
'Specially suitable men?' 
SUBSIDIZED MEDICAL SERVICES FOR MAORI, 

1840-1940' 

IN 1840 the European population of New Zealand included only a handful of 
trained doctors. The first New Zealand Medical Register, 1869, contained the 
names of 181 individuals; by 1940 this figure had risen to almost 1500. The vast 
majority were general practitioners, working within clearly defined geographi-
cal localities. With the exception of Michael Belgrave's work, there have been 
few attempts to analyse the development of the medical profession in New 
Zealand.2 It is hardly surprising, therefore, that little has been done to evaluate 
the provision of medical services for Maori by Western-trained doctors. 

Between 1840 and 1940 successive governments funded a network of subsi-
dized medical officers for Maori. Such provision was never universally avail-
able, nor was it always accessible to all Maori within a given area. Attempts to 
exclude non-indigent Maori from the scheme created considerable tensions, 
especially during the 1920s and 1930s. The number of participating doctors 
fluctuated over time and at first glance appears unimpressive. Placing them in the 
wider context of New Zealand's medical workforce and the relative Maori-
Pakeha population bases, however, creates a rather different impression. This 
article argues the case for a revision of comments by contemporary observers and 
historians about the cover provided by these 'native medical attendants' or 
'native medical officers' (NMOs). There are, however, a number of caveats. It 
is about process, not about health outcomes, which would be an entirely different 
story and one for which there appears to be little certain evidence. As Ian Pool 
pointed out, after studying Maori demography for more than a quarter of a 
century, the lack of detailed studies prevents any definitive analysis of the health 

1 The research on which this article is based was conducted while the author was contracted by 
the Crown Forest Rental Trust in 1997 to write a history of government policy on Maori health. 

2 M. Belgrave, '"Medical Men" and "Lady Doctors'": The Making of a New Zealand Profession 
1867-1941', PhD thesis, Victoria University of Wellington, 1985, andM. Belgrave, 'Medicine and 
the Rise of the Health Professions in New Zealand, 1860-1939' , in L. Bryder, ed., A Healthy 
Country: Essays on the Social History of Medicine in New Zealand, Wellington, 1991, pp.7-24. 
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status of Maori, particularly in the second half of the nineteenth century.3 Nor is 
there any attempt to engage with Thomas McKeown's thesis that medical 
intervention had much less to do with the decline in mortality than did factors 
such as nutrition and improved hygiene.4 Finally, like Bronwyn Dalley's article 
elsewhere in this special issue, this account of the NMOs is told 'from the 
perspective of policy-makers and . . . welfare officers, most of whom were 
Pakeha'.5 

Historical misconceptions about the role of the NMOs in the nineteenth 
century may have arisen in part from confusion about the agencies involved in 
funding or administering health care for Maori. This often manifested itself in the 
belief that little or nothing was done until the establishment of the Department 
of Public Health in 1900. Apirana Ngata, for example, informed Parliament in 
1938 that prior to 1900 'there was no recognition by the State, through the 
Government, that the health of the Maori was a special problem, that matter being 
left, very largely, in the hands of the Native school-teachers and subsidized 
medical men.'6 His account offered no explanation as to who provided these 
subsidies. 

In reality the participation of central government in Maori health care dates 
from the early 1840s. Responsibility for administering any such scheme was 
vested in several different agencies. Their involvement is summarized in the 
following paragraphs. The first to become involved were the colonial surgeons 
acting under the direction of the Colonial Secretary. For a decade and a half the 
latter post was held by men with a clear grasp of medical practice and possibili-
ties. Willoughby Shortland (1841-1843) was the elder brother of Edward 
Shortland who had trained in medicine but entered government service in June 
1841 as private secretary to Governor Hobson.7 Willoughby' s successor, Andrew 
Sinclair (1843-1856), was a former Royal Navy surgeon and Glasgow MD.8 

From 1852 the Civil List included a sum of £7,000 for 'Native Purposes' 

3 I. Pool, Te Iwi Maori: A New Zealand Population, Past, Present and Projected, Auckland, 1991, 
p. 103. 

4 McKeown' s book The Modern Rise of Population, was first published in 1976. There has been 
considerable and ongoing debate about the impact of medical intervention on health ever since. See, 
for example, A. Hardy, Epidemic Streets: Infectious Diseases and the Rise of Preventive Medicine, 
1856-1900, Oxford, 1993. 

5 B. Dalley, 'Moving Out of the Realm of Myth: Government Child Welfare Services to Maori, 
1925-1972', New Zealand Journal of History (NZJH), 32, 2 (1998), p.190. 

6 New Zealand Parliamentary Debates (NZPD), 27 July 1938, 251, pp.809-13. 
7 See entries on the Shortland brothers in A.H. McLintock, ed., An Encyclopaedia of New 

Zealand, Wellington, III, 1966, pp.252-3,and A. Anderson, 'Shortland, Edward', in The Dictionary 
of New Zealand Biography (DNZB), Vol. One: 1769-1869, Wellington, 1990, pp.394-6. 

8 McLintock, III, p.256, and B.P.J. Molloy, 'Sinclair, Andrew', in DNZB, Vol. One, p.397. 



SPECIALLY SUITABLE MEN? 165 

including medicines and medical services.9 From the outset there were concerns 
that the legislation did not contain a clear division of responsibility between 
central and provincial authorities.10 Native Affairs was allocated a separate 
portfolio in 1863, appointed its first Under-Secretary two years later, and 
adopted the name Native Department in 1866." Although central authorities 
held the final say in allocating funds for Maori medical care, they were generally 
reliant upon advice from resident magistrates and native agents. In later years the 
disbursement of funds appears to have been largely controlled by the Native 
Department Under-Secretary, T.W. Lewis.12 

The Native Department was disbanded in 1893 and its Civil List obligations 
transferred to the Justice Department. In 1902 the recently created Department 
of Public Health made its first unsuccessful bid to assume control of Maori 
health. The Justice Department bowed out in 1906 and for the the next five years 
the Health Department and the reconstituted Native Department jockeyed for 
position, each keen to ensure that any expenditure came from the other.13 In 1911 
Cabinet finally decreed that 'all medical matters affecting Natives' should in 
future be the responsibility of the Department of Public Health,14 but even then 
the Native Minister, the Native Trustee (who had provided Native Reserve funds 
for several NMOs in Nelson and Marlborough since the mid-1860s15) and others 
continued to hold a stake in the funding and control of this work. 

These complexities probably contributed to Ngata's ignorance of the pre-1900 
medical services, as exhibited in 1938. Although impossible to verify, Ngata's 
comments may also have stemmed in part from dislike of the health bureaucracy. 
Just two days before the 1938 debate he had appealed in vain to Health Minister 
Peter Fraser for the introduction of BCG vaccine to combat tuberculosis in 
Maori; Ngata's own daughter was at that time a patient in the Otaki tuberculosis 
sanatorium.16 A more likely explanation, however, is that the chronology of 

9 G.V. Butterworth and H.R. Young, Maori Affairs: A Department and the People Who Made 
It, Wellington, 1990, pp.28-29. 

10 William FitzHerbert to Colonial Secretary, 11 July 1854, IA54/2586, National Archives, 
Wellington (NA). 

11 See Butterworth and Young, pp.6, 21, 24-25, 28-29, 38-39, 41^12, 123—4. 
12 See, for instance, 'Minutes of Evidence Given by T.W. Lewis, Under-Secretary, Native 

Department', AJHR, 1889,1-10, p.l 1. 
13 See memoranda in Native Medical Aid, Blenheim, HI 160/22 13498, NA, correspondence in 

'Medical: General 1906-19', MA 21/20, NA, and R.T. Lange, 'The Revival of a Dying Race: A 
Study of Maori Health Reform 1900-1918 and its Nineteenth Century Background', MA thesis, 
University of Auckland, 1972, p. 194. 

