two a day in the 

early 1970s; information on the specific visiting hours for other hospitals in or near the Rohe 

Pōtae was not obtainable.1573 In 1973 Waikato’s Ward 5, a children’s surgical ward, began an 

open visiting policy. It was felt that this would aid the children’s recoveries and help parents 
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understand and gain confidence in their provision of care after discharge.1574 In the middle of 

the century visiting was also made difficult by the refusal of some hotels to host Māori; this 

was the case in Hamilton in the 1940s. In order to encourage Māori to make more use of 

Waikato Hospital, Te Puea and the Hamilton Rotary Club joined forces to build a Māori 

hostel in Frankton.1575 

Although Māori hospital admission rates were increasing, they did not match the continued 

disparity in disease mortality. In the late 1950s, for example, Māori hospital admission rates 

for degenerative cardiovascular disease were lower than those for Pākehā, even though Māori 

death rates from the disease were higher.1576 Māori child hospital admissions were around 

double those of Pākehā, although the child mortality gap was significantly larger.1577 All-ages 

hospital admission rates for acute rheumatic fever were five times higher for Māori than for 

Pākehā, but death rates were ten times higher.1578 The relatively low admission rates go some 

way towards explaining the high death rates, as many deaths could probably have been 

prevented with hospital treatment.   

The Māori rheumatic fever situation had not improved by the 1970s. A study of rheumatic 

fever patients in the Hamilton health district in the 1970s and early 1980s showed that a 

significant proportion were not receiving adequate ongoing care. What percentage of this 

group were Māori was not stated, but Richard Talbot wrote of: 

a group of young Maoris with recurrent rheumatic fever, significant heart disease and even valve 
surgery, often living kilometres from hospital in poor social circumstances, with whom medical contact 
had been largely lost. Study of hospital case notes showed that these patients seemed set on a downhill 
path from an early stage in their history. The early warning signal was usually failure to attend 
outpatient follow-up after the first attack of rheumatic fever.1579  

Although it was known that this group were at high risk of recurrent health problems, Talbot 

stated that ‘no adequate system has been provided in the past for coping with these non-

attenders’.1580 He argued that part of the problem may have been a lack of patient 

understanding of the need for continued treatment, particularly when there were no active 
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symptoms.1581 Other potential problems – all of which would have implications for most 

chronic medical conditions – may have included difficulty finding transport to hospital (a 

particular problem for rural people); inability to take time off work; dislike of the medical 

system; and instability in living arrangements, making it difficult for hospitals and doctors to 

keep in touch with the patient, and for patients to keep track of appointments. The apparent  

lack of a reliable system to maintain or regain contact with rheumatic heart patients in the 

Hamilton health district likely impacted on the ability of health authorities to adequately 

address the high rate of Māori mortality from rheumatic heart disease.  

There is also evidence to suggest that Māori were less likely to get treatment for cancer and 

heart disease. Rose’s 1960 report pointed out that in many Māori cancer deaths it was 

impossible to determine the original site as the disease had spread throughout the body by the 

time it was diagnosed.1582 Exactly comparable mortality figures from this time are not 

available, but we saw earlier that, on an age-adjusted basis, Māori had significantly higher 

death rates from cancer than non-Māori in the 1980s.1583 However from 1982 to 1988 public 

hospital admissions for cancer for the 15 to 64 age group were the same for both groups on 

average.1584 A similar comparison for ischaemic heart disease shows that Māori had 

somewhat higher age-adjusted mortality rates, but non-Māori were 40% more likely to be 

admitted to hospital with the disease. When we take into account that Māori were less likely 

to have health insurance and therefore less likely to have been treated in private hospitals, this 

clearly indicates that Māori were receiving less treatment for both of their biggest killers.1585 

In the 1970s and early 1980s New Zealand had a low rate of heart surgery compared to 

similar countries overseas, and the situation outside the main centres was particularly bad.1586 

This information collectively suggests that Māori cardiac patients in the Rohe Pōtae were 

very badly served for heart surgery.  

Hospital admissions were also relatively low for diseases less likely to be fatal. We saw 

earlier that in the late 1950s rates of otitis media (glue ear) amongst schoolchildren were 13 

to 22 times higher amongst Māori than Pākehā. However in 1959 rates of hospital admission 
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for the disease were only two to three times higher for Māori.1587 From 1961 Waikato 

Hospital attempted to halt the Māori otitis media epidemic with an outreach programme to 

schools with 30% or more Māori children. The programme involved school teachers, Medical 

Officers of Health, GPs and hospitals co-operating to identify, treat and follow up cases. 

Treatment was made more effective by the development of microsurgery techniques which 

were able to restore hearing to some patients.1588  

The statistics used above are for all hospital admissions whether via the emergency room or 

the waiting list. While this is a good general indicator, it fails to acknowledge important 

differences between the two types of admission. General admission statistics  indicate levels 

of particular health conditions and the state of a population’s general health, but waiting list 

admission also shows a patient’s active engagement with the health system, and efforts on the 

part of that system to treat the patient before their condition becomes critical. Emergency 

room admission can result from an ongoing problem going untreated, or with inadequate 

treatment, before escalating into an emergency situation. It can also indicate lack of access to 

a GP. Data on the nature of hospital admissions is available for the years 1968 to 1974. This 

shows that in that period, Māori were nearly four times more likely on average to be admitted 

to hospital via the emergency room than a waiting list.1589 For Pacific Islanders the ratio was 

slightly lower but Pākehā were only twice as likely to be admitted in an emergency than on a 

waiting list.1590  

Once admitted, members of each group admitted via emergency had a longer average hospital 

stay than those admitted via waiting lists. However Pākehā consistently spent more time in 

hospital than members of other groups: on average they spent 15.3 days in hospital after an 

emergency and 14.3 days from the waiting list. By comparison, Māori spent an average of 

13.5 days in hospital after an emergency and 11.5 days from the waiting list. As we have 

seen, Māori were generally less healthy than Pākehā and so this disparity is unlikely to be the 

result of better underlying health. The most likely explanation is that Pākehā patients would 

have been older on average and therefore tended to recover more slowly and be more prone 
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to complications. However it is also possible that Māori were simply being discharged at an 

earlier stage of recovery. The reasons for this could include a desire to be back with family, a 

need to get back to work or childcare, a greater general dislike of being in hospital, or 

discrimination on a personal or institutional level.  

By the early 1980s, bad economic conditions meant that increasing numbers of people were 

presenting at hospital emergency departments with conditions which could have been treated 

by a GP. Many were also turning to hospital dental departments for basic care as they could 

not afford a dentist.1591 Impoverished Rohe Pōtae residents were in an even worse situation 

than their urban counterparts as there was no major hospital in the district, and most people 

lived some way away from even the small hospitals in Taumarunui and Te Kuiti.  

A study of admissions to Waikato Hospital in the 1984-85 year showed that Māori had a 

significantly higher rate of admission than non-Māori at all ages and for both genders. Māori 

also tended to remain in hospital for significantly longer than non-Māori.1592 This was a 

significant change from the situation described above, and may indicate any combination of 

deteriorating Māori health relative to non-Māori, an aging Māori population, or a greater 

willingness on the part of the hospital or patients or both for Māori to stay in hospital longer. 

Another Waikato Hospital study showed that Māori had significantly higher rates of 

admission to the intensive therapy unit than non-Māori. The biggest difference was at ages 65 

to 74, when the Māori admission rate was nearly 3.5 times higher than the non-Māori rate, 

but there were also large differences at all ages except 14 and under.1593 There was no 

difference in subsequent outcomes.1594 

A study of the wider Waikato Area Health Board district in 1991 and 1992 showed that Māori 

were 80% more likely to be admitted to hospital than non-Māori, despite having only a 30% 

higher overall mortality rate.1595 This was almost certainly related to Māori having lower 

rates of general practitioner visits than non-Māori. Age-adjusted Māori contact rates with GPs 

were about 90% of those of non-Māori. For conditions for which Māori had a high mortality 

rate, GP contact rates were usually not much higher than those of non-Māori. For example, 
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Māori mortality rates from endocrine conditions were 4.2 times higher than those of non-

Māori, but Māori GP visits for endocrine conditions were only 1.5 times higher than non-

Māori. For skin conditions, infectious and parasitic diseases, and genitor-urinary conditions 

the mortality and GP visit ratios were respectively 2.7 and 1.1, 2.5 and 0.8, and 2.1 and 0.6. 

This section has dealt solely with public hospitals. Ethnicity statistics for private hospital 

patients are not always available, but those which are available show that private hospitals 

were not commonly used by Māori. The first year for which any statistics are available is 

1978, showing that only 0.5% of private hospital patients were Māori. By 1984 this had risen 

to 2.2%. The average length of stay for Māori patients was five days, compared to 20.3 days 

for non-Māori patients.1596 The most common reason for Māori to be admitted in 1984 was 

orthopaedic surgery, and many of these admissions probably relate to injury repair paid for by 

ACC.1597 These figures, in conjunction with what we know about high rates of Māori poverty, 

indicate that Māori were less likely to have medical insurance and to be able to afford private 

medical care. Māori were therefore much more reliant on the public health system and 

therefore more vulnerable to service cuts and long waiting lists. 

