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INDIGENOUS RESILIENCE 
 

From disease and disadvantage to  
the realisation of potential 

 
 
 

Mason Durie 
 

This paper was first presented at the Pacific Region Indigenous Doctors 
Congress (PRIDOC) in December 2006 at Rotorua. 

 
 

PUKAWA 1856 
 
The Pacific Region Indigenous Doctors Congress (PRIDOC) 
2006 occurs 150 years after an important historic event in New 
Zealand.  In November 1856, 1600 tribal leaders gathered at 
Pukawa, Lake Taupo, to discuss strategies that would enable 
them to better cope with mounting risks associated with 
migration from England, Scotland, Australia and other parts of 
the globe.  Loss of autonomy, alienation of resources, especially 
land, and a lack of voice in governance were major concerns for 
the participants.1  Hosted by Iwikau te Heuheu, a chief from 
Ngati Tuwharetoa, the ostensible purpose of the meeting was to 
select a Māori king who could provide a focus for united action 
and a unified approach to slow down the sale of tribal lands.  
Even though it could impose excessive demands on tribes and 
was not entirely compatible with the customary style of 
leadership based around tribal structures, tribal authority, and 
tribal independence,2  the meeting agreed that the selection of a 
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king was one step towards refocusing Māori energies to meet 
changing circumstances.3  Eventually, although he was not at 
Pukawa, Potatau te Wherowhero became the unanimous choice 
for King and finally agreed to be anointed in 1858.4   
 
There are two reasons why the Pukawa meeting has relevance for 
indigenous doctors from the Pacific region.  First the participants 
at Pukawa recognised that the imposition of new political, 
economic and social agendas demanded an innovative response 
to ensure survival.  PRIDOC is also concerned with new 
solutions to deal with contemporary situations.  Second, 
however, although survival was indeed a real threat in 1856, 
mere survival was not regarded as a sufficient endpoint; the more 
significant goal was to establish an environment where the 
indigenous people of Aotearoa could flourish and prosper, with a 
sense of equality and a capacity for self management.  The 
PRIDOC focus on excellence captures some of those same 
aspirations.  Pukawa provided a platform for nurturing resilience. 
 
CHARACTERISTICS OF RESILIENCE 
 
There is now world-wide concern for the health of indigenous 
peoples.5  At the fifth session of the UN Permanent Forum on 
Indigenous Issues in 2006 a programme of action dedicated to 
the worlds Indigenous peoples was launched.  Indigenous people 
make up six percent of the world’s population accounting for 
some 370 million people spread across 70 countries.  Most have 
high mortality rates for specific disease and injury with 
substantially lower life expectancy than non-indigenous 
peoples.6   
 
While efforts to redress the problems have largely focussed on 
managing disease and injury, other approaches have explored 
reasons why some groups exposed to similar stresses and risks 
have remained well and even flourished.  Superimposed on 
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adversity and historic marginalisation, indigenous resilience is a 
reflection of an innate determination by indigenous peoples to 
succeed.  Despite threats of genocide and ethnocide, indigenous 
peoples in the Pacific have endured and prospered to the extent 
that they are now in significantly stronger positions than they 
were 150 years ago.  Resilience is the polar opposite of rigidity.  
It provides an alternate perspective to the more usual scenarios 
that emphasise indigenous disadvantage, and allows the 
indigenous challenge to be reconfigured as a search for success 
rather than an explanation of failure.   
 
Indigenous success, the precursor to resilience, has several 
dimensions but essentially encompasses individuals and groups, 
a capacity for positive engagement, and a level of autonomy.  
Much of the literature on resilience centres on the potential of 
individuals to overcome personal trauma and succeed.  However, 
resilience is also about the achievements of collectives: families, 
whānau, communities, tribes, mobs, and whole populations.  
Success in that sense is a shared experience which reflects an 
ability to adapt and a propensity for turning adversity into 
accomplishment.   
 