14 See Hospitals and Charitable Aid Supply Debate, NZPD, 1911, 156, pp.317-18. 
15 See Return of Officers in the Employ of the Government: Native Lands: Medical Attendants, 

AJHR, 1866, D-3. 
16 Ngata to Fraser, 25 July 1938, HI 131/3 3556, NA. Fraser's written refusal was not dispatched 

until 5 September, by which time the Medical Research Council's Tuberculosis Committee had 
decided that BCG 'was not ready for adoption in British countries'. 
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events surrounding his own active involvement in Maori health issues coloured 
Ngata's judgement. He first began to take an interest in this field in the mid-
1890s, initially as a leading light in the Young Maori Party.17 The low profile of 
the Justice Department in this period perhaps contrasted unfavourably with the 
bustle which accompanied the formation of the Health Department in 1900 and 
the creation of the Maori Councils in the same year. Amongst the tasks allocated 
to the latter was the collection of data on Maori health and causes of death, a remit 
carried out by Native Department officials prior to 1892.18 

Ngata perhaps had additional personal reasons for regarding 1900 as a 
watershed in Maori health care. During the previous year he had encouraged 
Tutere Wi Repa and Peter Buck to sit university matriculation and medical 
preliminary exams. As he wrote to Buck: 'it should not then be difficult to make 
satisfactory arrangements with the Minister of Education to see you through a 
five years course at Dunedin'. Once qualified Buck would be in a position to 'lay 
the foundations of a healthier, more compact, more powerful social opinion 
among our people'.19 Buck justified Ngata's faith by achieving considerable 
success as a doctor before turning to ethnology in the late 1920s, though few 
followed his example. By 1938 only a handful of Maori had gained medical 
degrees.20 

Ngata's claim about the dearth of nineteenth-century services was reinforced 
by F. S. Maclean, a medical officer in the Health Department from 1927 to 1957. 
Maclean's semi-official history of New Zealand's public health, published in 
1964,- stated that government medical services for Maori in the nineteenth 
century had been virtually non-existent and that it was not until about 1904 that 
'subsidies began to be paid to private medical practitioners, working in Maori 
districts, to provide a medical service. The Maoris, however, were somewhat 
reluctant to take full advantage of this service.'21 

Maclean's chronology was challenged in 1972 by Raeburn Lange, who dated 
the modest beginnings of the NMO system to the mid-1860s.22 This was further 
amended in 1973 by Alan Ward's identification of eight subsidized NMOs prior 

17 See M.P.K. Sorrenson, 'Modern Maori: The Young Maori Party to Mana Motuhake', in K. 
Sinclair, ed., The Oxford Illustrated History of New Zealand, Auckland, 1990, pp.323-31. 

18 For discussion of the Maori Councils Bill see NZPD, 12 October 1900, 115, pp.201-3. 
19 Ngata to Buck, 30 January 1899, in M.P.K. Sorrenson, ed, Na To HoaAroha: From Your Dear 

Friend: The Correspondence Between Sir Apirana Ngata and Sir Peter Buck, Auckland, 1986,1, 
pp. 15-16. 

20 They were Peter Buck MB ChB NZ 1904, Tutere Wi Repa MB ChB NZ 1908, Edward Ellison 
MB ChB NZ 1919, and Louis Potaka MB ChB NZ 1930. Maui Pomare, the first Maori medical 
graduate, gained his qualification from the American Missionary Medical College in Chicago in 
1900 before returning to New Zealand. 

21 F.S. Maclean, Challenge for Health: A History of Public Health in New Zealand, Wellington, 
1964, p. 195. 

22 Lange, pp.87-91, 141-2. 
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to 1862.23 There has been little attempt over the past quarter century to expand 
upon the findings of Lange or Ward.24 This dearth of secondary sources has far-
reaching implications. The best-known and certainly the most prolific contem-
porary writer on Maori health history is Mason Durie. A member of the Ngati 
Kauwhata and Rangitane tribes, Durie is perceptive and knowledgeable on the 
events of the past two decades and the changing attitudes towards the Treaty of 
Waitangi's relevance to health issues; for earlier periods he has adopted the 
Maclean line: 'The decline in Maori standards of health during the nineteenth 
century was allowed to occur with scarcely any active intervention from the 
Government. Surprisingly, in view of Busby's "Despatch" in 1837 and the dire 
warnings sounded by Lord Normanby in his "Instructions to Hobson", the 
precarious position of Maori in terms of their health attracted no special policy 
or programme.'25 

Durie's failure to recognize the extent of nineteenth-century health provision 
for Maori is understandable. Maclean's apparent ignorance raises questions 
about the Health Department's perceptions of its past. Warwick Brunton, a 
former Health Department policy analyst, has written about the New Zealand 
Health Department's sense of history when he joined in the early 1970s: 'The 
reflex action of the old-style public servant in calling for the files when faced 
with a problem betokened implicit general support for history.'26 Maclean, who 
spent three decades in this environment, seemingly made no use of departmental 
files in compiling his book. His endnotes relied heavily upon the Health 
Department's printed annual reports which give at best a partial account of 
events. Maclean's omission is curious, given his own contribution to the files on 
subsidized doctors.27 One feasible explanation for his statement on the timing of 
the introduction of the subsidized NMOs is the fact that very few files survive 
for the earliest years of the Health Department. Either through lack of awareness, 
or a reluctance to involve himself in the affairs of other government departments, 
Maclean showed no inclination to use other agencies' records in charting the 
history of public health. 

Contrary to any expectation derived from statements made by Ngata, Maclean, 
Durie and others, there is, in fact, a considerable accumulation of source material 
on the existence and workings of the NMOs. Not surprisingly, the details 

23 A. Ward, A Show of Justice: 'Racial Amalgamation' in Nineteenth Century New Zealand, 
Auckland, 1995, p.130. 

24 Ward's book was republished in 1995 with no substantive alteration to the 1973 text. 
25 M. Durie, Whaiora: Maori Health Development, Auckland, 1994, p.38. 
26 W. Brunton, 'The Place of History in Health Policy-Making: A View from the Inside', in L. 

Bryder and D.A. Dow, eds, New Countries and Old Medicine: Proceedings of an International 
Conference on the History of Medicine and Health, Auckland, 1995, p. 134. 

27 See,forexample,Maclean to Director-General ofHealth, 13 October 1932, HI 194/1/248458 
and 16 December 1932, HI 160/175, NA. 
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revealed in printed annual reports are often contradicted by the case files or 
'particular instance papers' for specific localities or individuals. Factoring this 
into the analysis is critical to any interpretation of the workings of a large 
organization such as a government department. One central issue is the extent to 
which policy is shaped or informed by practice, or vice versa. The relatively 
small number of bureaucrats or advisers in the agencies involved with Maori 
health prior to 1940 creates the potential for a credible attempt to answer this 
essential conundrum. The analysis in the next section of this paper is constructed 
from the records of three of these bodies — the Department of Internal Affairs, 
the Native Department and the Health Department.28 

The dialogue between headquarters staff and regional officers offers a valu-
able resource, though one which is often difficult to interpret as a result of 
internal contradictions and the ad hoc nature of many decisions.29 The files of the 
Colonial Secretary and the Department of Internal Affairs contain numerous 
reports on medical services for Maori. Internal Affairs, as the government's 
catch-all repository, played a significant role in monitoring health throughout the 
nineteenth century. As Michael Bassett has recorded: 'Departmental corre-
spondence peaked in the 1880s, with inflowing letters increasing from 2,681 in 
1844 to 5,408 in 1880. The level did not subside much until the Department of 
Public Health was established in 1900, removing from the colonial secretariat 
many of the inquiries that portfolio has always engendered.'30 

Much of the advice tendered to the Native Department is readily accessible 
through the 'Reports From Officers in Native Districts' published in the 
Appendices to the Journals of the House of Representatives from 1871 until 1892 
and in other miscellaneous AJHR reports. In each instance the decision-making 
process was restricted to a handful of individuals, most of whom served in a long-
term capacity. In the twentieth-century Health Department, the director-general 
depended to a large extent on the collective wisdom of a team of around a dozen 
medical officers of health, together with the Director of Maori Hygiene for the 
years 1920-30. 

While departmental files offer the best insight into the workings of the NMO 
scheme the contents often have to be treated with caution. In 1912 the President 
of the Southern Division of the Young Maori Party wrote to the Minister of 
Native Affairs about the central importance of medical aid in promoting Maori 

28 Pressure of research time, and the relatively brief involvement of the Justice Department, led 
to its omission from this analysis. 

29 For an assessment of the impact of ad hocracy on New Zealand's health system see W.A. 
Brunton, 'Hostages to History \ New Zealand Health Review, 3,2 (1983), pp.3-6, and Brunton, 'The 
Place of History', pp. 132-9. 

30 M. Bassett, The Mother of All Departments: The History of the Department of Internal Affairs, 
Auckland, 1997, p.46. For the department's involvement with nineteenth-century health matters see 
chapters 1-3, passim. 
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welfare. He stated that such facilities were 'sadly lacking' and alleged that since 
the retirement of Maui Pomare and Buck, the two Maori doctors employed by 
the Health Department, no special medical aid had been made available to 
Maori.31 His claim may have been true for specific locations but the existence at 
that time of some 46 NMOs clearly refuted his basic complaint. The remainder 
of this paper charts the compass and role of these subsidized doctors. 

Five core issues need to be addressed in assessing subsidized general practi-
tioner services for Maori over the century 1840-1940. The first of these pertains 
to the number of doctors involved and how this related to the size of the medical 
workforce and population distribution. The second question is concerned with 
the identity of these men and the standard of their qualifications. The third 
scrutinizes the professional and moral calibre of the recruits. The fourth explores 
the extent to which doctors competed with one another to serve in this capacity. 
Finally, the paper examines the doctors' workload, and how this related to the 
remuneration on offer. Not all of these issues can be explored in depth in this 
article. Some will merely indicate future lines of research. 