9.7.1: Provision of hospitals in and near the Rohe Pōtae 

Hospitals were a major focus of the dramatic expansion of the health service in the middle 

decades of the twentieth century. The introduction of free hospital services, the increased 

range of available treatments, and the post-war baby boom all greatly increased the number 

of hospital patients, leading to serious overcrowding and understaffing at most hospitals. This 

problem was exacerbated by World War II, which in addition to causing an additional influx 

of patients in the form of wounded servicemen, caused shortages of staff, building materials 

and money, meaning that very little expansion work was carried in the first decade of free 

hospital treatment. Major expansion occurred in many hospitals in the post-war decades, but 

the population and range of medical services continued to grow, and some hospitals were in 

almost perpetual need of further expansion.1598 As a result of this and the continuing effects 

of the factors listed above, hospital costs mushroomed, especially in the 1970s and 1980s. As 

we have seen, concern over these costs led to restructuring in the late 1980s, and it was small 

rural hospitals such as Te Kuiti and Taumarunui which suffered most.  
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9.7.1.1: Kāwhia Hospital 

Kāwhia Hospital had been built to deal with Kāwhia’s geographical isolation at a time when 

roads were bad and cars rare. By the 1940s Kāwhia had become more accessible, and health 

authorities considered that the population did not warrant its own general hospital. In 1946 

Kāwhia became a maternity hospital only.1599 This was against the wishes of locals, who still 

felt the need for a local hospital service.1600 Joy Lamb, the wife of a Kāwhia doctor in the 

post-war period, wrote that many babies died (presumably in the post-neonatal stage) as a 

result of the restriction, ‘for the choice was £5 for taxi or ambulance into Hamilton and most 

could not afford such money’.1601 Health officials justified the restricted service by pointing 

out that the hospital had only one ward, and so non-maternity cases could not be dealt with 

without risk to the mothers and newborns.1602 However the hospital was under-utilized for 

maternity cases and was frequently empty, ‘yet the Doctor is not permitted to send other 

general cases into the Hospital.’1603 The local doctor reported that there had been several 

cases which he would like to have admitted, one of which had subsequently died. Most would 

not be admitted to Waikato Hospital due to difficulties with transport and the likely reluctance 

of Waikato to take some infant cases which were not immediately life-threatening. He stated 

that he was ‘impressed by the feeling that a day or two in hospital may be a life saving 

measure with Maori babies.’1604 

A Health Department report on the hospital from about 1948 showed that it had fallen far 

below the standard of a modern hospital. One room served as staff sitting room, dining room 

and office as well as nursery for newborns, and baby equipment was kept on top of the piano 

for want of a better place. There were no wheelchairs, trolleys or blood pressure equipment. 

The bathroom was shared between staff and patients, and had broken floorboards. 

Throughout the hospital, furnishings and decor were badly in need of repair or replacement. 

The Nurse Inspector’s report noted that ‘furniture superior to this is found today in many 

Maori homes and in its present state of disrepair is a bad example to all the patients who enter 
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this institution’.1605 The hospital’s Nursing Sister also stated that the resident doctor’s 

standard of care was poor. According to the report: 

He has told Sister and also tells the patients she states, that they are entitled to only one visit from him 
during the puerperium [the six-week period after childbirth]. She states that he makes no post natal 
examination.  

Co-operation between doctor and sister is apparently not very good and sister had many complaints to 
make regarding his work. One of these concerned a post mortem he conducted in the hospital wash 
house on a baby. The details of this if correct are not pleasant. Sister was away at the time or she would 
not, she stated, have permitted it.1606  

In 1950 the Waikato Hospital Board and the Health Department agreed to expand the hospital 

to create two separate wards: a two-bed general ward and a four-bed maternity ward and 

nursery, as well as separate toilets, a sluice room and a sterilizing room.1607  

Despite the improvements, Kāwhia Hospital continued to be under-utilized, and in June 1967 

the Health Department recommended its closure. The Department’s advice acknowledged 

that the nearest alternative maternity facility was in Te Awamutu, 75 minutes’ drive away, but 

also stated that its low usage rate meant that each patient treated there cost £411 in the 

1965/66 financial year, compared to the national average of £87 per patient. There were also 

difficulties finding staff. The Waikato Hospital Board applied to close the hospital on a 

temporary basis, in the hope that a medical clinic could be set up in the buildings, a plan 

which did not meet with the approval of the Health Department.1608 The hospital was 

‘temporarily’ closed in July 1967, and subsequently used as holiday accommodation for 

patients from Tokanui Psychiatric Hospital.1609 Staffing difficulties brought this arrangement 

to an end in 1982, and in 1984 the hospital was finally closed permanently.1610 Plans were 

made to convert the buildings into a health centre or a home for the elderly, but these did not 

eventuate, partly because the building did not meet modern safety standards. In 1990 control 

was transferred to the Tainui Trust Board.1611 
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9.7.1.2:  Te Kuiti Hospital 

Being in a more central location than Kāwhia, Te Kuiti Hospital was able to expand from its 

cottage hospital origins. It was first extended in 1939, when a nine bed maternity ward was 

added.1612 In 1946 the hospital had two doctors, a matron and five nurses, as well as several 

nurse aides and student nurse aides. As well as the nine patients in the maternity ward, the 

hospital could accommodate 21 general patients and carry out minor surgery.1613 Shortly after 

the end of World War II, Te Kuiti’s population expanded dramatically. New staff were 

employed at the hospital and in 1952 the general and maternity wards and the nurses’ home 

were all expanded, allowing the hospital to accommodate 27 general and 17 maternity 

patients. In 1954 it treated 1,155 patients, including 400 maternity cases.1614 In 1958 it gained 

x-ray facilities and no longer had to send patients to Hamilton to have these done.1615  

Demands on the hospital continued to increase. By 1961 Te Kuiti Hospital was reported to be 

overcrowded and underequipped. Kitchen facilities were a particular problem, as there was 

no freezer storage and some of the cooking was done on a hot plate resting on a chair.1616 

However hospital overcrowding was a widespread problem in the district, particularly for 

maternity wards, and even basic improvements to Te Kuiti hospital were the fourth priority 

for the Waikato Hospital Board, after maternity accommodation in Hamilton and Rotorua, 

and the Rotorua boiler house.1617 The hospital was still badly overcrowded in 1964.1618 

Improvements and extensions were made over the 1960s, with the first stage being new 

wards, improvements to the service rooms and kitchen, and improvements to the existing 

wards. The second stage extended the dining room and completed the kitchen, and the third 

stage added a new maternity ward, expanded the nurses’ home, installed a new boiler, and 

transferred the former Benneydale maternity home to Te Kuiti to act as a geriatric ward.1619 In 

the year to March 1964 1,332 inpatients were treated and the bed occupation rate was 116%, 

despite the extensive building work then taking place.1620 Despite the expansion, Te Kuiti 

continued to suffer overcrowding, with a 130% bed occupancy rate in 1969-70. Hospital 
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superintendant Dr. John Mandeno stated that Te Kuiti was the most overcrowded general 

hospital in the country.1621 In 1975 the nurses’ home was converted to a 30 bed surgical ward, 

and a clinical services and administration block was opened the following year.1622 

Health policy of the 1970s had considered Te Kuiti too small; health policy of the 1980s 

considered it too big. From 1984 or earlier rumour circulated that Waikato Hospital Board 

was planning to downgrade Te Kuiti Hospital by removing its specialist inpatient services.1623 

It was argued in the hospital’s favour that: 

Due to the ease of accessibility the Maori community has over the past years developed confidence in 
the care and attention given at Te Kuiti Hospital. Any reduction in specialist services to the community 
at large will widen the gap between hospital care and the Maori people and would have an adverse 
effect on their standard of health.1624 

In 1985 the Board’s Chief Executive wrote that there was no policy decision to downgrade Te 

Kuiti, but:  

Compared with the Board’s other hospital catchment areas Te Kuiti is considered to be relatively over-
provided with beds and finance... and its catchment population enjoys a high use of hospital beds and 
services. In the ideal world the level of services provided elsewhere might be brought up to Te Kuiti’s 
level. The reality is that under present circumstances small amounts of resource from Te Kuiti and 
other areas have to be shifted to other areas of relative under-provision.1625  

The hospital seems to have been allowed to maintain its full range of services until the late 

1980s, when its recently opened geriatric ward was closed due to funding cuts.1626  As with 

many other rural hospitals, the introduction of population-based funding made it difficult for 

Te Kuiti Hospital to sustain itself without cutting services.1627  

9.7.1.3:  Taumarunui Hospital  

In the mid 1980s Taumarunui was one of the smaller hospital board areas, serving 12,800 

people with 123 beds. This was the third highest bed per capita figure in the country.1628 It 
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also had recurring staffing shortages and problems replacing departing staff.1629 In 1983 the 

Minister of Health Aussie Malcolm wrote that ‘small hospitals such as Taumarunui perform a 

vital role in helping provide an acceptable level of hospital care to all the citizens of this 

country.’1630 However the introduction of population-based funding made the hospital a prime 

target for funding reductions in the health restructuring era. To counter the threat of cutbacks, 

from 1987 the hospital began offering surgery such as hip replacement to people from outside 

its catchment area. By early 1989 1,400 people had taken advantage of the system, bringing 

funding to the hospital and enabling it to stay open.1631 In the early 1990s the hospital won an 

excellence award, but then experienced numerous staff cuts and reductions in service hours, 

forcing many people in the southern Rohe Pōtae to travel to Hamilton for hospital 

treatment.1632  

9.7.1.4:  Waikato Hospital  

Although not in the Rohe Pōtae inquiry district, Waikato Hospital was the wider area’s largest 

hospital, offering the biggest range of treatment. It was therefore highly important to the 

health of Rohe Pōtae Māori, particularly as health care became more complex as the 

twentieth century progressed. Many Rohe Pōtae Māori experiencing serious or unusual health 

problems would have been treated there.  