Two broad capacities underpin indigenous success: a capacity to 
engage with indigenous culture, networks and resources, and a 
capacity to engage with global societies and communities.  The 
duality recognises the two worlds within which indigenous 
peoples live and the skills needed to negotiate both.  Successful 
engagement with the indigenous world is facilitated by spiritual 
and cultural competence and acceptance by communities, while 
engagement with global societies is eased by the acquisition of 
technical skills, educational qualifications, and a capacity to deal 
with bias and prejudice.   
 
A third aspect of indigenous success is built around autonomy 
and self-management.  It applies equally to families, 
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communities and whole indigenous populations.  Resilience is 
less likely if indigenous futures are premised on the aspirations 
of others.  Instead indigenous success requires a capacity for 
indigenous approaches to governance and management that are 
compatible with the world views of families, tribes, and 
indigenous communities while at the same time being attuned to 
wider societal values and economies. Autonomy does not 
necessarily mean an independent pathway but seeks 
opportunities for collaboration and co-operation on the basis of 
equality and shared goals. 
 
THE DETERMINANTS OF INDIGENOUS RESILIENCE 
 
Resilience is shaped by many forces acting alone or together.  
They can be grouped into broad determinants: demographic 
transitions, human capability, cultural affirmation, attitudinal 
biases, the economy, lifestyle environments, policies of the state, 
indigenous mobility, and leadership. 
 
Demographic Transitions 
In 1856 the Māori population was in a state of decline.  Even by 
1836 there were reports that the population had been reduced by 
more than a quarter and by 1906 it was estimated at 45,000 – a 
reduction of more than 75 percent from 1806.  Although 
extinction was widely predicted, not only did Māori survive, 
within a century they had become more numerous than at any 
other time in history.  Even though changes to statistical 
definitions of Maori make it difficult to draw exact comparisons, 
there is strong evidence of a substantial and sustained increase in 
the Maori population.  In the 2001 census 526,281 New 
Zealanders identified as Māori with a median age of 21 years.7   
 
Further, although accounting for some fourteen percent of the 
total New Zealand population in 2001, by 2051 the Maori ethnic 
population will almost double in size to close to a million, or 
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twenty-two percent of the total New Zealand population.  Even 
more dramatic, by 2051 thirty-three percent of all children in the 
country will be Maori and the percentage of the population over 
the age of 65 will steadily rise from three percent (1996) to 13 
percent (2051) as life expectancy increases.8   
 
While the figures vary from country to country, and stages of 
development are either accelerated or delayed, many of the 
demographic trends observed for Māori are common to 
indigenous peoples in the wider Pacific:  fast growing 
populations, a lower than average median age, and a large cohort 
of young people.  Of the Australian indigenous population for 
example, 40 percent are below the age of 15 years compared 
with just 21 percent of the non-Indigenous population.9  In 
addition there are early signs of an ageing population; gradually 
the median age will increase as life expectancy rises. 
 
In addition to the overall growth in indigenous populations, two 
particular trends have special relevance for resilience: 
youthfulness and increases in the numbers of older people.  
Youthfulness can be associated with high levels of risk taking 
and in that sense represents a threat to good health, but it is also a 
sign of vitality, potential and a greater likelihood of innovation.  
And an increase in the proportion of older people not only 
reflects greater life expectancy but also an increased capacity for 
the inter-generational transmission of culture, wisdom and 
leadership. 
 
Human Capability 
Insofar as resilience is about overcoming adversity and 
reconciling tensions within complex and often contradictory 
societies, much depends on human capabilities to manage new 
environments and wield together indigenous world views with 
views derived from science, business, law and environmental 
management.  Two indicators of capability of particular 
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relevance to PRIDOC are indigenous participation in tertiary 
education and indigenous representations in the health 
workforce.   
 