During the early 1840s the provision of medical care for Maori could not be 
described as in any way systematic. Even those directly involved were some-
times mystified. One of the most active of the colonial surgeons was Dr John 
FitzGerald of Wellington.32 In 1844, FitzGerald had to submit a duplicate bill for 
attendance on Maori during the month of January since he had received no 
response to the original. His covering letter noted he had left a blank in the section 
relating to payment because he did not know which department would assume 
responsibility for this.33 While FitzGerald's involvement stemmed from his 
position as a colonial surgeon, other doctors were virtually self-appointed. Dr 
John Greenwood, who settled at Motueka in 1843, later decided that he ought to 
be compensated for his attendance during the previous four years, to bring him 
into line with other local doctors.34 His claim was met, though in a somewhat 
roundabout way, by his appointment as registrar of births, marriages and deaths 
for Motueka with effect from 21 February 1848. 

Aware of the potential for confusion and overlap, Governor George Grey 

31 President to Minister, 20 March 1912, HI 160/51, NA. 
32 For an appraisal of FitzGerald's career see R.Donaldson, 'DrJ.P. FitzGerald: Pioneer Colonial 

Surgeon, 1840-1854', New Zealand Medical Journal (NZMJ), 101 (1988), pp.636-8, and R. 
Donaldson, 'Dr John Patrick FitzGerald: Pioneer Colonial Doctor', MPhil thesis, University of 
Waikato, 1988. 

33 FitzGerald to Colonial Secretary, 17July 1844, IA44/1717, NA. His salary and expenses were 
met in part from monies set aside for native reserves. These were administered by the Bishop of New 
Zealand, who warned the Colonial Secretary in 1843 that the funds were insufficient to meet 
FitzGerald's claims. See Bishop of New Zealand to Colonial Secretary, 9 May 1843, IA43/943, NA. 

34 Sinclair to Colonial Secretary, 26 November 1847, and enclosures, IA48/15, NA. 
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resolved in 1848 to create a 'tolerably efficient system of medical attendance' in 
the areas most heavily populated by Maori.35 This was intended to supplement 
the hospitals for Maori at Auckland, New Plymouth, Wanganui and Wellington, 
which he sanctioned in 1847. Lack of funds prevented any large-scale implemen-
tation of this second tier of care although politicians periodically paid lip service 
to the intention. In 1854, for instance, the Wairarapa MP Samuel Revans argued 
Maori 'ought to be attended at their own homes' rather than be admitted to 
hospital.36 Others were alarmed at the ad hoc way in which funds were allocated. 
In September 1855, Parliament increased the supplementary estimates by £100 
to provide Bay of Islands' Maori with medical assistance, despite one MP's 
warning: 'If such a practice were tolerated there would be no end to it.'37 Such 
generosity appears to have been sparingly applied. During the 1861 Supply 
Debate, William Colenso, who had no medical qualifications but frequently 
treated Maori patients during the 1840s and early 1850s in his role as a Church 
Missionary Society worker, complained that 'proper medical men' had not been 
appointed to this task. He wished a more proactive approach, with peripatetic 
doctors seeking out Maori instead of waiting for patients to come to them.38 

Colenso's plea brought a swift response. Grey's 'Plan of Native Government', 
announced in October 1861, proposed a network of 20 surgeons. Their annual 
salaries of £150 were calculated to absorb about one-eighth of the scheme's 
estimated £49,000 annual budget.39 Reports of Grey's plan were sometimes 
exaggerated; one Maori speaker claimed in April 1862 that 'Governor Grey said 
he would sent doctors to every place . . . . We saw it in the Karere Maori\40 In 
fact just five doctors were appointed between February and April 1862 (at 
Waimate, Waiuku, Wanganui, Kaiapoi and Akaroa), and three of these were 
replacements rather than new appointments. The total salary costs of the five 
amounted to £400, well below Grey's projected £750.41 The number of NMOs 
had risen to 17 by 1864, with all but one located in the North Island.42 

35 Governor Grey to Earl Grey, 5 April 1848, in Further Papers Relative to the Affairs of New 
Zealand, Great Britain Parliamentary Papers (GBPP), 1849 [1120], p.20. 

36 NZPD, 8 September 1854, 1, pp.385-6. 
37 NZPD, 11 September 1855, l ,pp.538-9. 
38 NZPD, 3 September 1861,3, p.363. On Colenso's medical work see P. Goldsmith, 'Medicine, 

Death and the Gospel in Hawke's Bay, 1845-1852', Bryder and Dow, eds, New Countries and Old 
Medicine, pp.354-60 and P. Goldsmith, 'Medicine, Death and the Gospel in Wairarapa and Hawke's 
Bay, 1845-1852', NZJH, 30, 2 (1996), pp.163-81. 

39 'Minute by Governor Sir George Grey on the Subject of His Excellency's Plan of Native 
Government', AJHR, 1862, E-2, pp. 10-12. 

40 Report of meeting held at Rua Kotere on 3 April 1862, AJHR, 1862, E-9, p.30. 
41 'Appointments Made by the General Government from ls t januaryto 12thJuly 1862', AJHR, 

1862, D-17. 
42 'Return of all Officers Employed in Native Districts in January 1864', AJHR, 1864, E-7. See 

also 'Return of Expenditure for Native Purposes under Native Purposes Appropriation Act', AJHR, 
1862, E-8, p.2. The exception was Samuel Beswick of Canterbury. 
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This relatively rapid expansion occurred during the New Zealand Wars. A 
second phase saw the complement rise from 17 to 29 between 1864 and 1866. 
Many of those appointed in the 1860s had military backgrounds; one-third of the 
1866 cohort, for example, held army medical posts at one time or another, either 
as regular officers or in the various volunteer corps. The post-1864 increase 
favoured the South Island, where there had been a distinct lack of hostilities, with 
six additional posts compared to the North Island's five; the final appointment 
was to the Chatham Islands which were used as a holding point for Maori 
prisoners of war.43 

The departure of army surgeons from New Zealand coincided with a decline 
in the number of NMO posts. Drs Edward O'Connell and Thomas Best, stationed 
in Maketu and Tauranga during 1866, typified the post-hostility retrenchment. 
Both returned to England when the 68th Regiment left New Zealand in 1867.44 

By 1875, when the government published a nominal roll of civil servants, the 
number of NMOs had dropped back to 18. Forty percent of these doctors were 
located in the South Island, which contained just 4% of the Maori population. 
There were other significant discrepancies within the North Island. Almost a 
third of all Maori lived in Hawke' s Bay or Northland yet only two of the 18 (11 %) 
of NMOs were stationed there.45 

In 1885 the Native Department Under-Secretary instructed 15 medical offic-
ers to submit reports on the sanitary condition of Maori. It is impossible to say 
if this included all of the doctors then employed.46 In July 1888 the government 
drastically reduced the subsidies paid to nine doctors and three dispensers 
located in 'Auckland' (eight), Wellington (two), Taranaki and Hawke's Bay. 
The aggregate sum paid to the unfortunate dozen dropped from £645 to £340 yet 
only John Keyworth of Hawke's Bay resigned in protest. The remainder 
apparently soldiered on. No South Island staff were affected by this retrench-
ment.47 

43 See AJHR, 1864, E-7; AJHR, 1866,D-3.Dr Richard Day of Auckland,chairman ofthe Central 
Board of Vaccination for the Aborigines of New Zealand, also appeared on the 1866 list but has been 
omitted from these calculations since his was a national rather than a local function. The South Island 
appointments included five in Nelson and Marlborough and one each for Canterbury and Southland. 

44 AJHR, 1867, D-2. 
45 Calculated from 'Nominal Roll of the Civil Establishment of New Zealand on the 30th June, 

1875', AJHR, 1875, H-l 1 and Pool, pp.50-53. 
46 AJHR, 1885, G-2A and native medical officer reports 1884-90, MA 21/19, NA. The survey 

may have been prompted by the tour undertaken by John Ballance, Native Minister in the recently 
elected Stout-Vogel government, to hear Maori grievances. See 'Notes of Native Meetings', AJHR, 
1885, G-l , pp.40-50, 56. This in turn may have owed something to the 1884 publication of James 
Pope's Health for the Maori: A Manual for Use in Native Schools, which hoped to educate the rising 
generation to combat the risk of racial extermination. 

47 'Reductions in Civil Service: Native', AJHR, 1888, H-30, p.2. Keyworth had been appointed 
public vaccinator for Wairoa on 22 June 1888, which may have influenced his decision to relinquish 
the NMO post. 
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By 1891 Audit Office salary registers reveal only 13 doctors engaged as 
NMOs. The transfer of responsibility for the scheme to the Justice Department 
in 1893 coincided with, or resulted in, a doubling of the workforce. By 1894 there 
were 27 NMOs, divided almost equally between the two islands. This pattern 
remained intact until the late 1930s. 