Like smaller hospitals, Waikato Hospital struggled to deal with the increase in demand in the 

1940s coupled with the inability to expand because of the war. In addition to the country’s 

general population growth, Hamilton’s population grew by 50% between 1945 and 1951.1633 

By 1948 most wards were either unfit for purpose or grossly overcrowded, and casualty and 

all support services were seriously lacking in space and facilities.1634 There is also some 

evidence that Waikato failed to move with the times during the middle of the century. One 

operating theatre nurse who had trained at Waikato in 1933 returned in 1952, and was 

shocked to discover that virtually nothing in the theatres had changed in her absence. Modern 
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methods were generally slow to take hold.1635 At this time one of the hospital’s more 

interesting staff members from the perspective of this report was Dr Charlie Belfield, who 

joined the hospital in 1946. In the late 1940s he began to learn the Māori language, which 

was unusual for a Pākehā doctor of the time, and probably helped his relationships with 

Māori patients.1636 He was also highly regarded by his colleagues and patients for his 

obstetric and gynaecological work.1637  

Waikato continued to be seriously overcrowded, leading to severe outbreaks of glandular 

fever and gastro-enteritis in the children’s wards in 1963. Early the next year one ward had 

more than twice as many patients as ‘official’ beds.1638 Like other New Zealand hospitals, it 

also suffered serious staff shortages throughout the 1960s.1639 Qualified nurses were in 

particularly short supply and at times wards would be staffed entirely by student nurses 

during night shifts.1640 The hospital underwent significant expansion over the decade, 

however, and by 1970 had ‘transformed itself from a secondary centre into a modern base 

hospital’, which no longer had to send patients to Auckland for many complex tests and 

procedures.1641 Full respiratory testing and out-patient services were established by 1970, 

which would have been important to the high proportion of Māori with respiratory problems. 

However patients needing respiratory surgery still had to be transferred to Greenlane Hospital 

in Auckland.1642 Despite the expansions, overcrowding as well as staff shortages and lack of 

funds continued to be a problem into the 1980s.1643 In October 1981 a combination of nursing 

shortages and a moratorium on overtime payments led to the cancelation of all non-urgent 

inpatient treatment.1644  

From 1978 central government took a much larger role in the allocation of funds for 

expensive purchases by hospital boards. Because the country could not afford to pay for each 

large hospital to have expensive departments such as neurosurgery and cardiac surgery, 

facilities were in effect rationed out between the major centres. This meant Waikato 

frequently missed out as it was believed that people in its catchment area could easily travel 
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to Auckland for treatment. In fact some patients who would have benefitted most from 

particular services were too ill to travel such a distance.1645 Because of the shortage of 

government funds, the hospital was compelled to stage a public fundraising appeal in order to 

buy a CAT scanner.1646  

By 1984 the Waikato Hospital Board area was the third largest in the country, serving a 

population of 338,200. It had the most beds after Auckland, with 1,861, and a slightly higher 

than average number of beds per thousand population.1647 It was also repeatedly exceeding its 

budget, and was compelled by central government to cut back on spending throughout the 

1980s, but especially in the last years of the decade.1648 

9.8: Infant and maternal healthcare 

After 1938 the biggest change in infant and maternal healthcare for Māori was the increased 

emphasis on hospital births, especially in the middle decades of the twentieth century. In 

1937 only 16.8% of registered Māori live births took place in hospital, compared to 87% of 

non-Māori in 1938, and the Māori figure probably overestimates the number of hospital 

births as they would have been much more likely to be registered.1649 By 1947 the Māori 

percentage had risen to 49.5%, and general registration figures had improved so there would 

be less of an overestimation problem.1650 In 1959 the percentage of Māori births occurring at 

home was only 9.3% (compared to 0.6% for non-Māori), and by 1968 this had been reduced 

to 1.9%.1651 The Hamilton health district seems to have had a higher rate of Māori home 

births than other areas; in 1959 there were more there than in any other district even though it 

had only the third highest Māori population.1652 

There were probably four major reasons for the shift from home to hospital births: the 

introduction of free hospital care, which removed the financial barriers which would have 

prevented many Māori women from using hospital services; urbanisation, which moved 

Māori closer to hospitals and therefore made hospital births more practical; contemporary 
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health policy which strongly encouraged women to give birth in hospital; and possibly 

increased Māori trust in hospitals and hospital births. The introduction of free hospital care 

has been dealt with above and probably played the same role in childbirth as in other reasons 

for hospital admission. The Social Security Act provided that the state would pay for all 

medical care and attendance required in childbirth and the fourteen days following, as well as 

all ante-natal and post-natal advice and care required.1653 Urbanisation obviously affected 

Rohe Pōtae women less than women in some other areas, but it would still have played a role, 

as would improvements in transport. The higher rate of home births in the Hamilton health 

district supports the idea that urbanisation was a factor in the general rise of hospital births. In 

addition, the medical advantages of hospital births were stressed very strongly during the post 

war decades, to the point where at least some Māori women believed that hospital birth was 

compulsory.1654 According to Mountain Harte, doctors and district nurses often told women 

that they would only get medical aid if they gave birth in hospital.1655 

The 1954 infant mortality survey showed a link between infant survivorship and hospital 

birth, with 74% of Māori mothers with an infant fatality (Group A) having given birth to that 

child in hospital compared to 85.2% of other Māori mothers (Group B).1656 The percentage 

for non-Māori mothers in the study (Group C), meanwhile, was 99.2%. Group C also had a 

much higher rate of medical intervention, particularly the use of forceps.1657 In association 

with other statistics showing that Group C’s rate of complications was in between Group A 

(higher) and Group B (lower), this suggests that some of the infants in Group A could have 

been saved with medical intervention. After giving birth, Group C also spent longer in 

hospital, or in bed at home.1658 Of Group A, 26% spent a week or less in bed after birth – less 

than half the time funded under the Social Security Act – compared to 15.8% of Group B and 

1.6% of Group C. Those spending two weeks in bed comprised 16.2% of Group A, 20.9% of 

Group B and 29.5% of Group C.  

Despite the introduction of free maternity care and improvements in transport, hospital birth 

could still be inaccessible, or difficult to access, for rural women. It was claimed in 1948, for 

example, that difficulties getting to Kāwhia Hospital had led to one death, one stillbirth and 
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two near fatalities.1659 In other areas the staffing shortages discussed earlier in this chapter 

caused problems. Benneydale had a maternity hospital in 1962 but it was closed as there was 

no midwife or doctor in the area.1660 Two years later it was closed permanently and the 

building moved to Te Kuiti to serve as the hospital’s geriatric ward.1661 A public health officer 

noted that ‘With the two nearest maternity hospitals at Te Kuiti 23 miles and Mangakino 34 

miles there is every likelihood of the nurse having more emergency midwifery calls in the 

future.’1662 The continuing difficulties finding nurses for the area made the situation even 

worse.  

The general shortage of rural medical professionals probably led to Māori women getting less 

medical attention during pregnancy than Pākehā women. This was shown in the 1954 survey, 

although it did not seem to have had much impact on infant mortality.1663 Of Group A, 17.6% 

had not had any ante-natal consultation with a doctor, compared to 15.8% of Group B and 

just 0.8% of Group C. Group A had an average of 3.5 consultations compared to 3.7 for 

Group B and 8.2 for Group C. Consultations with nurses occurred at similar rates for all 

groups, with an average of 1.3 consultations for Groups A and C, and 1.8 for Group B.  

The medical attention gap between Māori and Pākehā continued after birth.1664 Only 36.6% 

of Group A had undergone a post-natal examination by a doctor, compared to 42.9% of 

Group B and 83.7% of Group C. Group A was also less likely to have been given advice on 

infant care by a Plunket or District Nurse. For Group A, the percentage receiving no advice 

whatsoever was 13% compared to 3.1% of Group B and 8.5% of Group C. The vast majority 

of the advice given to both Māori groups was from District Nurses in the mothers’ homes. 