There are signs that on both counts indigenous participation is 
increasing.  For Māori learners for example there have been 
significant gains.  Retention rates for sixteen year olds at 
secondary school increased from 47 percent (in 1987) to 63 
percent in 2003).  Between 1983 and 2000 the percentage of 
Maori students who left school with no qualifications decreased 
from 62 percent to thirty-five percent, while at the tertiary level, 
between 1993 and 2004 Maori participation increased by 148 
percent.  By 2002 Maori had the highest rates of participation in 
tertiary education of any group aged at twenty-five years and 
over. Although the significant improvement masked the fact that 
Maori were still five times more likely to enrol in Government 
remedial training programmes and three times less likely to enrol 
at a University,10  around seven percent of the total university 
population in 2005 is Maori.  But most of the recent tertiary 
education growth has occurred through accredited tribal learning 
centres, wānanga, which increased enrolments from 26 000 
students in 2001 to 45 500 in 2002.11   
 
Similar growth has been seen in the composition of the health 
workforce.  As one way of addressing the disproportionate 
representation of Māori in most illnesses and injuries, workforce 
development has become a high priority for improving Māori 
standards of health.  In 2000, Māori made up around 14 percent 
of the total population but only five percent of the national health 
workforce.12  In order to increase the size of the workforce, there 
have been deliberate efforts to attract Māori into the health 
professions through affirmative action programmes – or 
programmes that have similar aims.  In1998 for example the 
University of Auckland launched Vision 2020, a programme 
designed to significantly increase Māori entry into the medical 
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school.  In 1984 there had been around 5 new Māori medical 
students each year but by 2004, the number of new Māori 
entrants had increased to 24.13  Similar trends have been seen in 
the qualified medical workforce.  From an estimated workforce 
of around 60 in 1984, there are now over 200 Maori medical 
practitioners across range of specialties, accounting for three 
percent of the total active medical workforce.  In addition 
scholarships have been offered from a number of sources as 
incentives to encourage enrolment in other disciplines such as 
nursing, social work, clinical psychology and addictions.  The 
number of Māori dentists for example has increased from 4 or 5 
in 1984 to 44 in 2005. 
 
Indigenous education in Australia has seen similar developments.  
There have been significant increases in the number of 
indigenous Australians enrolled in higher degrees – over 25 
percent between 2001 and 2003 – and a discernable shift towards 
‘indigenising the curriculum’ has been evident.14  Further, a best 
practice framework for the recruitment and retention of 
indigenous Australians into the medical workforce was launched 
in 2005 by the Australian Indigenous Doctors Association.  
Healthy Futures, has been endorsed by the Government and 
accepted by Australian medical schools as a template for 
action.15 
 
An important aspect of human capability building – and 
especially germane to indigenous resilience – has been the 
incorporation of indigenous world views into education and 
training.  It is no longer acceptable that education and training 
should lead to the abandonment of an indigenous identity.   As 
an agent of resilience, capability building requires that 
professional, technical and interpersonal skills are learned in a 
way that strengthens identity so that students and trainees can 
bring indigenous inventiveness to the workplace and ultimately 
provide services that will be relevant to indigenous peoples. 
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Cultural Affirmation 
A third determinant of indigenous resilience is linked to the ways 
in which indigenous language and culture are expressed in 
modern times.  Language resilience is evident by the proportion 
of people who speak an indigenous language and the number of 
domains where that language can be heard.  Where indigenous 
people are a minority population, and even occasionally where 
they are a majority such as in Ireland, indigenous language 
domains are generally limited and there is debate about the 
appropriateness of applying them to all fields rather than 
concentrating on a few.  But increasingly the boundaries have 
been pushed out and (for example) Māori language has been 
woven into radio and television, into education and health 
promotion, and more recently into popular music including rap.  
Those innovations are consistent with the view that a resilient 
language is one that is used in both contemporary and customary 
contexts. 
 
Indigenous resilience cannot be solely measured by indigenous 
participation in society since resilience is also about the way in 
which indigenous philosophies, styles of thinking, 
conceptualising, and turns of phrase are expressed in schools, at 
work, and in leisure time.  Aligning cultural world views and 
indigenous knowledge with other knowledge systems and 
exploring the interface between them has unrealised potential.   
 