The allocation of doctors appears to have been determined by a number of 
disparate factors rather than any clear-cut policy decisions. Determinants 
included the persuasiveness of politicians or resident magistrates, some of whom 
were qualified doctors who had turned their backs on medicine for more secure 
work. Certain localities acquired NMOs as a consequence of official reaction to 
specific outbreaks of infection. At Little River on the Banks Peninsula, John 
Guthrie attended during an 1879 epidemic which caused 23 deaths. Rather than 
pay Guthrie's bill and treat the matter as a one-off occurrence the Native 
Department appointed him NMO for the district. According to the Under-
Secretary this proved to be an expensive error: 'After his appointment the health 
of the natives so much improved that his duties became very small almost nil.'48 

Guthrie's appointment came about in part as the result of an 'urgent request' for 
help from local Maori.49 Such appeals might come directly from iwi/hapu 
members or be channelled through one of the four Maori MPs. One of the most 
active in this regard was Tame Parata, MP for Southern Maori. One of his 
successes was in helping to revive the Little River NMO position in 1893, more 
than a decade after Guthrie had removed to Christchurch.50 Certain Pakeha MPs 
were also instrumental in pursuing medical officers for their constituencies. 
Hawera MP Charles Major fought for more than five years before achieving 
success in 1907. In hindsight he may have wondered if it had all been worthwhile 
since the successful candidate, an American doctor by the name of George 
Brown, died of cirrhosis of the liver less than five years later.5' 

Ultimately, the distribution of NMOs depended on the availability of person-
nel in particular locations. At Little River, for instance, it took about three years 
to persuade Dr William Fisher to accept the appointment in 1893.52 From the 
early 1900s the likelihood of success was increasingly affected by European 
population movement. Parliamentarians and others began to agitate for govern-
ment subsidies to assist 'poor and struggling settlers', on the grounds that 'no 
sane person would expect a medical man to go and live in the back blocks of the 

48 For details of the Little River story see A. Mackay, Native Commissioner, Nelson to Under-
Secretary, 30 April 1881, AJHR, G-3, p.9; Under-Secretary to Native Minister, 4 January 1882, MA 
21/19, NA; Lewis evidence, AJHR, 1889,1-10, p. 10. 

49 J.W. Stack to Native Minister, 1 June 1879, AJHR, 1879, G- l , p.21. 
50 NZPD, 10 August 1893, 80, p.553. 
51 See NZPD, 7 October 1903,126,p.262,16 August 1905,133, p.674,20 September 1905,135, 

pp.25-26, 11 September 1907, 140, p.816. 
52 Native Department to Fisher, 28 February and reply from Fisher, 14March 1890, MA21/19, 

NA. 
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country' ,53 Medical associations were formed to attract doctors with the promise 
of a guaranteed income. Some communities relied on an alliance between settlers 
and Maori to meet their targets. This occasionally took on the appearance of a 
marriage of convenience. In 1907 Frederick Lang, MP for Manakau, tried 
unsuccessfully to convince the Health Minister to provide medical assistance for 
Maori in the vicinity of Clevedon, a community south-east of Auckland whose 
settler population could not afford to call in the doctor from any of the 
neighbouring communities.54 

Where politicians did comply with such requests it was sometimes done 
without consulting departmental officials. David Buddo, MP for the North 
Canterbury seat of Kaiapoi and Minister of Health from 1909-1912, did so on 
behalf of the Pongaroa Medical Association when it was formed in 1911. Three 
years later an unnamed official appended the following acerbic comment to a 
Treasury voucher in the association's departmental file: 'Started by Dept in error 
1911. Buddo's Blunder.'55 

Some awareness of the interface between Pakeha and Maori medical care is 
crucial in assessing the impact and pattern of the NMO scheme. An attempt to 
quantify this is given in Tables 1 and 2. Table 1 charts the total number of doctors 
practising in New Zealand, those designated as working in rural areas, and the 
number who received subsidies as NMOs. The final column shows the percent-
age of rural doctors who held appointments as NMOs. The figures in the first two 
categories are derived from Michael Belgrave's study of New Zealand doctors. 
Details on the number of NMOs are drawn from official returns.56 The data are 
incomplete but enough of a picture emerges to enable comparisons over time. 

Table 1 
Date NZ Drs Rural Drs % Rural NMOs % Rural 
1866 n/a n/a n/a 29 n/a 
1871 197 66 34 n/a n/a 
1891 393 130 33 13 10 
1894 n/a n/a n /a 27 c . l 8 a 

1901 502 172 34 c .30 c .17 
1911 747 243 33 c .46 c .19 
1922 960 260 27 42 16 
1931 1261 284 22 4 0 14 
1941 1480 264 18 -

a. based on an es t imated c .150 doctors in 1894. 

53 See plea by Walter Symes, MP for Egmont, NZPD, 13 July 1900, 111, pp.541-2. 
54 NZPD, 7 August 1907, 140, pp.87-88. 
55 See Dr Joseph Frengley to Health Minister, 15 November 1911, Hl/150/1 (13446), NA. 
56 The sources used include: AJHR, 1862, D-17; AJHR, 1864, E-7; AJHR, 1866, D-3; AJHR, 

1867, D-2; AJHR, 1868, D-8; AJHR, 1875, H-l 1; Audit Office salary registers, 1888-91 (A6/2), 
1891-4 (A6/3), 1894-7 (A6/5) and 1897-1900 (A6/7); AJHR, 1906, G-4, Health Department annual 
reports, 1900ff. 
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The 181 doctors in New Zealand's first Medical Register did not necessarily 
practise in New Zealand. However, Belgrave's figures, compiled from the 
annual registers, make allowance for this fact. Between 1871 and 1911 the 
number increased by around 350%, with almost exactly one-third located in 
small towns and rural areas, where the vast majority of Maori lived. Thereafter 
the balance changed dramatically, with under 20% living in these areas by 1941. 
In the mid-1860s around one-fifth of all New Zealand doctors held appointments 
as NMOs. The numbers involved are difficult to quantify before 1890 but from 
then on a pattern emerges. Between c. 1893 and 1931 around one-sixth of all rural 
doctors were recruited into the NMO scheme, a figure which did not alter 
significantly as a result of the trend for doctors to migrate to urban centres and 
major towns. 

Table 1 is relatively meaningless until linked with additional data on Maori 
population numbers and distribution. Table 2 relates total Maori population 
figures to the number of NMOs. 

Table 2 

Date Maori Population No. of NMOs Maori:doctor 
1858 56,049 n/a n/a 
1866 29 n/a 
1874/5 47,330 18 2630 
1895/6 42,113 27 1560 
1906. 50,309 35 1437 
1911 52,723 c.46 c.1150 
1921/2 56,987 42 1357 
1926 63,670 c.40 c.1592 
1936 82,326 c.40 c.2058 

On a strictly numerical basis the NMO system might be considered to have 
peaked around 1910, a time when Buck had only recently left his Health 
Department post to enter Parliament and Pomare was on the verge of doing 
likewise. The number of subsidized doctors, like country practitioners as a 
whole, failed to keep pace with the expansion of the still predominantly rural 
Maori population after that date. In part this may be attributed to the introduction 
of Maori health nurses, envisaged as a cheaper and ultimately more effective way 
of meeting Maori health needs.57 This policy was endorsed by Buck and Dr 

57 See, for example, report by Director-General Valintine, AJHR, 1921, H-31, pp.5, 33. For an 
overview of the scheme see A.H. McKegg, '"Ministering Angels": The Government Backblock 
Nursing Service and the Maori Health Nurses, 1909-1939', MA thesis, University of Auckland, 
1991; A.H. McKegg, 'The Maori Health Nursing Scheme: An Experiment in Autonomous Health 
Care', NZJH, 26, 2 (1992), pp.145-60. 
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Edward Ellison, successive Directors of Maori Hygiene in the 1920s.58 By the 
1930s there was widespread support for the plan of the Director-General of 
Health, Dr Michael Watt, to integrate Pakeha and Maori medical care through 
the medium of departmental medical officers of health, district nurses and the 
public hospital system. 

A comparison between the ratio of NMOs to prospective Maori patients and 
the overall doctor:patient ratio reveals some interesting divergences. In 1874 
there was one doctor for every 1391 inhabitants of the colony, a ratio almost 
twice as great as that relating to NMOs and Maori. By 1906 the figures were 
closely aligned, with one NMO for each 1437 Maori and a medical practitioner 
for every 1558 persons on average. In 1911 the balance had tilted in favour of 
Maori, at l : c . l l 50 as opposed to 1:1529 colony-wide. Maori maintained this 
slight edge until the 1926 census when the respective statistics were 1 :c. 1592 and 
1:1405. The overall figure hardly changed over the next decade (1:1426 in 1936) 
but rapid Maori population growth and a static number of NMOs brought about 
a significant parting of the ways. By 1936 each NMO was responsible on average 
for more than 2000 Maori.59 

Such crude national data conceal the very large discrepancies in the services 
available to particular communities, already alluded to in relation to the 1875 
return. By 1932, when Watt asked each of his medical officers to report on the 
working of the NMO scheme, the North Island had 18 NMOs to meet the needs 
of 61,000 Maori while the 2800 South Island Maori were served by 22 NMOs, 
equivalent to one doctor for every 127 prospective patients. The cost of the 
service in the two islands was £915 and £973 respectively.60 The implications of 
these disparities are explored in the last part of this essay. 

The origins and qualifications of the personnel involved in the NMO scheme 
need some discussion. A few writers have given the impression that this group 
consisted largely of the dregs of the profession, akin to the frontier doctor who 
sobers up in the last reel of the Hollywood Western to perform heroic surgery.61 

That view is not borne out by an examination of those involved. 
The 29 doctors listed as native medical attendants in the 1866 'Return of 

Officers in the Employ of the Government' exhibited a balance of youth and 
experience. At least 15 had been in practice for more than a decade, with six 
completing their studies after 1860. They were, almost without exception, 

58 See AJHR, 1929, H-31, p.32, and annotation by Ellison on letter from Native Trustee, 17 
October 1930, HI 160/175, NA. 