For Group C, 77.5% of the mothers received advice from Plunket nurses in their own homes, 

4.7% from District Nurses in their own homes, and 9.3% at Plunket clinics. In terms of 

frequency, nearly 90% of Group C saw a nurse at least fortnightly, compared to just under 

70% of both Māori groups.1665 Group A were more than twice as likely as Group B to see a 

nurse at least weekly, and the most likely to see her more than once a week, indicating that 

the infant had a known medical condition prior to death, and that some assistance had been 
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received. However their rate of just over 14% was dwarfed by the 40% of Group C who saw 

their nurse at least once a week. The patterns are less clear for the next nine months. Group A 

was the most likely to see their nurse at least fortnightly, but also more likely than Group B to 

see her less than once a month, or never. However Group C were the most likely to see their 

nurse rarely or never.  

The figures above illustrate that Māori infants were usually seen by district nurses whereas 

Pākehā infants were generally seen by Plunket nurses. By the 1950s this had become an 

unofficial policy, with Plunket’s medical advisor saying in 1952 that Plunket ‘must not visit 

Maori pahs or give advice to those living in Maori fashion as work amongst the real Maoris is 

undertaken by the Department of Health.’1666 Increasing Māori urbanisation led both Plunket 

and the Department to feel that Plunket’s work could be extended to Māori living in cities and 

towns, although there was significant Pākehā resistance to any shared service in rural 

areas.1667 District nurses rather than Plunket tended to dominate Māori infant care until at 

least the 1980s.1668 An advantage of the Plunket system was that its entire focus was on 

maternal and child health, whereas district nurses dealt with all health matters in their 

areas.1669 However the increased gap between Māori and non-Māori infant mortality rates 

from the late 1980s has been blamed in part on the phasing out of public health nurses in 

preference to Plunket.1670 There seems to be no consensus on which system was better for 

Māori, with each probably having its own advantages and disadvantages.  

There were various small public maternity units in and near the Rohe Pōtae. In the time 

available for this report it has been difficult to find information on these as they tended not to 

attract public or official attention. Apart from those already mentioned, there was a seven bed 

unit in Otorohanga in the 1980s which presumably dated from several decades earlier. Such 

units were expensive to maintain, with each birth in the Otorohanga unit costing more than 

three times more than a birth in Waikato Hospital. This was partly because they continued to 

be funded on a historical basis even though they were used less often than in the past, and 

were not equipped to deal with a wide range of medical problems. Some units literally had 

more money than they knew what to do with, and spent it on things such as expensive patient 
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meals. It is likely, therefore, that women using their services enjoyed a much higher standard 

of personal, if not medical, care than women in the larger hospitals.1671 The Otorohanga 

maternity hospital seems to have been closed down in the early or mid 1980s.1672 

At Waikato Hospital, services for premature and other at-risk newborns improved in 1967 

with the opening of a dedicated unit. This meant that most such babies could be cared for in 

Hamilton rather than being transferred to Auckland.1673 The hospital’s Mothercraft Unit 

opened in 1972, providing care for mothers and babies with a wide variety of problems, 

including sleep deprivation, difficult feeding and lack of bonding, as well as many illnesses. 

It also provided ante-natal classes for teenage mothers. The unit was built through public 

fundraising with the assistance of various groups including the Māori Women’s Welfare 

League. Around 40% of the Unit’s patients came from within the Waikato Hospital Board 

area but outside of Hamilton, so it would have been used by some Rohe Pōtae mothers and 

babies. As a cost-cutting measure the service was reduced to five days a week from 1983, 

although public protests kept it from being shut down altogether on two other occasions.1674 

Meanwhile other services were developed, such as a mobile incubator system which from 

1980 was used to transport babies from the Rohe Pōtae and other areas to Waikato 

Hospital.1675 Waikato generally became a centre of care for vulnerable newborns; in 1975 it 

had became compulsory for ‘difficult’ maternity cases to be transferred to the nearest base 

hospital, meaning that women with potentially difficult pregnancies were transferred from Te 

Kuiti to Waikato.1676 This would have improved the standard of care available but would also 

have been difficult for families in much of the Rohe Pōtae, particularly those with transport 

problems.  

The differences between Māori and Pākehā rates of infant mortality from 1951 to 1991 have 

been analysed in a Masters thesis by Rebecca Lau.1677 Lau was particularly interested in the 

differences between ethnic mortality patterns in the neo-natal and post-neonatal periods. She 

argued that the decline in neonatal mortality was caused primarily by improvements in 

healthcare during the first weeks of life; in particular the post-war emphasis on hospital birth. 
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Improvements for Māori in the post-neonatal period were linked primarily to improved living 

conditions and better Māori access to health care. Any improvement in the quality of the 

health care on offer is unlikely to have made much difference since it would have also 

reduced non-Māori rates of death and, as we have seen, these stayed more or less static. Lau 

also argues that the continued gap between Māori and non-Māori post-neonatal infant 

mortality rates was due primarily to higher rates of poverty and worse living conditions 

amongst Māori. In particular, vulnerable infants now survived their first month thanks to 

improvements in health care, but many died later in their first year due to unsatisfactory home 

conditions and poor access to health care after discharge from hospital. Pool made more or 

less the same argument, stating that  

New Zealand had done well, relatively, in reducing Maori neonatal infant mortality, which requires 
high levels of investment in hospital and ante-natal health services. Yet we had been less successful in 
reducing Maori post-neonatal mortality, which requires rather more in social policy investment.1678  

9.9: Transport 

As in earlier periods, transport was essential for access to medical services, and lack of 

transport often meant an inability to access medical help even if it was free and culturally 

appropriate. By 1938 roads in the Rohe Pōtae had improved somewhat, although as we have 

seen they were still not particularly good in many areas, particularly in emergencies. For 

much of the 1938 to 1990 period, doctors and district nurses overcame the transport problems 

of many of their patients by making house calls. Ambulance services were also available, and 

from the 1970s air ambulance services also covered at least some of the inquiry district. 

Figures on car ownership in the Rohe Pōtae are not available, but from other information it 

seems likely that Māori were less likely than non-Māori to have access to a motor vehicle. 

This almost certainly made access to health care more difficult.  

We have seen in the section on GPs that mid-century doctors frequently made house calls, 

and had a somewhat inadequate mileage allowance to pay for them. The readiness of doctors 

to go to their patients was probably of particular benefit to Māori. Dr John Mandeno, who 

worked at Te Kuiti Hospital from 1946, wrote that ‘I cannot recall a single Maori who owned 

a motor vehicle... Consequently the doctors made long trips on metal or clay roads, perhaps 

to meet a horse to complete the journey to an isolated home.’1679 Such visits were especially 
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frequent in the 1940s due to petrol rationing, from which doctors were exempt.1680 Even in 

the 1950s, however, it was common for the doctors at one Te Awamutu practice to 

collectively travel over a thousand miles in total over a single weekend.1681 

District nurses also visited patients in their homes, but had difficulty with some in especially 

isolated areas. In 1969 the Kāwhia district nurse wrote that it was very hard for her to get to 

Maketu Pā. On one occasion she had to go over three fences, across a drain, through a corn 

field and on for another half a mile to the patient’s house. The patient was then taken to a 

doctor, requiring a car trip, a boat trip across the harbour, a walk up a bank and then another 

car trip.1682 In general, access became easier once dairy companies began collecting milk by 

tanker, as they required all weather road access to the dairy shed. However many rural roads 

were still unsealed until about the 1970s.1683  

For patients who needed urgent hospital treatment, ambulances were essential. It has not been 

possible to find out when the Rohe Pōtae gained ambulance services. However Ohura had an 

ambulance from at least 1953, and in 1959 the Waikato Hospital Board announced funding 

for an ambulance for Piopio.1684 Since Ohura and Piopio are small settlements, it seems safe 

to assume that some other parts of the district already had ambulance coverage. Until the 

1970s ambulances could be summoned only by doctors, decreasing their accessibility to those 

in isolated areas.1685 Ambulance services in the Rohe Pōtae improved in the mid 1960s, when 

the St John Association began providing them to the Waikato Hospital Board. St John had 

bases around the hospital district and were therefore able to get to most patients more quickly 

than services centralised in Hamilton and Te Kuiti. However road transport was still too slow 

and arduous for critically ill or injured patients distant from hospitals. There was a brief 

experiment in using crop dusting planes to deliver doctors to emergency sites, but this did not 

allow for evacuations as the crop dusting equipment took up too much space. From 1972 the 

Board reached agreements with the Air Force and two private helicopter firms to provide air 

ambulance services as needed.1686 The air ambulances’ range at this stage could not be 
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determined, but did cover the northern parts of the inquiry district.1687 From October 1987 the 

hospital had its own dedicated air ambulance service, and by 1991 all but the southernmost 

part of the inquiry district was within 30 minutes air ambulance flying time of Waikato 

Hospital.1688 

The development of sophisticated medical treatments meant that many Rohe Pōtae patients 

were required to travel to Waikato Hospital for treatment, often for long periods or on many 

occasions. Radiotherapy cancer treatment was particularly lengthy and arduous. To help with 

this, in 1970 the Cancer Society began a service to help people travel to Hamilton for cancer 

treatment. The following year the Hamilton Lions Club raised $70,000 towards the cost of a 

hostel on the Waikato Hospital grounds for cancer patients who needed treatment but were 

not staying in hospital.1689  

For patients who needed medical aid but were not in a serious enough condition to warrant an 

ambulance, vehicle access was often crucial. Doctors and district nurses made house calls, 

but this practice declined and the range of hospital and clinic-based tests and treatments 

increased. Many tests such as x-rays necessitated a trip to hospital, and prescription 

medication was usually available only from town-based pharmacists. Proper medical 

treatment therefore often required transport access, and for people living away from public 

transport routes, this meant a car. By the 1980s the majority of New Zealanders, Māori and 

non-Māori, had access to at least one car. In 1981, only 13% of Māori men aged 25 to 77 and 

18% of Māori women of the same age had no car access, although both these figures had 

risen slightly by 1986. The percentages without a car were higher amongst Māori in 

comparison to non-Māori, women in comparison to men, and people aged 60 to 77 in 

comparison those aged 25 to 59. Of Māori women aged 60 to 77, 29% had no car access.1690 

No regional figures are available, but it is possible that car ownership was more common in 

rural areas due to its greater necessity.  