‘Living at the interface’ was a theme at the first PRIDOC 
conference in 2002.  A tendency to appreciate indigenous 
knowledge and culture only because of its historic 
associations would miss any relevance for today and fail to 
capture the potential for knowledge expansion.  In medical 
practice there is the opportunity to expand the basis for 
medicine by creating foundations drawn from the scientific 
tradition as well as the indigenous traditions.  In that process 
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indigenous doctors are well placed to show leadership and a 
capacity to work within two systems.16 

 
Over the past decade progress in aligning indigenous culture 
with professional development has occurred in several areas.  For 
example environmental protection, based on cultural 
perspectives of sacredness and identity has been discussed in 
relationship to health in Palau17 and the integral significance of 
culture to health research has been emphasised in Pacific 
community based research proposals.18  Repositioning 
traditional healing within a social science context has also been 
seen as an important step to improving health services in Tongan 
communities and the grouping of healing with conventional 
health services has been postulated as a useful approach.19 
 
Attitudinal Bias 
Although the pathways to success are complex with multi-
determinants, there is empirical evidence that indigenous 
achievement (or non-achievement) is very often a product of the 
attitudes of others – professional bodies, national organisations, 
state governments, international agencies, non-indigenous 
members of society, and indigenous peoples themselves.  
Expectations for indigenous peoples, especially where they are 
minorities in their own lands, are seldom high or indeed afforded 
priority and are not infrequently negative and disparaging.  Many 
indigenous communities also have low levels of ambition and do 
not expect that their own people will be able to rise above 
adversity and exercise both leadership and control over their 
future directions. Lack of success becomes a self-fulfilling 
prophecy.   
 
Reversing entrenched attitudes will be no mean task.  But there 
are encouraging examples where major attitudinal changes have 
occurred in recent times.  The1984 Hui Taumata led Māori to 
refocus energies away from state dependency towards self 
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management, economic self sufficiency and self determination.  
Expectations of failure, trapped lifestyles and mediocrity are now 
increasingly balanced with expectations of success, innovative 
discovery, and collective wellbeing.  In Australia the 
establishment of an Indigenous Higher Education Advisory 
Council in 2005 has provided for a vehicle for the advancement 
of indigenous students and academics through improved polices 
and strategies.  The motivation for PRIDOC has similar 
objectives – the creation of a forum where indigenous doctors 
from the Pacific can anticipate success on dual fronts: success in 
professional and technical spheres and success in realising 
indigenous goals.  Moreover a standard of excellence has been 
promoted. 
 
The Economy 
Resilience is more likely where economic circumstances are 
favourable and the indigenous resource base is strong.  Many 
indigenous peoples have experienced serious erosion of 
customary resources, especially land.  Currently for example 
Māori own around five percent of the total New Zealand land 
mass much of which is scarcely arable.  Over a century and a 
half, and by one means or another, some 25 415 029 hectares 
were lost. The massive alienation of a once substantial estate had 
been the product of imposed reformation of land tenure, a shift to 
a cash economy, large and small-scale pastoral farming, mining, 
new perspectives on the value of land, urban development, 
tourism, conservation measures in the name of national interest, 
and an element of avariciousness.  Moreover, alienation of Māori 
land did not apply only to surface rights but also came to include 
sub-surface rights to minerals, gas and geothermal energy.  
 
Natural resources, including forests and fish as well as land, are 
important contributors to indigenous resilience.  Partial 
restitution of resources through the settlement of grievances has 
improved the economic circumstances of some tribes and as 
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Treaty settlements and fisheries investments mature, the Māori 
economy shows signs of gaining strength.20  But increasingly 
Māori are looking to other resources to provide economic 
security and resilience is being linked to exploration of the 
knowledge society and participation in the knowledge economy.  
Because the population is expanding at a faster rate than the 
physical resource base, that trend is likely to continue, not only 
for Maori but for Pacific peoples whose island based resources 
are similarly unable to provide sustainable economic growth into 
the future. 
 