59 Figures taken from Table 2 and from Belgrave, '"Medical Men'", pp.244-5. 
60 Maclean to Director-General of Health, 16 December 1932, HI 160/175, NA. Maclean based 

his analysis on the 1926 census figures. 
61 See, for example, Lange, p.43 and Ward, pp. 141-2. For a graphic account of the weaknesses 

and foibles of many of those who arrived during the gold mining era see R.V. Fulton, Medical 
Practice in Otago and Southland in the Early Days, Dunedin, 1922. 
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regularly qualified. Only three produced no formal qualifications. It is probable 
that all three had entered the profession by apprenticeship in the days before 
compulsory medical registration, introduced to Britain only in 1858. One of this 
number, George Gibson, had been colonial surgeon at Wanganui since 1858. Of 
the remaining 26, eight held the combined qualifications of MRCS LSA, the 
hallmark of the mid-nineteenth century general practitioner; another added the 
LRCS Edinburgh for good measure while two combined the MRCS with the 
LRCP Edinburgh.62 Four held the MRCS alone, a qualification which was then 
one of the commonest portals of entry to the profession. Thirteen had undertaken 
some or all of their education in Scotland, which taught a disproportionate 
number of UK medical students; all possessed recognized diplomas from one or 
other of the Scottish medical colleges.63 Five of this group were native Scots, five 
came from England and two were Irishmen. Only six of the 29 (20.7%) boasted 
medical degrees, as opposed to licences or diplomas. This closely paralleled the 
distribution of practitioners colony-wide. Only 34 (18.8%) of the 181 men on the 
first medical register of 1869 claimed degree status and seven of their number 
had obtained their MDs from St Andrews University in Scotland, then regarded 
with some suspicion as an institution which sold degrees rather than awarding 
them on merit.64 It should aso be borne in mind that many medical graduates who 
settled in the colony, like John Logan Campbell in Auckland, used their 
university education as a passport to careers outside medicine.65 

In later years authorities had some difficulty in attracting qualified staff to fill 
vacancies in particular areas. The solution adopted in such circumstances 
contained echoes of much earlier contact between Western medicine and Maori 
people. In 1834 the American Board of Commissioners for Foreign Missions 
added a new feature to evangelical outreach with the introduction of medical 
missions, where spiritual and physical healing operated side by side.66 The 

62 For the evolution of general practice see I. Loudon, Medical Care and the General 
Practitioner, 1750-1850, Oxford, 1986. Abbreviations used are MRCS=Member of the Royal 
College of Surgeons of London; LSA=Licentiate of the Society of Apothecaries (London); 
LRCS=Licentiate of the Royal College of Surgeons; LRCP=Licentiate of the Royal College of 
Physicians. 

63 Scotland still trained more than 35% of all British medical students as late as 1935, despite 
comprising less than 10% of the national population. See D. Hamilton, The Healers: A History of 
Medicine in Scotland, Edinburgh, 1981, p.272. 

64 On St Andrews' place in nineteenth-century medical education see J.S.G. Blair, History of 
Medicine in the University of St Andrews, Edinburgh, 1987. 

65 For Campbell's career see R.C.J. Stone, Young Logan Campbell, Auckland, 1982, and The 
Father and His Gift: John Logan Campbell's Later Years, Auckland, 1987. Campbell had a brief 
involvement with Maori medical care. Shortly after his arrival at Auckland in 1840, he erected a 
temporary tent hospital for two injured Maori workmen. See J.L. Campbell, Poenamo: Sketches of 
the Early Days of New Zealand, London, 1881, pp. 115-16. 

66 A.C. Ross, 'The Scottish Missionary Doctor', in D.A. Dow, ed., The Influence of Scottish 
Medicine, Carnforth, 1988, pp.87-101. 
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British-based societies which sent missionaries to New Zealand were quick to 
adopt this extension of their work, even though few of their staff were medically 
trained. One exception was William Williams who completed a surgical appren-
ticeship before joining the Church Missionary Society in the 1820s. His role as 
a healer is graphically outlined in his letters and journals.67 In the unsophisticated 
medical world of the mid-nineteenth century other missionaries, such as Colenso, 
followed Williams's example without benefit of formal training.68 

This reliance on lay workers was carried over into the NMO scheme. Of the 
15 'medical officers' required to submit returns to the Native Department in 
1885, three were unqualified 'native dispensers'. Some of these individuals 
remained in post during the 1890s. It was especially difficult to recruit doctors 
for the outlying parts of the colony. The government adopted a pragmatic 
approach in such situations and looked to engage other health professionals. 
Robinson Spencer, appointed to the Hokianga in 1882, was a Whangarei chemist 
and his salary of £40 per annum was higher than the sums paid to most medically 
qualified NMOs.69 

The use of dispensers continued into the twentieth century. Native Minister 
James Carroll reported in 1904 that the scheme currently employed 31 NMOs 
and four dispensers. During the same debate A.L.D. Fraser, MP for Napier, 
disparaged the NMOs as 'just chemists and others who, by political influence 
perhaps, had obtained a certain amount for so-called attendance on Maoris'.70 

The rationale behind the use of dispensers was spelled out by the Native 
Department Under-Secretary in 1911: 'A number of medical men all over the 
Dominion are subsidized from the Native Civil List, together with several 
dispensers in districts where no medical men reside, and who, though not legally 
qualified to practise medicine, are quite able to dispense simple remedies for 
minor complaints.'71 

In the more remote areas this task was often delegated to native school teachers 
who were perceived as combining the roles of 'lawyer, doctor, pastor, school-
master and friend'.72 To aid them in this work, teachers were supplied with a 
number of stock medicines and guidance on when and how these should be 
utilized.73 In 1906 William Herries, MP for the Bay of Plenty and a future Native 
Minister, asked the Minister of Education to consider raising native teacher 

67 F. Porter, ed.. The Turanga Journals, 1840-1850: Letters and Journals of William and Jane 
Williams Missionaries to Poverty Bay, Wellington, 1974. 

68 Goldsmith, 1995, pp.354^60; Goldsmith, 1996, pp. 163-81. 
69 This account of Spencer's role is based on correspondence dated May 1882-June 1885, in 

MA21/19, NA. 
70 NZPD, 19 August 1904, 129, pp.581-2. 
71 Memorandum from R.W. Fisher to Native Minister, May 1911, AJHR, 1911, H-14A, p.2. 
72 E. Chill, 'Phthisis and Superstition Among the Maories', British Medical Journal, 18 August 

1906, p.376. 
73 Health Department circular number 251, dated 7 April 1908, in MA21/21, NA. 
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salaries, citing their isolated position and 'onerous duties, which often include 
dispensing of medicine'. The reply noted the scale had already been revised.74 

Some officials were uneasy about this dependence on untrained staff. Chief 
Health Officer Thomas Valintine admitted in 1909 that the system of subsidized 
medical men was not satisfactory but expressed doubts about the wisdom of 
supplying medicine through the schools. His solution, implemented soon after-
wards, was the provision of district nurses for Maori communities.75 

As indicated earlier in this paper, the problem of attracting rural doctors was 
not restricted to the Maori sector. In 1900 Hemes queried the payment of a 
subsidy to a 'medical gentleman' in Raetihi who was not legally qualified. The 
Minister of Lands admitted this had occurred and that it was sometimes difficult 
to get 'a duly certificated man to go to an out-of-the-way place'. The subsidy 
would, he promised, be transferred 'if a properly qualified man came forward' ,76 

Such difficulties were widespread among settler communities in the early 
twentieth century. It is against this background of a general shortage of qualified 
rural doctors that the success or otherwise of the NMO scheme needs to be 
assessed. 

The academic credentials of the NMOs tell only part of the story. Of equal 
importance was the third element in this analysis, the professional capabilities 
and moral standards of the men employed. Alan Ward has highlighted the 
supposed propensity amongst early NMOs for over-indulgence in alcohol and 
liaisons with Maori women.77 When Waiuku Maori discussed the need for an 
NMO in 1861, one representative suggested asking the Governor to 'station a 
doctor here, an elderly man, not given to women'. Other speakers cited unnamed 
miscreants in unidentified locations, but much of the so-called evidence seems 
to be have been speculative or hearsay.78 There are admittedly some instances of 
fairly damning documentation. My Health Department history charted the fact 
that, of the four NMOs appointed in April 1862, one was jailed as a habitual 
drunkard, a second died of cirrhosis of the liver and a third ran off to Australia 
with his neighbour's wife.79 When viewed in the overall context of the scheme, 
however, these might be regarded as aberrations reflecting the rather precarious 
conditions during the troubled 1860s rather than the norm. 