On a nationwide basis, lack of car access was associated with higher rates of mortality 

amongst Māori and non-Māori, but Māori with car access had higher mortality than non-
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Māori without car access.1691 Lack of car access would have been a much bigger health 

problem for those living in the Rohe Pōtae, particularly outside of the main towns, than for 

people living in cities. This was especially so once house calls became unavailable or 

expensive. Lack of private transport can have numerous negative health impacts by making it 

difficult, expensive or impossible to see a doctor, visit a clinic for tests, or pick up 

prescriptions. These problems are compounded if repeated visits must be made in a relatively 

short time or if appointment times cannot be fitted around public transport schedules. In 

addition, Fawcett et all commented that those without private transport would find it difficult 

to visit whānau in hospital, which may make the patient reluctant to be admitted or want to 

discharge themselves before they are fully recovered.  

9.10: Schools and health care 

Compared to earlier periods, schools played a fairly minor role in Māori health in the 1938 to 

1990 period. The expansion of the district nursing service in the 1930s meant that most 

schools were regularly visited by a district nurse and sometimes also by doctors and medical 

inspectors.1692 They would inspect and treat the children and their families, check on absentee 

pupils, and also carry out vaccinations. District nurses also instructed the teachers on 

treatments for minor illnesses. In some areas the teacher acted as an intermediary between 

Māori families and medical professionals, as the teacher was often the only person in the area 

with a telephone.1693 After World War II teachers rarely if ever treated their pupils for serious 

illnesses or dealt directly with epidemics; instead they simply contacted health authorities.  

Hygiene continued to be a major preoccupation: Native Schools continued to check pupils’ 

fingernails and sometimes hair and feet for cleanliness. Toothbrush drills continued, as did 

foot baths in rural areas.1694 Pupils were also regularly inspected and treated for a range of 

parasites and skin diseases such as headlice and hakihaki.1695 In some schools these 

inspections would be conducted by district nurses. Anecdotal evidence suggests that the 

nurses were less sensitive to the Māori children than teachers, and sometimes seem to have 
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assumed that all Māori children were infected or particularly vulnerable to infection.1696 Te 

Aue Davis, who went to school in Waitomo, has said that:  

At school, the district nurse... used to call out the names of the Maori children at assembly, line us all 
up in front of her and in full view of the pakeha children, examine our hair for lice, using two pencils to 
part our hair for better scrutiny... If only that district nurse had known how our mothers scrupulously 
and painstakingly washed and scrubbed us.1697 

9.11: Dental health care 

Dentistry was one area of health care which 

remained largely outside of Social Security 

provisions. Children aged under 16 received free 

dental care from 1947, and this was later extended 

to 16 and 17 year olds.1698 Adults received no 

subsidies. To meet the demand for children’s dental 

care, the school dental clinic network was expanded. 

In 1938 it did not cover all Māori school children, 

and in 1941 it could still be said that Māori children 

were in serious need of dental clinics, ‘the teeth 

being very neglected and gingivitis being extremely 

common’.1699 From the mid 1940s, the child health 

surveys showed that an increasing proportion of 

children’s dental cavities were being treated.  In 

1945 the survey found that for every Māori child 

with untreated dental caries there were 2.6 with 

fillings, but by 1952 the proportion was one to 5.4. However amongst Pākehā children the 

number of children with filings for every child with untreated caries rose over the same 

period from 8.4 to 12.5.1700 
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More dental clinics were opened in the Rohe Pōtae, for 

example in Kāwhia in the 1940s.1701 By 1971 every 

primary and intermediate school pupil in New Zealand 

was covered by the system.1702 Relatively late for a 

large hospital, Waikato Hospital established a dental 

department in 1955, although this would have been of 

limited use to Rohe Pōtae residents.1703 Other than these 

steps, state involvement in Māori dental health was 

limited to health propaganda, for example in Te Ao Hou 

magazine.1704 In the late 1980s it was reported that 

Māori pre-schoolers were less likely to have received 

dental treatment.1705
  

9.12: Mental health care 

Information about psychiatric treatment of Māori 

proved difficult to find. In her study of experiences of the mental health system in the years 

1945 to 1955, Susannah Grant wrote that although political policies and public attitudes were 

discoverable, ‘it was more difficult to obtain information about the experiences of families 

and of the mentally ill themselves’.1706 Mental health has generally been a neglected area of 

New Zealand history, with most research being concentrated on Seacliff Hospital and other 

Otago institutions. The difficulty is especially pronounced with regard to information on 

Māori. Because Māori were always a minority of psychiatric patients and were not officially 

treated differently from non-Māori within the mental health system, there is very little 

published or archival information on them specifically. Nor has any in depth research been 

done; the one scholarly book on mental health treatment in New Zealand focuses on Otago 

and does not mention Māori at all.1707  
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In 1947 the Department of Mental Hospitals became the Mental Hygiene (later Mental 

Health) Division of the Department of Health, although it retained an attitude of 

independence for many years afterwards.1708 Psychiatric hospitals began to come under the 

control of their local hospital boards, with Tokanui becoming the responsibility of Waikato 

Hospital Board in 1955.1709 

Like other kinds of hospital, New Zealand’s psychiatric hospitals were overcrowded and 

under-staffed in the post-war decades.1710 Despite this, the range of treatments used was 

greatly expanded. Before World War II various kinds of occupational therapy seem to have 

been the main form of treatment in most New Zealand psychiatric hospitals. Some may have 

also used psychotherapy, and some sedative and anti-epileptic drugs were also used.1711 

Afterwards there were increases in the use of physical treatments, including electro-

convulsive therapy (ECT), insulin coma therapy, and surgical procedures such as 

leucotomy.1712 ECT seems to have been fairly extensively used at Tokanui in preference to 

drugs.1713 These physical treatments have since fallen out of favour, but were regarded at the 

time as being very effective.1714 Occupational therapy, psychotherapy, and ‘social therapy’ (in 

which patients were encouraged to engage in ordinary social activities) were also widely 

used, including at Tokanui.1715 From the late 1960s New Zealand mental health policy began 

shifting away from the previous reliance on residential institutions, although there was never 

any particularly coherent policy.1716 

As we have seen, the rate of Māori first admissions increased significantly during the 1970s 

and 1980s. Mason Durie argues that this may reflect increased utilisation of mental health 

services for pre-existing levels of mental illness, particularly alcoholism.1717 Māori admitted 

to psychiatric care were much more likely than non-Māori to have been referred by a law 

enforcement agency. On average, 20% of Māori first psychiatric admissions in the years 1972 

to 1990 had been referred by law enforcement, compared to 8.2% of non-Māori first 
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admissions. Māori were correspondingly less likely to have been referred by a medical 

professional.1718 In the 1980s Māori were also significantly more likely to be formally 

committed to psychiatric care, which was perhaps a reflection of the high rate of referral from 

law enforcement agencies.1719 The low rate of referral from medical professionals may reflect 

a widespread Māori reluctance to discuss emotional and behavioural problems with them, 

even if they were Māori.1720 The Hauora III report stated that Māori tended to access mental 

health care at a later stage than non-Māori, and were therefore more likely to be seriously ill 

by the time they were seen by a mental health professional.1721 Avoidance of, or inability to 

access, early treatment not only made the involvement of the police and courts more likely, 

but also made recovery a slower and more difficult process. Reasons for low usage of early 

treatment may include belief in conditions such as mate Māori and mākutu, which cannot be 

treated by western health care, and a lack of culturally appropriate mental health services.1722 

In the 1980s some attempts were made to incorporate Māori culture into psychiatric care. 