Lifestyle Environments 
A common characteristic of indigenous peoples is a capacity to 
relate to the natural environment.  All indigenous people 
perfected the art of adaptation in order to live in harmony with 
nature.  In Aotearoa for instance the laws of tapu constituted a 
type of public health code which minimised risk and promoted 
an ethos of sustainability.  But synergy with the natural 
environment has become less relevant in urban environments and 
increasingly the challenge has been to adjust to new, man-made 
environments and their associated non-communicable diseases.21  
There are many examples where adjustments have been 
successful though not necessarily before considerable damage 
was inflicted.   Overcoming endemic tuberculosis and in recent 
times reducing the incidence of meningococcal meningitis are 
markers of successful adaptive processes.   
 
However, other environments remain to be harmonised.  The rate 
at which carbon fossil fuels are burned has created a global 
warming problem with climatic change, threats of a greenhouse 
environment, and the emergence of new sets of health problems 
on a scale that has not been previously known.22  There are also 
new social and cultural environments that predispose to mental 
disorders such as depression, alcohol and drug misuse,23 and 
increasingly urban populations are faced with consumer 
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environments that foster, among other things, type II diabetes.  
Speaking at the International Diabetes Federation’s, ‘Diabetes in 
Indigenous People’ Forum in Melbourne in November 2006 
Professor Zimmet from the International Diabetes Institute 
showed that diabetes had become a major and deadly threat to 
the continued existence of some indigenous communities 
throughout the world as a result of western lifestyles and diet.  
Media reports in New Zealand concluded that unchecked, the 
diabetes problem could lead to Maori becoming extinct.   
 
Predictions of extinction are not new to Māori.  By 1874 the New 
Zealand Herald was convinced the end was nigh: ‘That the 
native race is dying out in New Zealand there is, of course, no 
doubt…The fact cannot be disguised that the natives are 
gradually passing away; and even if no cause should arise to 
accelerate their decrease, the rate at which they are now 
disappearing points to their extinction in an exceedingly brief 
period.’24   But by failing to take into account Maori resilience 
and adaptability reports of extinction have been remarkably 
inaccurate.  While recognising the seriousness of diabetes, and 
its increasing prevalence, the facts point to a resilient people with 
a capacity to adapt and succeed.  The rate of adaptation and the 
expression of resilience in response to the threats of diabetes and 
other lifestyle disorders, will not only depend on the quality of 
information, access to early intervention, and the strength of 
indigenous leadership but also on the development of a code of 
living that is comparable to codes that were fashioned when 
Māori learned to live harmoniously with the natural 
environment.  It is perhaps a task for PRIDOC. 
  
Policies of the State 
Key to preparing for the future is a need for policies that will 
facilitate resilience and the realisation of indigenous potential.  
Polices that recognise indigenous peoples as risks will do little to 
actively promote strengths or encourage innovation.  
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An important policy issue revolves around the ways in which 
states value indigeneity and two issues are often allowed to cloud 
the issue.  First, addressing cultural diversity is not the same as 
recognising indigeneity or agreeing about the place of indigenous 
peoples within the modern state.  Equal rights for all cultures 
endorses cultural respect but does not address the issue of 
indigeneity which is only partly about culture.  Second, the 
position of indigenous peoples within a state is not solely about 
socio-economic disadvantage, or health risks.  Those 
considerations are germane to all people.  Indigeneity is 
essentially about a set of rights and responsibilities that embrace 
economic, social, environmental and cultural dimensions, and the 
nature of the relationship to the state.  
 
The distinctions between a celebration of culture and indigeneity 
are clear in the Draft Declaration of the Rights of Indigenous 
Peoples.  After twenty years the Draft Declaration was widely 
supported by indigenous peoples from around the world, had 
been adopted by the UN Human Rights Council in June 2006 
and recommended for adoption by the General Assembly.  But a 
“no action” motion was advanced in the Third Committee of the 
UN General Assembly at the November 2006 session.  African 
states, as well as Samoa, Micronesia, Kiribati, New Zealand, 
Australia, Canada and the United States of America were 
opposed to some aspects of the Draft and led the move to stall it.  
Other states including Tonga and Vanuatu abstained.  In the 
event a global opportunity to facilitate indigenous resilience was 
put on hold for further consideration before the end of the 61st 
session of the UN General Assembly (September 2007). 
 