Similar problems arose during World War I when many New Zealand doctors 
were serving overseas and it was hard to fill NMO vacancies. The Bay of Islands 

74 NZPD, 17 October 1906, 138, p.304. 
75 Valintine to Dr Purdy, 16 June 1909, MA 21/21, NA. 
76 NZPD, 26 September 1900, 114, p.187. 
77 Ward, pp. 141-2. 
78 AJHR, 1862, E-9, p. 13. 
79 D.A. Dow, Safeguarding the Public Health: A History of the New Zealand Department of 

Health, Wellington, 1995, p.32. 
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appears to have been especially hard hit. Dr Percy Lunn, son of a Hampshire 
brewer, arrived in New Zealand in 1910 clutching his LSA 1889 and MRCS 
LRCP 1890. By 1915 he was NMO for Kaitaia. In mid-1916 the Health 
Department received a report from the local policeman about Lunn's frequent 
intoxication and its impact upon his professional work. Kaitaia residents also 
petitioned Health Minister Heaton Rhodes about the deleterious impact upon the 
local medical club, which was now close to collapse. Rhodes washed his hands 
of the matter, claiming it was up to the Medical Council to act. A further plea 
came from the local chemist, who had to cope with the aftermath: 'The Maori 
population here suffer greatly from lack of Medical attention and disease is 
always amongst them.' In response Lunn denied the allegations and it appears 
no action was taken.80 Similar problems arose with Dr Alfred Story in Kaeo.81 In 
both instances the Pakeha and Maori populations were equally ill served. 

Lunn and Story illustrate the difficulty of recruiting doctors for the more 
remote corners of New Zealand. Many who accepted the challenge of these 
isolated communities were abrasive characters with a well-earned reputation for 
eccentricity. Dr Edmund Dukes of Paparoa, for instance, was initially critical of 
Maori unwillingness to heed his instructions, which rendered him unpopular 
with Maori.82 Almost 30 years later the Whangarei medical officer of health 
stated Dukes had mana with the Maori but had always been antagonistic towards 
the Health Department and encouraged Maori to be likewise. Dukes eventually 
died at the age of 83 after a self-catheterisation went wrong.83 Administering an 
NMO scheme staffed by such characters was no easy matter. Nevertheless, the 
majority of subsidized doctors employed between 1840 and 1940 were capable 
professionals by the standards of their times, and morally no more reprehensible 
than any other professional group. Many of the early NMOs held concurrent 
appointments as resident magistrates, or registrars of births, marriages and 
deaths, a pattern which had largely disappeared by the 1880s and 1890s. From 
then on the NMOs by and large concentrated their energies on their professional 
role. 

The events outlined in the preceding paragraphs raise a fourth issue, that of the 
degree of competition to gain NMO posts. Payment of a subsidy made the 
difference between economic survival or bankruptcy for many rural practition-
ers. In some quarters the scramble for patients existed from the earliest days of 
European settlement. At Nelson, for instance, colonial surgeon Alexander 
McShane undercut gaol surgeon George Bush by 5s. per month in order to ensure 

80 See correspondence March 1915-May 1917, in 'Native Medical Aid, Kaitaia', HI 160/24, 
NA. 

81 See correspondence April-August 1915, HI 160/5 13071, NA. 
82 Lange, pp.48^49. 
83 C. Gilberd to Director-General of Health, 3 January 1939. HI 184/957 24200, NA. 
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appointment as native medical attendant in 1847. Both had arrived some time 
earlier as surgeon superintendents aboard emigrant ships.84 

Poor-law medical services in England and Scotland offer some illuminating 
parallels with the New Zealand subsidized scheme. The English system banned 
hiring for the lowest fee from 1842 onwards but poor-law guardians remained 
at liberty to set a salary so low that only a struggling doctor, desperate to ward 
off competition, would accept.85 Scottish authorities retained their frugal ap-
proach for rather longer. In February 1848, for example, Dr Duncan Jackson's 
tender of 20 guineas to act as parochial medical officer of Dunoon and Kilmun 
was easily defeated by Dr Ebenezer Robertson's 15 guineas. Twelve months 
later Jackson successfully undercut Robertson's original figure, a move which 
enabled him to retain the appointment until his death 30 years later.86 New 
Zealand officials tended to favour the Scottish approach but acceptance of the 
lowest tender could on occasion backfire. During the 1870s Dr Martin Payne 
acted as NMO for Thames, until the 'office was abolished for economic reasons'. 
He was later re-appointed, only to be gazumped by one of his colleagues, Dr 
Charles Huxtable, who had been encouraged to undercut Payne's offer by the 
local native agent. To his credit, Native Department Under-Secretary Lewis was 
uneasy about the bidding war and persuaded his Minister to set a fixed salary; 
with the support of the native agent, Huxtable's appointment was nevertheless 
confirmed. The choice proved to be a false economy. Huxtable was soon 
afterwards dismissed from his position as medical referee for a large insurance 
company and retreated to Auckland where he overdosed on chloroform not long 
afterwards.87 

Monitoring events could be an administrative nightmare, as the Health 
Department discovered after it first assumed responsibility for the NMOs in 
1906. It continually found itself caught up in clashes between rival practitioners 
until the scheme ended in the late 1930s. In some instances the department 
considered hedging its bets by sharing the subsidy between two separate doctors, 
as happened in Otamatea County where Drs John Mountaine and Edmund Dukes 
vied for the position in 1907. The proposal was not implemented, with Dukes 
retaining the post on the grounds he had done nothing to merit removal.88 The 
most acrimonious and taxing of these conflicts occurred at Takaka in 1936. Dr 

84 Resident magistrate Donald Sinclair to Colonial Secretary, 4 November 1847, IA48/20, NA. 
On the marginal nature of nineteenth-century practice in New Zealand, see Belgrave, '"Medical 
Men'", pp.29-30, 129-30. 

85 A. Crowther, 'Paupers or Patients? Obstacles to Professionalization in the Poor Law Medical 
Service Before 1914', Journal of the History of Medicine, 39 (January 1994), p.37. 

86 Dunoon and Kilmun Parochial Board minutes, 1848-1879. 
87 See correspondence September 1880-January 1884, MA 21/19, NA; D. Dow, 'Rumour 

Hampers Pioneering Doctor', New Zealand Doctor, 18 February 1998, p.36. 
88 See correspondence January 1909, HI 160/32, NA. 
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Edward Bydder had assumed the post of NMO in 1930 when it was decided, in 
consultation with the Maori Trustee, that the 'several families of indigent natives 
in the district' still required such a service. In May 1932 Bydder left for an 
extended visit to England and recommended that a young Maori doctor, Louis 
Potaka, take over during his absence. Bydder was re-appointed in March 1936, 
at which time local Maori petitioned the Native Minister to have the subsidy 
transferred to Potaka. The dispute escalated, with the Nelson Division of the 
British Medical Association recommending that Potaka be prosecuted for breach 
of medical ethics and Potaka instituting Supreme Court proceedings against 
Bydder. Departmental officials were reluctant to become involved, preferring to 
remain neutral and maintain the current good relations with both men. Given the 
delicate nature of the issues involved, Watt, Director-General of Health, was 
probably relieved when the matter was abruptly resolved by Potaka's death on 
2 October 1936.89 

This fight, as did others of its ilk, involved the right of Maori to choose their 
medical practitioner. By the 1920s it appears that more weight was being given 
to local opinion, sometimes to the disquiet of officials. Some Maori communities 
were accused of capricious behaviour, as their allegiance changed from one 
doctor to another and back again. In these circumstances the Health Department 
had to tread carefully. Alienating an incumbent practitioner by appointing a 
newcomer might backfire if the latter then departed as suddenly as he had 
appeared. The ramifications could be extremely complex. 

In 1923 Dr Watson Hill of Picton assumed the NMO role formerly carried out 
by his senior partner, Dr William Redman, who had returned to England. The 
transfer proved problematic, with complaints that he had not attended patients 
at the pa. Hill refuted the allegations, explaining he had been ill on the relevant 
dates and had been forced to refuse private patients also. The department 
accepted the explanation. Hill resigned in December 1923 and was dead of heart 
disease within the month. His successor, Dr John Gregg, fared little better. Less 
than a year into his appointment Gregg complained to the Health Minister, Maui 
Pomare, that 'a bounder Dr C Russell' had set up in opposition to him and was 
using unprofessional conduct to poach his Maori patients. There were few real 
quibbles about the quality of Gregg's work. The investigator reminded head 
office in Wellington that the locals had also complained about his predecessor, 
before concluding that the recently arrived Dr Cedric Russell, a former military 
doctor, 'seems to be at present the popular Medical man of the Town'. Buck, as 
Director of Maori Hygiene, took a more pragmatic view. He recommended 
transferring the subsidy to Russell on the grounds that once Maori lost confi-
dence in a medical man and ceased to attend him the subsidy was simply wasted. 