Most notably, in October 1984 Ward K at Tokanui became the Whai Ora Māori culture unit, 

run by Hauora Waikato under contract.1723 At this time there were high proportions of Māori 

amongst patients and staff at Tokanui.1724 The unit included features of Māori culture 

including te reo in therapy sessions, the use of mihi to welcome guests, and the creation of a 

sense of whānaungatanga in the unit.1725 The philosophy of the unit was that mental and 

general health came from nine dimensions: taha wairua (spirituality), taha whānau (family), 

taha hinengaro (the mind), taha tinana (the body), taha whenua (land/environment), taha 

tīkanga (compliance/respect), taha Māori / Māoritanga, taha Pākehā / Pākehātanga, and taha 

tangata (the self/people).1726  

In the mid 1980s there was extensive debate about the future of the mental health service, 

which became entangled in the general programme of restructuring and reform then being 

enacted by the fourth Labour government.1727 The new policy of deinstitutionalisation, 
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switching emphasis from hospital to community treatment, was ultimately driven by the 

psychiatric profession, however.1728 In 1990 it was proposed that Tokanui be down-sized, and 

this occurred over the next few years, before the hospital’s eventual closure in 1995.1729 

9.13: Maori medical professionals 

The number of Māori medical professionals increased significantly between 1938 and 1990, 

although their numbers remained low as a percentage of the Māori population. Various 

government departments made efforts to encourage Māori to join the healing professions, 

particularly nursing. The extent to which Māori took up medical training can only be 

understood in the wider context of Māori education, and this section should therefore be read 

in conjunction with Christoffel’s education report for this inquiry.  

It has been possible to collect figures on the various kinds of Māori health professional active 

and in training in the 1940s and 1950s. In 1940 there were two Māori dental officers serving 

Native Schools, one in the Rotorua district and one in Whakatane.1730 Waikato had six Māori 

nurses in training, while Taumarunui had one, and a policy of having only one Māori trainee 

at a time.1731 Waikato had more Māori trainees than any hospital in New Zealand apart from 

Auckland, which also had six.1732 

By 1947 there were three Māori dental students, as well as four Māori medical practitioners, 

including Hiroa in Honolulu, and three Māori medical students.1733 Two years later there were 

at least six Māori doctors practicing in New Zealand, although none of them were in or near 

the Rohe Pōtae.1734 However there was a Māori woman junior doctor, Judith Karaitiana, 

working at Waikato Hospital in 1957.1735  
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In 1946 the Department of Health asked each hospital 

board how many Māori nurses they employed. The 

figures with relevance to the Rohe Pōtae were: 

    Nurses Nurse pupils 

Waikato Hospital  4 6 

Taumarunui Hospital  0 3 

Te Kuiti Hospital  1 4 

National total   20 911736 

 

There were also six Māori district nurses, five Māori 

psychiatric nurses, including two at Tokanui, and 31 

Māori trainee psychiatric nurses.1737 In 1949 the 

figures were: 

   Nurses  Nurse pupils  

Waikato Hospital  2  8 

Taumarunui Hospital  0*  2 

Te Kuiti Hospital  0  31738 
  

*One was about to sit her registration exam. 

 

The number of Māori trainees had increased by 1955, with 148 in general nursing training, 22 

in maternity training, 55 in maternity training, and one training as a male nurse. Waikato had 

20 of the general trainees and one maternity trainee, while Taumarunui had 10 general 

trainees.1739 The number of trainees and pupils was very high in relation to the number of 

qualified nurses, reflecting the generally high drop-out rate amongst student nurses before the 

1970s, when training began to be shifted from hospitals to polytechnics.1740 No statistics 
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could be found comparing retention rates for Māori and non-Māori student nurses for this 

period. 

By 1961 there were 365 young Māori women in nursing training. The Director of Nursing 

stated that the usual completion rate for Māori trainee nurses was only about 50%, primarily 

because many had little or no prior academic experience. It was recommended that Māori 

girls be further encouraged to stay at school 

for longer and to sit School Certificate if 

they wanted to become nurses.1741 In 1964 

School Certificate was made a prerequisite 

for all hospital nurse training, which would 

have particularly affected Māori, as they 

were less likely to have qualifications.1742 

Waikato Hospital developed a community 

nursing course for prospective nurses who 

lacked School Certificate, with the intention 

that graduates would work in the 

community rather than in hospitals. 

However a national nursing shortage meant 

that many of these nurses were hired by 

hospitals anyway.1743 The programme was 

quickly adopted by Te Kuiti Hospital.1744 

Meanwhile, Tokanui hospital trained numerous Māori psychiatric nurses, many of whom 

went on to become strong advocates of Māori culture in psychiatric care.1745  

Although the East Coast seems to have received the lion’s share of Māori medical 

professionals, many were also active in or near the Rohe Pōtae. Dr Tom Ellison (son of 

Edward) became a GP in Raglan, Dr Russell Thompson took up practice in Te Kuiti, and Dr 

Douglas Sinclair also worked for a time in Hamilton. Dr Henry Bennett was an administrator 

at Tokanui, which had numerous Māori medical and support staff, including members of the 
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hapū who had owned the land.1746 Mihirawhiti Searancke, a former nurse at Tokanui, has said 

that more than half the hospital’s staff were Māori, and that even before the Māori cultural 

unit was founded, ‘the kaupapa out there was such that it was like a village’.1747  

The Minister of Health wrote in 1947 that the Department actively encouraged Māori girls 

into nursing careers.  

Our district nurses, in the course of their work, make a point of approaching suitable candidates, and 
the Department by correspondence and personal contact has been successful in securing a number of 
applicants for training. The department 
also maintains contact with the Hukarere 
Maori Girls’ College and arranges with 
hospitals for the entry of Maori girls 
desiring to take up nursing.1748 

A study of a Health Department file on 

Māori nurses supports this claim, 

showing that the Department actively 

aided and encouraged young Māori 

women with an interest in nursing.1749 

Nursing training shifted from hospitals 

to tertiary institutions over the 1970s 

and early 1980s, and in 1984 the 

Departments of Māori Affairs and 

Education established pre-entry nursing courses for Māori and Pacific Islanders in Auckland, 

Rotorua and Palmerston North.1750 Shortly afterwards increased attention was paid to 

increasing the numbers of Māori in dental nursing, and in 1987 nine out of 42 new trainees 

were Māori.1751 For doctors, the preferential entry provision remained in place at Otago 

Medical School, and a similar arrangement was in place at Auckland Medical School when it 

opened in 1967.1752  

The need for more Māori mental health professionals was recognised by Dr. F McDonald of 

Porirua Hospital in 1958. He wrote that:  
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It is difficult enough for a pakeha to diagnose other pakehas, let alone to plunge into the unfamiliar 
territory of Maori values, myths and symbols which are of much greater importance to Maori psychic 
life than the corresponding religious symbols are to pakehas. Anyhow, the pakeha is just not trusted, 
‘he wouldn’t understand,’ and this is unfortunately true. There are perhaps some gulfs which just 
cannot be bridged by kindness and the desire to help.1753 

Despite this, it was not until 1986 that the Department of Health enacted a formal equal 

opportunities policy for Māori and other under-represented groups.1754 

Up until 1975 there had been just 20 Māori medical graduates.1755 By 1991 there were 41 

active on the medical register.1756 However according to E.W. Pomare few of them were 

entirely at ease in te ao Māori.1757 In 1991, Māori made up one percent of all medical 

practitioners, two percent of all nurses, and seven percent of social workers and community 

health workers, but 13% of the total New Zealand population.1758 

9.14: Conclusions 

Provision of public health services to Rohe Pōtae Māori improved significantly in the mid 

twentieth century. Most importantly, the Māori tuberculosis rate was dramatically reduced by 

means of an extensive anti-tuberculosis campaign. This campaign was not targeted 

specifically at Māori, despite their much higher rate of the disease. The campaign probably 

reduced the Māori tuberculosis rate more slowly and less effectively than a targeted Māori 

campaign would have, but it also avoided adding to the existing stigma of Māori 

communities as reservoirs of tuberculosis. The anti-tuberculosis campaign was just one 

example of a general policy of mainstreaming Māori health care. The Native Medical Officer 

system was abolished when the universal system of subsidised doctors’ visits and free 

hospital care was introduced, and although the Health Department had various Māori health 

committees, Māori health was not generally regarded as a distinct entity, especially before the 

1980s. 

Like people in other mostly rural areas, many Rohe Pōtae Māori would have had at least 

occasional difficulty accessing health care, due to distance from medical aid, bad roads, and 

lack of transport. Māori would probably have been more likely to experience serious 

difficulties of this kind as they were more likely to live in isolated locations, especially in the 
                                                 

1753 AH, December 1958, p58. 
1754 Dow, Safeguarding the Public Health, p208. 
1755 Pomare, ‘The multicultural society’, p298. 
1756 Durie, Whaiora, p114. 
1757 Pomare, ‘The multicultural society’, p298. 
1758 Williams, p40. Total population figures from the 1991 census.  
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earlier decades of this period, and because of greater poverty levels. The health service took 

steps to counteract this access problem, initially with house calls by doctors and district 

nurses and later with ambulance services. However the closure and downgrading of small 

rural hospitals, first Kāwhia and later Te Kuiti and Taumarunui, made access harder for many 

Rohe Pōtae Māori. Fees for doctors’ visits, and possibly cultural insensitivity, also impeded 

Māori access, as was the scarcity of Māori health care professionals.  