Lack of state support for indigenous causes is not new.  New 
Zealand has been through a two decade process of settling claims 
between Māori and the state brought about by disregard for 
indigenous property and cultural rights.  And some states have 
found it difficult to distinguish between indigenous rights and 
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interests on the one hand and ethnic interests on the other.  As 
societies become increasingly multi-cultural, the recognition of 
ethnic diversity will become more important and the celebration 
of their various cultures will add to the wealth of each nation.  
But important as ethnic and cultural rights are, indigenous rights 
constitute another dimension and require responses from states 
that are not based solely on cultural difference or ethnic 
diversity.  
 
Indigenous Mobility 
A primary characteristic of indigenous peoples has been a 
longstanding relationship with land, forests, waterways, oceans 
and the air.25   That characteristic is expressed in language, song, 
dance, and gatherings where tribal customs and aspirations can 
be shared.  Increasingly, however, indigenous peoples have 
migrated away from homelands, either through a process of 
urbanisation or migration to other countries.  Maori, Australian 
Aborigines and Torres Strait Islanders have moved in large 
numbers from rural areas to reside in towns and cities.  Though 
still linked to traditional lands, and often retaining strong 
interests in them, their lives are largely shaped by metropolitan 
environments.  Pacific Peoples have also moved to new 
environments.  When island economies have been unable to 
sustain expanded populations, families have migrated to 
neighbouring countries such as New Zealand and Australia, 
where work and education can be obtained.   
 
The diaspora – whether urban or transnational – has sometimes 
been seen as a weakening of indigenous identity and potential.  
However, over time it has become apparent that many tribes in 
New Zealand, and many Pacific nations, have remained resilient 
not in spite of the diaspora but because of the diaspora.  While 
those who leave home do not necessarily retain the same idiom 
or the same values as those who remain behind, a commitment to 
their own people may be no less and re-connections will be 
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valued.  The capacity to contribute to indigenous resilience may 
be increased by new skills, expanded networks, different 
organisational arrangements, and fresh visions acquired in distant 
environments.   
 
LEADERSHIP - INDIGENOUS DOCTORS AND INDIGENOUS 
RESILIENCE 
 
By virtue of their training and standing in the community, 
indigenous doctors can contribute to the promotion of resilience 
in two ways.  Most obviously, improving health status will 
increase levels of resilience; but in addition doctors are well 
placed to participate in the conversion of environments that 
diminish resilience into environments that can enhance 
resilience. 
 
Apart from public health physicians who have professional 
interests in whole populations, most doctors are concerned with 
the treatment of injury and disease for individual patients.  In that 
respect the possible contribution to indigenous resilience is high, 
at least for individuals.  But the promotion of resilience is likely 
to be even greater if the diagnostic and treatment process can 
address human potential as well as human pathology.  While 
time spent with patients is valuable and inevitably never long 
enough, and notwithstanding the energies and costs required to 
establish a diagnosis and devise a treatment plan, should a 
medical examination also attempt to identify pathways that will 
lead to positive lifestyles and success in terms that are relevant to 
indigenous resilience?  Is there a case for indigenous doctors to 
take a lead in the development of schedules and instruments that 
are capable of unravelling the foundations of potential alongside 
the foundations of pathology? 
 
Moreover, when considering resilience from the perspective of 
indigenous peoples as whole populations, there is another role 
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for doctors, not necessarily as healers but as part of an 
indigenous leadership network.  Leadership remains 
fundamentally important to indigenous development in modern 
times.  Indigenous leaders need to be expert in navigating 
modern environments while remaining in touch with indigenous 
realities, indigenous aspirations and indigenous culture.  As 
leaders, health professionals need to be able to establish positive 
relationships with a variety of institutions, communities, sectors, 
tribes, and systems of knowledge.  Independently and 
collectively their influence with governments, professional 
bodies and their own people could be instrumental in converting 
hazardous environments to environments that are conducive to 
the emergence of resilience and potential. 
 