89 See correspondence April 1931-October 1936, HI 160/19 13497, NA. The coroner's verdict 
was suicidal morphine poisoning. 
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His former colleague Pomare wrote in the same vein to Director-General 
Valintine, and Gregg was summarily replaced by Russell. Although the case was 
taken up by the New Zealand Medical Journal, Gregg's fate was sealed. As 
Valintine explained: 'it was a case of sentiment on the part of the Maoris who had 
petitioned for a change, and as the subsidy paid to the medical officer came from 
the natives' own fund, their wishes could not be disregarded'.90 

There is little evidence of competition driving down costs after 1900. In the 
depressed postwar years neither did the absence of competition help to increase 
the return to NMOs. In its quest after value for money the Department tended to 
hold the upper hand. In 1923, for instance, Deputy Director-General Joseph 
Frengley suggested that Leeston's former NMO, Dr Bernard Volckman, might 
now be prepared to accept re-appointment at £25 per annum, having refused to 
accept a reduction to this level in 1921.91 Certainly by 1933, when the Depart-
ment was considering the replacement of subsidies by a fee-for-service structure, 
Director-General Watt could report with some satisfaction that, in at least one 
district, doctors had indicated a willingness to attend Maori cases 'at a scale very 
much below the normal existing rate'.92 It was hoped the planned structure would 
increase flexibility, allow patients to exercise choice (within reason and if no 
additional expense was involved) and prove more economical. Dr Harold 
Turbott spoke for most departmental medical officers when he greeted the 
proposal as a 'welcome widening of power, for in the past I have felt bound to 
use the subsidized medical officer to natives, though he may be unsuitable 
technically or through failure of "mana" as regards to Maoris'.93 

The last element in this assessment of general practice services for Maori 
relates to the NMOs' workload and the remuneration that they might expect. 
After the Health Department assumed control of the NMOs in 1911, some 
officials became convinced that this marked a change in the ethos of the service. 
In 1914 Dr Robert Makgill, district health officer for Auckland and one of the 
department's most influential policy makers,94 advised Valintine that Dr William 
Mercer of Kaeo ought to be paid £100 a year in place of the existing £50 plus 
£1.7.6d. for each official trip. 'It must be remembered', he wrote, 'that with our 
system of inspecting and the visits of the native nurses the work of the native 
medical officers is no longer the sinecure it used to be, and in the North this is 
especially the case.'95 Valintine himself bought into this jaundiced view of the 

90 See correspondence March 1923-April 1925,HI 160/12 13461,NA, and NZMJ, August 1925, 
p.219. 

91 Frengley to Christchurch Medical Officer of Health, 9 August 1923, HI 160/31 12982, NA. 
92 Watt 's draft proposal to to British Medical Association, 13 December 1933, HI 160/175, NA. 
93 Turbott to Director-General, 27 July 1933, HI 160/175, NA. 
94 For Makgill's influence see G.W. Rice, 'The Making of New Zealand's 1920 Health Act', 

NZJH, 22, 1 (1988), pp.3-22. 
95 Makgill to Valintine, 24 June 1914, HI 160/5 13071, NA. Mercer was unique among NMOs 

in later joining the department as a full-time medical officer. 



SPECIALLY SUITABLE MEN? 183 

past. When Dr Herbert Macandrew of Hokitika resigned for health reasons in 
1916, after more than 20 years in the district, the chief health officer expressed 
regret that the departing doctor had no chance of receiving any pecuniary 
recognition of his contribution, 'which I am sure Dr Macandrew himself must 
recognize has been something of a sinecure' .96 

Yet there is a wealth of evidence to suggest many nineteenth-century NMOs 
would have resented any suggestion their work fitted the stereotype applied to 
Macandrew. In 1844 John FitzGerald of Wellington stated he had undertaken 
600 visits in January alone, many requiring an 18-mile journey in inclement 
weather. He calculated the true cost of the service was £60, three times the 
estimate on which payment had been based. His hopes for an increased payment 
were destined to remain unfulfilled.97 

Striking disparities in the workload of individual doctors make it difficult to 
define any norm for NMOs. The 1864 government return shows the Mangonui 
doctor receiving £100 to treat 95 Maori in two locations, equivalent to a 
capitation fee in excess of £ 1 sterling. Another doctor was paid £ 150 to treat 460 
individuals scattered around eight settlements, a capitation rate just one-third 
that of his colleague in Mangonui. A third earned £350 but had to look after a 
combined population of 1123 Maori in Tauranga, Rotorua and Whakatane; time 
spent travelling must have been a major drain on his income.98 

South Island doctors, as might be assumed from the figures quoted earlier in 
this paper, were generally less burdened than their northern counterparts. 
Between 1869 and 1871 the five Nelson and Marlborough NMOs treated a'total 
of 820 cases. This averages out to one patient every 11 days.99 Across Cook 
Strait, Henry Spratt served as NMO for the Wairarapa from 1859-1883. Spratt's 
detailed quarterly return for July-September 1877 reveals that he saw an average 
of 1.5 Maori patients per day. Spratt received £25 for his efforts in the period 
covered by the 1877 report. More than three-quarters of patients were seen in 
their own homes, which could involve him in a return trip of up to 35 miles, 
though he tended to combine visits to several patients at once. In common with 
other NMOs, much of Spratt's time was spent in dealing with respiratory 
complaints, sexually transmitted diseases and childhood illnesses —about one-
third of his patients were clearly identified as children and the true number may 
have been higher. Dental work accounted for 10% of his workload.100 Spratt's 

96 Valintine to District Health Officer, 14 December 1916, HI 160/7 13458, NA. The refusal was 
somewhat mean-spirited for Macandrew died from cancer of the oesophagus less than a month later. 

97 FitzGerald to Colonial Secretary, 17 July 1844, IA44/1717, NA. 
98 AJHR, 1864, E-7. 
99 Alexander Mackay, Commissioner of Native Reserves, Nelson to Native Minister, 18 July 

1872, AJHR, 1872, F-3,p. l7. 
100 Spratt's reports are in MA21/19, NA. For futher analysis of the 1877 return see D. Dow, 

'Revisiting the Life and Times of a Pioneer GP', New Zealand Doctor, 1 October 1997, p.51. 
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experience was in sharp contrast to that of Charles Hovell of Coromandel, 
another long-serving North Island NMO appointed in 1866 after three years in 
the Waikato Militia. In 1885 Native Minister John Ballance declined to renew 
Hovell's £25 stipend on the grounds that he was rarely required to treat the 
healthy local population.101 

After the Health Department took control of the scheme, officials regularly 
agonized over the difficulty of trying to ensure some equity in the balance 
between workload and remuneration but with little success. Population density 
and fluidity of movement, the ebb and flow of infection, and a host of other 
indeterminates thwarted any attempt to achieve this goal. One of the more 
glaring anomalies was brought to the attention of Parliament shortly after the 
department first assumed responsibility. In 1904 the Superintendent of Maori 
Councils had complained to the Native Department that Dr Purdy of Lower Hutt 
was paid £100 a year to look after some 24 individuals while several thousand 
Maori around Whakatane could obtain assistance only by summoning the 
Opunake doctor at a cost of £30 per visit.102 Three years later Ngata recounted 
the Hutt situation to Parliament, pointing out there were 100 doctors within 30 
minutes travelling time of Purdy's base while the 3500 Maori in and around the 
East Cape had to rely on the services of a solitary doctor in Opotiki, who received 
'a paltry £75' for his trouble.103 Such disparities were reflected in the scheme's 
costs. In 1909 it was reported that Dr Cyril Davis of Waiapu treated more than 
700 Maori in a year and received 2s.9d. (£0.137) per patient on average. At the 
other.extreme, Dr George Wilson of Palmerston North had been paid more than 
£37 to treat just two patients.104 

Setting adequate levels of remuneration for NMOs was complicated by 
questions of eligibility. The establishment of natives reserves and the 'Tenths' 
legislation, restricted almost entirely to parts of the South Island, were generally 
understood to embrace a commitment to provide free medical attendance.105 

(This largely explains the disproportionate number of NMOs allocated to the 
South Island.) While many Maori believed free medical attendance to be a 

101 'Notes of Native Meetings', AJHR, 1885, G- l , p.40. 
102 Gilbert Mair to Under-Secretary, 1 August 1906, MA 23/14, NA. 
103 NZPD, 19 July 1907, 139, pp.518-21. 
104 'Medical Attendance on Natives and Proposed Changes', 1 July 1909, MA 21/20, NA. This 

memorandum was on unheaded paper, with no indication as to provenance. It appears to have been 
a background paper for a Cabinet discussion as to whether the NMOs should be administered by the 
Health or Native Departments. 