Throughout the 1938 to 1990 period, Rohe Pōtae health care was dominated by Pākehā and 

by western culture and modes of thought. In general, Māori had little autonomy over the 

delivery and content of health services, which rarely took Māori cultural values into account. 

The number of Māori health care professionals increased over this period, with some help 

from government agencies, but Māori were still under-represented. Efforts were made in the 

1980s to create a more culturally sensitive health system, but this led to little in the way of 

practical change.  

Overall, Māori do not seem to have accessed as much public health care as they needed, 

given the large health disparities between them and non-Māori. Once the general Māori 

aversion to hospitals had been more or less overcome in the mid twentieth century, the state 

does not seem to have paid much attention to this health care gap, neither examining it in 

detail nor doing much to close it. Some efforts were made to ensure that all New Zealanders 

had reasonable access to healthcare, particularly in the 1930s and 1940s, by reducing its 

financial cost to the patient. However it was not until the 1980s that the provision of state 

funded health care initiatives based on tikanga Māori was considered.  
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10. CONCLUSIONS 

This report has been structured around three themes: the state of health of Rohe Pōtae Māori, 

the factors behind that state of health, and the provision of medical services to Māori in the 

Rohe Pōtae. The report’s commission asked six questions: 

a) How did Māori health compare with the health of Pākehā in the Te Rohe Pōtae 
inquiry district, and the general New Zealand population? 

b) What were the causes of Māori health problems in the Te Rohe Pōtae inquiry district? 
What steps did Crown agencies take to monitor and inform themselves about health 
problems? 

c) How did the causes of Māori ill health compare with those affecting Pākehā in the Te 
Rohe Pōtae inquiry district, and the general New Zealand population? To what extent 
did the Crown recognise any disparities? 

d) What steps were taken by the Crown to improve health and address the causes of 
health problems of Māori in the Te Rohe Pōtae inquiry district? 

e) Were Māori able to access health services and public health infrastructure to the same 
extent as were Pākehā in the Te Rohe Pōtae inquiry district, and the general New 
Zealand population? To what extent did the Crown recognise any disparities? 

f) To what extent did Māori enjoy partnership, autonomy, control or influence over the 
provision of health services and public health infrastructure in the Te Rohe Pōtae 
inquiry district? To what degree were Māori culture, language and tikanga recognised 
by and incorporated into health services and public health?  

Question A and the second half of Question B relate to the first theme, while questions B to D 

relate primarily or partly to the second theme, and questions D to F relate to the third theme. 

This conclusion will summarise the findings of the report in relation to these commission 

questions.  

10.1: The state of Rohe Pōtae Māori health, 1840 to 1990 

It was not possible to discover the exact state of Māori health in the Rohe Pōtae in 1840 or 

earlier, or indeed for much of the nineteenth century. However it is clear that direct and 

indirect contact with Pākehā introduced many new diseases. Because Māori had been an 

immunologically isolated population, they lacked acquired immunity to many of these 

diseases and suffered from repeated epidemics. There is strong evidence of population 

decline and very high rates of infant mortality. The health of Rohe Pōtae Māori was worse 
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than that of their Pākehā neighbours and Pākehā in general, although possibly better at times 

than Māori in some other parts of the country.  

By the end of the nineteenth century, Rohe Pōtae Māori health seems to have begun to 

improve. The population probably began to increase, infant mortality declined, and life 

expectancy consequently increased. There seems to have been increased immunity to 

infectious diseases, and epidemics became less frequent and less deadly. In the early 

twentieth century more information about Māori health, in the Rohe Pōtae and elsewhere, 

was collected. This shows us that infectious diseases, particularly tuberculosis and to a lesser 

extent typhoid, were much more common amongst Māori than Pākehā. Although exact 

figures are not available for the Rohe Pōtae or anywhere else, Māori almost certainly suffered 

proportionately more from the 1918 influenza epidemic than did non-Māori.  

In the middle decades of the twentieth century Māori underwent a health transition. Death 

rates from infectious diseases declined dramatically, both in absolute terms and as a 

percentage of Māori deaths. Degenerative conditions such as cancer and heart disease began 

to cause an increased percentage of Māori deaths, but overall Māori death rates declined 

sharply. Infant and maternal mortality rates dropped, and life expectancy increased further. 

Pākehā health also improved significantly during this period, and although the gaps between 

Māori and Pākehā were probably smaller than previously, they remained large. High fertility 

rates and falling infant mortality rates created an exceptionally young Māori population 

structure. Meanwhile, the process of urbanisation began, transforming Māori from a mostly 

rural to a mostly urban people. Within the Rohe Pōtae many Māori moved from isolated 

settlements to the towns.  

From around 1970 Māori fertility dropped, and rates of infant and maternal mortality 

continued to fall, as did mortality from infectious diseases. However rates of psychiatric 

treatment for alcoholism increased, as did general rates of psychiatric admission. Suicide 

rates also rose, especially for young men. Some of these rates also increased for non-Māori, 

but overall it appears that Māori became less mentally healthy compared to non-Māori.  

The Crown’s knowledge of Māori health in the Rohe Pōtae and elsewhere improved over 

time. Before 1880 it was difficult for the Crown to gain any information about most of the 

area; afterwards more information was collected, but was still fairly patchy. More 

comprehensive studies of Māori health were undertaken in the twentieth century, though most 
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of the available information relates to areas much larger than the inquiry district. However 

from the late nineteenth century there has never been any reason to suppose that Rohe Pōtae 

Māori health was substantially different from that of Māori in other predominantly rural 

areas.  

From around the 1940s, reasonably accurate and comprehensive information was collected on 

Māori births, deaths, and hospitalisations. However comprehensive statistics on causes of 

death were not published, nor were ethnically differentiated hospital statistics. This meant 

that most medical professionals and public health workers remained ignorant of the overall 

extent and nature of Māori health issues until the publication of R.J. Rose’s Māori-European 

Standards of Health in 1960. This was followed by several other statistical compendiums 

which brought together most of the available data on Māori health. Few health studies went 

beyond the collection of statistics until the late 1970s, when the amount of Māori health 

research increased significantly, although few attempted to engage with Māori 

understandings of health.  

In summary, the physical health of Māori in the Rohe Pōtae and elsewhere improved 

markedly from at least the 1880s, both in comparison to Pākehā and in absolute terms. 

Physical health improved by every measurement, with the declines in tuberculosis and infant 

mortality being particularly striking. The state of Māori mental health before the mid 

twentieth century is difficult to determine, and uncertain even after that, but there appears to 

have been a general increase in psychiatric problems amongst Māori, especially men, from 

the early 1970s. The Crown improved its monitoring of Māori health over time, with 

particular improvements occurring in the 1880s, the 1960s, and from the late 1970s. However 

regional data was not often published. 

10.2: Factors contributing to ill health amongst Rohe Pōtae Māori 

The causes of Māori ill health in the Rohe Pōtae are varied and interconnected. In some 

cases, for example smoking, the links between a factor and ill health are very clear. In others, 

such as unemployment, there is a statistical correlation but it is difficult to determine whether 

there is a direct causal link. As those examples indicate, the factors with the most obvious 

causal links are often those over which the individual generally has the most control. 

Consequently, discussion of the causes of Māori ill health can easily slide into the argument 

that Māori have no one to blame for their health status but themselves. Personal action is 
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certainly important, but focussing solely on individual behaviour ignores the effects of 

cultural and societal pressures, as well as the practical problems of living a healthy lifestyle in 

a marginal socio-economic position.  

In the nineteenth century, ‘lifestyle factors’ were probably much less important determinants 

of Māori health in the Rohe Pōtae than the introduction of new diseases. It is highly likely 

that these would have had a devastating effect on Māori regardless of living conditions and 

other circumstances. Having said that, some other factors were also detrimental to Rohe 

Pōtae Māori health. The wars of the 1860s reduced the capacity of local hapū and marae 

communities to grow and collect food, disrupted trade and probably helped to spread disease. 

Land loss towards the end of the century probably reduced living standards and may have 

harmed mental health. Over the nineteenth century, changes in lifestyle may have also created 

less healthy living environments. The introduction of alcohol and tobacco would certainly 

have had negative effects, although to what extent is not known. The one positive factor in 

nineteenth century change was the introduction of new types of food, particularly pork and 

potatoes. These may have improved Māori health in the Rohe Pōtae and elsewhere, especially 

in the early decades of the century. 

Improvements in Māori health from the late nineteenth and early twentieth centuries were 

probably due primarily to increased resistance to infectious diseases. Another important 

factor was improved sanitation, although this post-dated the beginning of the Māori 

demographic recovery. Māori standards of living in the Rohe Pōtae and elsewhere were 

generally worse than those of Pākehā. Housing was frequently very overcrowded, and 

traditional whare designs probably facilitated the spread of infectious diseases such as 

tuberculosis. Alcohol and tobacco continued to damage Māori health, and continued land loss 

probably led to poverty and food shortages.  

Māori standards of living improved significantly in the mid twentieth century, although 

Māori remained much poorer on average than Pākehā. Few now regularly went without 

sufficient food, and sanitation in most Rohe Pōtae Māori communities seems to have been 

raised to a similar level to that in most rural Pākehā settlements. Māori housing continued to 

be much worse on average than that of Pākehā, particularly in terms of overcrowding, but 

generally it was much better than it had been in previous decades. Smoking and alcohol 

continued to damage Māori health, but alcoholism rates seem to have been significantly 
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lower for Māori than for Pākehā until the 1970s. These conditions were maintained without 

much relative improvement until 1990. 

The extent to which the Crown was aware of these factors and their impact on Rohe Pōtae 

health varied over time and according to subject. Its actions also varied. For example, the 

dangers of tobacco were not generally known to medical science until the 1950s, after which 

the Department of Health took increasingly strong steps to reduce New Zealanders’ smoking 

rates. Despite much higher Māori levels of smoking, however, there do not appear to have 

been any targeted Māori anti-smoking campaigns before 1990. The government took stronger 

action against Māori alcohol consumption, effectively banning from most of the Rohe Pōtae 

from the 1880s until the 1950s. However it is not clear that this significantly helped Māori 

health, and may have harmed it in some ways. Some general restrictions on alcohol continued 

after the Rohe Pōtae licence ban was lifted, partly for health reasons.  

Improvements in sanitation over the twentieth century can generally be credited partly to the 

state, which provided free or subsidised clean water supplies and toilet facilities to many 

Māori settlements. The state could also take credit for much of the improvement in Māori 

housing from the 1930s, although overall disparities with non-Māori remained. State agencies 

were well aware, often in great detail, of the substandard nature of many Māori homes but the 

resources provided were insufficient to prevent continued disparities in housing. The 

expansion of the welfare state from the 1930s helped to reduce Māori poverty, although 

perhaps not as much as did general improvements in the country’s economy and Māori 

educational attainment. Some effort was made to improve the diets of Māori and other 

children, mostly via the school system.  

10.3: Provision of health care services 

The New Zealand health care system was, by modern standards, very minimal during the 

nineteenth century, especially outside the main Pākehā settlements. Until the 1880s the state 

generally had almost no presence, medical or otherwise, in most of the Rohe Pōtae. 

Nevertheless, in the late nineteenth century the Crown provided Rohe Pōtae Māori with some 

medical aid, often without charge. Medication was distributed via the Native Schools system, 

and various medically-trained men in and near the Rohe Pōtae were paid to give free medical 

assistance to Māori. Some of these medical men were fluent in Māori and at least some 

would have been somewhat familiar with, if not sympathetic to, Māori culture and concepts 
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of health. Free medical care was not generally available to non-Māori at this time, and so 

Māori were in an advantaged position as far as affordable medical care went, at least in 

relation to Rohe Pōtae non-Māori of similar incomes.  

The provision of free medical services to Māori continued into the twentieth century, and 

Rohe Pōtae Māori seem to have made ample use of subsidised and non-subsidised doctors. 

Native Health Nurses also covered much of the inquiry district. In the early twentieth century, 

various small hospitals were opened in and near the Rohe Pōtae, at Kāwhia, Te Kuiti, and 

Taumarunui. These hospitals all charged fees to Māori and other patients, although admission 

was not dependant on ability to pay. Nevertheless, the fees may have discouraged Māori more 

than other patients, as Māori were generally poorer. Many Māori avoided hospitals for other 

reasons, particularly their cultural and linguistic unfamiliarity, their association with death, 

and possibly the attitudes of some staff.  

The Social Security Act 1938 began a process which made all hospital care and prescription 

medication free, and subsidised GP visits. Free health care would have been more beneficial 

to Māori than other New Zealanders since Māori were generally poorer and less healthy. 

However the new system for funding of GP visits may have worsened Māori access by 

removing the older system which made their care by some doctors free. The abolition of the 

old system also completed the mainstreaming of Māori health begun by the abolition of the 

Health Department’s Māori Hygiene division.  

Māori access to healthcare was not generally restricted by cost or overt discrimination, but 

remained culturally alien to many. Data on Māori use of medical services is somewhat 

patchy, but it does not appear have been in step with Māori health care needs. Disparities 

between Māori and non-Māori mortality rates were not matched by disparities in health care 

usage, suggesting that Māori medical problems were not receiving adequate treatment. For 

Rohe Pōtae Māori, there were additional problems of geographic access, since most Māori 

communities were far from medical aid. Development of ambulance services helped alleviate 

this, as did the migration of many Māori from isolated settlements to the towns. Rural people 

in general were often disadvantaged by lack of nearby healthcare services. In part this was 

because it was very difficult for the Health Department to attract health professionals to rural 

settlements such as Mōkau, Piopio and Kāwhia, but the cost of providing rural services was 

also a factor. Some subsidies were provided, but did little to fix the problem.   
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From the early 1980s greater efforts were made to provide a health care system which took 

account of Māori cultural sensibilities and the Treaty of Waitangi. In the Rohe Pōtae, the 

main initiative resulting from these moves was the Māori culture unit at Tokanui psychiatric 

hospital. In general, the effects of greater cultural sensitivity in the health system were 

minimal, mostly because of the concurrent beginnings of health restructuring. This had the 

effect of cutting funding to small rural hospitals such as Te Kuiti and Taumarunui.  

The Crown’s knowledge of Māori utilisation of health services was fairly uneven, especially 

before 1960. It was aware that many Māori found hospitals culturally alien places, but made 

little effort to improve their cultural sensitivity until the 1980s, and even then changes were 

small. Although data on patient ethnicity was generally recorded, it was not usually 

published. From the late 1970s, several studies were carried out on Māori utilisation of health 

services, generally by academics and doctors rather than the Department of Health. These 

showed that serious disparities remained between the health of Māori and non-Māori, and 

that more needed to be done to close these gaps. 

Since the nineteenth century, Māori health has been consistently worse than that of non-

Māori, in the Rohe Pōtae as well as in New Zealand generally. The quality and quantity of 

health care provided by the Crown to Rohe Pōtae Māori was a relatively minor cause of this 

disparity. The disparity initially arose mostly from the introduction of new diseases to which 

Māori had no acquired immunity. Subsequently, the main causes of the health gap between 

Māori and non-Māori seem to have involved standards of living. The most important of these 

were overcrowded and otherwise unhealthy housing; sanitation, particularly in relation to 

sewage and drinking water; and the impacts of poverty. Other factors such as food supplies, 

tobacco and alcohol also played important roles at various times. During the twentieth 

century the state made some effort to improve Māori living standards, particularly in terms of 

housing and sanitation, but it could be argued that much more could have been done. The 

Crown’s provision of health care to Rohe Pōtae Māori was generally good by contemporary 

standards when practical considerations are taken into account. Even with these qualifiers 

there were some shortcomings, of which the neglect of Māori tuberculosis before the 1930s 

probably had the biggest impact. Shortcomings were however balanced to some extent by 

positive actions, for example the Native Medical Officer system which made primary health 

care more affordable to Māori than to poor Pākehā.  
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APPENDIX: MORTALITY RATES AT SPECIFIC AGES, 1950 TO 1986. 

 

 
GRAPH 33: MORTALITY PER 10,000 POPULATION, AGES 1 TO 4. 

Sources: NZMS 1964, 1970, 1980, 1987. 
 

 
GRAPH 34: MORTALITY PER 10,000 POPULATION, AGES 5 TO 9. 

Sources: NZMS 1964, 1970, 1980, 1987. 
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GRAPH 35: MORTALITY PER 10,000 POPULATION, AGES 10 TO 14. 

Sources: NZMS 1964, 1970, 1980, 1987. 
 

 
GRAPH 36: MORTALITY PER 10,000 POPULATION, AGES 15 TO 24. 

Sources: NZMS 1964, 1970, 1980, 1987. 
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GRAPH 37: MORTALITY PER 10,000 POPULATION, AGES 25 TO 34. 

Sources: NZMS 1964, 1970, 1980, 1987. 
 

 
GRAPH 38: MORTALITY PER 10,000 POPULATION, AGES 35 TO 44. 

Sources: NZMS 1964, 1970, 1980, 1987. 
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GRAPH 39: MORTALITY PER 10,000 POPULATION, AGES 45 TO 54. 

Sources: NZMS 1964, 1970, 1980, 1987. 
 

 
GRAPH 40: MORTALITY PER 10,000 POPULATION, AGES 55 TO 64. 

Sources: NZMS 1964, 1970, 1980, 1987. 
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GRAPH 41: MORTALITY PER 10,000 POPULATION, AGES 65 TO 74. 

Sources: NZMS 1964, 1970, 1980, 1987. 
 

 
GRAPH 42: MORTALITY PER 10,000 POPULATION, AGES 75 AND OVER. 
Sources: NZMS 1964, 1970, 1980, 1987. 
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