105 See, for example, Ward, p. 192 and G.V. Butterworth and S.M. Butterworth, The Maori 
Trustee, Wellington, n.d., c.1991, pp.10-17. Under the 'Tenths' scheme native reserves were set 
aside to provide funds for medical or educational assistance to Maori in specific locations, notably 
in Nelson and Marlborough. The scheme was initially established by the New Zealand Company to 
cushion Maori against the 'want of foresight' whiiih was regarded as a common failing of aboriginal 
races. For comment on the Tenths see Ward, 1995, pp.88,89, 192, and Memorandum by Alexander 
Mackay, Commissioner of Native Reserves, Nelson, 1872, AJHR, 1872, F3, pp.18-23. 
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universal benefit, others accepted that it was intended only for the indigent. In 
1880 George Preece, resident magistrate for Opotiki, reported: 'The Natives 
residing near Opotiki never ask for medical aid from Government, but go to the 
doctor in the same manner as Europeans, and I am informed that they pay for 
attendance cheerfully, and much more speedily than some Europeans.'106 The 
Native Department Under-Secretary was keen to promote self-sufficiency. In 
1889 he emphatically recommended rejection of a plea for medical assistance 
from Patea Maori: 'I am sure the natives in this district can well afford to pay their 
medical attendant.'107 Even within the areas covered by the Tenths some 
subsidized doctors were authorized to 'charge Natives who can afford to pay'.108 

James Carroll, as Native Minister, spelt out this policy in reply to a question from 
Southern Maori MP, Tame Parata, in 1893: government had an agreement with 
the medical officer for Bluff and Stewart Island, he stated, 'to provide medicines 
for indigent natives'.109 

This philosophy carried through into the new Health Department, with Pomare 
drawing attention in his annual report for 1902 to the need for 'properly 
qualified' men to advise indigent Maori patients, in order to negate the threat 
posed by tohunga.110 Pomare's colleague and friend, Chief Health Officer James 
Mason, was insistent that those who could pay should pay, like their Pakeha 
counterparts.111 This view was supported by Maori leaders such as Ngata, who 
wished to promote a greater degree of self-reliance on the part of Maori and 
believed this would be looked on favourably by his people.112 Others.were 
unconvinced. Just weeks later Parata complained about the demise of South 
Island medical services during the Maori Councils supply debate. Reminding 
Parliament of the 'distinct stipulation' concerning free hospitals and medical 
attendance at the time of the mid-nineteenth-century land sales, he revealed that 
'several kaingas had recently written to him that they were required to pay for 
medical and hospital attendance'.113 

Post-1900 there was a growing indignation on the part of NMOs and officials 
about alleged abuses of the system. Valintine claimed in his 1913 annual report 
that there was no obligation to provide free treatment for the well-to-do: 'The 
feelings of a medical man can be imagined who, on account of a subsidy of some 

106 Preece to Under-Secretary, 12 May 1880, AJHR, 1880, G-4, p.10. 
107 Under-Secretary to Native Minister, 17 May 1889, MA 21/19, NA. 
108 'Minutes of Evidence Given by T.W. Lewis, Under-Secretary, Native Department', AJHR, 

1889,1-10, p. 14. 
109 NZPD, 28 July 1893, 80, p.305. 
110 AJHR, 1902, H-31,pp.62-63. 
111 AJHR, 1907, H-31, pp.iv-v. Payment according to one's means was also a cornerstone of 

the planned subsidized medical service for the backblocks. See AJHR, 1912, H-31, p.9. 
112 Ngata to Acting Prime Minister, 18 August 1909, MA 21/20, NA. 
113 NZPD, 10 December 1909, 148, p.943. 
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£50, is called upon to attend a wealthy Maori in possession of broad acres, a well-
furnished house, high-class agricultural implements, a motor-car, a billiard-
table, and other luxuries of modern life.'114 Yet just months earlier Valintine had 
stressed a quite different policy to Kaeo's incoming NMO: 'If you accept the 
position, you must undertake the treatment of all the Maoris in your district, 
irrespective of the financial position.'"5 

Increasing resentment on the part of NMOs who perceived themselves to be 
underpaid and exploited was perhaps exacerbated by Buck's attitude following 
his appointment as Director of Maori Hygiene in 1920. Buck's first report 
charged that Maori did not receive the attention to which they were entitled and 
the department was therefore not obtaining value for money."6 Any resentment 
stemming from this slur was doubtless fuelled by his next report: 'It is time that 
the Maori paid for his medical attention and that the Medical man took his chance 
of collecting bad debts from the Maori as well as the Pakeha. In districts where 
subsidies were not given the natural adjustment took place long ago.'"7 Buck 
continued this line of reasoning when writing to Valintine about a proposed 
subsidy for Te Kuiti. Buck acknowledged that the inability of many Maori to pay 
for treatment created hardship for certain doctors but still argued that the 
department should not be regarded as responsible for the bad debts of medical 
practitioners."8 It was a view scarcely calculated to endear him to NMOs. 

The doctors' reaction to perceived exploitation was forcefully demonstrated 
in the case of Dr Albert McClymont, NMO for Havelock. His agreement with the 
department specified that non-indigent Maori were to be charged at a rate to be 
agreed between 'Medical Practitioner and Native'. In November 1923 McClymont 
resigned in high dudgeon, complaining that rural Maori came into town, had a 
few drinks, then visited him with imaginary disorders as 'part of the normal 
round of entertainment'. Although some were better off than the doctor himself, 
any suggestion of a fee was met with a 'torrent of filthy abuse Every Maori 
is "Indigent" if medical fees are mentioned.' The Havelock post then lapsed 
since no replacement could be found to accept the salary on offer.119 

By the mid-1930s departmental memoranda and reports were almost invari-
ably headed 'Medical Services for Indigent Maoris'. The term covered a broad 
spectrum. In his 1937 report to the first Labour government, the Rockefeller 

114 AJHR, 1913, H-31, pp.2-3. 
115 Chief Health Officer to Dr William Mercer, 8 January 1913, HI 160/5, NA. 
116 AJHR, 1921, H-31, p.33. Buck had expressed similar concerns in his 1910 MD thesis. Cited 

in M. Holdaway, 'Where Are the Maori Nurses Who Were to Become Those "efficient preachers of 
the gospel of health"?', Nursing Praxis in New Zealand, 8, 1 (1993), p.32. 

117 AJHR, 1922, H-31, p.35. 
118 Director of Maori Hygiene to Director-General, 12 August 1924, HI 160/39, NA. 
119 See correspondence November 1923, HI 160/52, NA. 
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Foundation's Pacific representative, Dr Sylvester Lambert, adopted as his 
starting point the assumption that all 82,000 Maori were indigent for purposes 
of health.'20 Many NMOs would have concurred. 

David Thomson has argued that social policy is often viewed within a time 
frame which does not exceed some 20 years.121 His thesis may help explain why 
authors like Ngata and Maclean produced such a truncated account of the origins 
and development of the NMO scheme. The tendency to restrict the story to little 
more than a single generation also detracts from a fuller understanding of the 
issues involved. Dalley claims in her contribution to this volume that a longer 
view of child welfare services from the 1920s to the early 1970s indicates that 
some government agencies displayed a more flexible approach in working with 
Maori families than has generally been recognized.122 The same might be said of 
the NMOs. 

By 1940 the NMO scheme had all but disappeared with the implementation of 
universal subsidized medical care for all New Zealanders under the 1938 Social 
Security Act. Yet part of the underlying ethos remained. In 1906 the Native 
Department had considered replacing NMOs with a smaller number of full-time 
doctors. The Under-Secretary was momentarily intrigued and asked one 
Christchurch magistrate: 'Do you know of any specially suitable men?'123 The 
idea was lost sight of in the subsequent administrative restructuring but was 
revived more than three decades later. In October 1940, Director-General Watt 
invoked the prospect of full-time Maori medical officers in a memorandum to 
medical officers of health, citing the current appointment of Dr Golan Maaka to 
treat the high incidence of venereal disease in the Bay of Plenty. Watt stressed 
that he had not approached government and his survey was simply explora-
tory.124 The first practical outcome of this thinking was the creation in 1941 of 
the Hokianga Special Area medical service under the irrepressible Dr George 
McCall Smith of Rawene.125 

In 1942 two Otago medical students conducted a health survey of Southern 
Hawke's Bay Maori as part of their public health curriculum. Their assessment 
of general practice work among Maori concluded: 'Much of their attendance 
receives no pecuniary reward, but the doctors are resigned to the situation and 

120 S.M. Lambert, 'A Survey of the Maori Situation', unpublished report dated 28 May 1937 
(copy held in Health Department Library), pp.46-47. 

121 D. Thomson, 'Welfare and the Historians', in L. Bonfield, R. Smith and K. Wrightson, eds, 
The World We Have Gained, Oxford, 1986, p.357, quoted in Dalley, p. 190. 

122 Dalley, p. 190. 
123 Under-Secretary to H.W. Bishop, 23 June 1906, MA 21/20, NA. 
124 Memorandum dated 4 October 1940, HI 160/175, NA. For Maaka's career, see B. Haami, 

Dr Golan Maaka: Maori Doctor, Birkenhead, 1995. 
125 SeeG.K. Welch, Doctor Smith: Hokianga's ' King of the North', Hamilton, 1965, pp.184ff. 
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accept their responsibilities without complaint.''26 Their comment echoed that of 
Dr William Borrie, NMO near Port Chalmers in 1912. When Borrie's wife 
complained that his remuneration barely met travel expenses, Borrie com-
mented: 'I should have to go, whether or not I was paid, and it is better to have 
something than nothing.'127 His words provide a fitting epitaph for a system 
which, despite its imperfections, had struggled to cope for almost exactly 100 
years. 
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126 M. Beedie and N. Hunter, 'Health Survey of Maoris of Southern Hawke's Bay', DPH thesis, 
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