While elders exercise leadership roles on the basis of a broad 
understanding of the overall aspirations of their people, 
indigenous doctors have professional and technical skills that are 
the product of lengthy training.  But they will also need to be 
comfortable working at the interface between indigenous worlds 
and worlds dominated by science, law and economic theory and 
will need to be equally comfortable working with indigenous 
colleagues from other disciplines and callings.  Leadership 
embraces diverse skills and knowledge sets and will be a major 
contributor to resilience.  The establishment of academies for 
Indigenous Leadership could serve a useful purpose.  Leaders in 
a range of endeavours such as education, commerce, the law and 
environmental management might join with leaders in health to 
learn skills relevant to indigenous futures, and to deliberately 
foster a climate of resilience. 
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SUMMARY 
 
Exploring indigenous resilience is an alternative way of 
understanding indigenous health.  A number of determinants 
impact on resilience including demographic transitions, human 
capability, cultural affirmation, attitudinal biases, the economy, 
lifestyle environments, policies of the state, indigenous mobility, 
and indigenous leadership.  To a large extent those determinants, 
together and individually, mediate between successful outcomes 
and outcomes where disease, disadvantage and deficit prevail.    
 
Success is a precursor of resilience and has at least three core 
characteristics.  Success refers to individuals, groups, tribes and 
the indigenous population as a whole.  A successful person 
whose success is not mirrored in the success of others does not 
necessarily contribute to indigenous success.  Success is also 
reflected in the quality and quantity of indigenous engagements 
with wider societies as well as with indigenous societies, and is 
further characterised by a high degree of autonomy and a 
capacity for self management, self governance, and 
collaboration. 
 
Where there is success there is likely to be sufficient resilience to 
overcome adversity and disadvantage and to prepare the way for 
other individuals and groups to follow similar successful 
pathways.  The task is to reduce adversity where it can be 
reduced and to build resilience so that any consequences of 
adversity do not outweigh the capacity of indigenous peoples to 
thrive and prosper. 
 
EPILOGUE 
 
If there were a central lesson from Pukawa in 1856 it was that 
resilience must be nurtured and actively led.  In November 2006 
more than 5000 Māori gathered at Pukawa to open a new tribal 
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house and to remember the gathering that had taken place 150 
years earlier.  The event was led by descendants of Te Heu Heu 
and Potatau te Wherowhero.  Not only had the lineages survived 
but there was evidence that they had prospered, grown in size 
and attracted wider support.  Tumu Te Heuheu was the host and 
Tuheitia Paki, who had been anointed the 7th Māori King only 
three months earlier, was the guest of honour.  Together they, 
and their people, epitomised the spirit of Maori resilience. 
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INTRODUCTION 
 

If there is a single motivating factor for the establishment of 
tribal education strategies it is an overwhelming desire and 
ambition by tribes to advance tribal aspirations. These include 
the development and enhancement of tribal capacity and identity; 
the revitalisation and maintenance of tribal reo me ona tikanga; 
and ensuring positive outcomes that lead to successful 
educational achievement levels of Māori children in their rohe.  
 
The perceived efficacy of köhanga reo, kura kaupapa, wharekura 
and wānanga on the lives and wellbeing of Māori children and 
their whānau are held as the benchmark against which tribal 
aspirations are determined. In the past Māori have had little say 
in decisions that have helped shape schooling in Aotearoa, and 
overtime this system has not worked for Māori children. Some 
tribes have moved to develop iwi specific cultural standards in 
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education as a further strategy to outline and make clear to the 
education community, policy makers and politicians alike, what 
tribal expectations are for students, the whānau, the community, 
the teachers, curriculum and the operation of schools. There are 
at least three assumptions underpinning the development of iwi-
specific cultural standards that reflect tribal expectations.  
 
First is a commitment by tribes to ensure access to and the 
transmission of tribal knowledge in relevant contexts and 
institutions. This is often referred to as the ‘iwitanga’ factor 
(Kahungunutanga, Tuhoetanga) which includes the revitalisation 
of te reo me ona tikanga, especially the maintenance and active 
usage of distinctive tribal dialects.  
 
Second is an assumption that as tangata whenua tribes have a 
role in facilitating stakeholder relationships with the state that 
contribute to mutually beneficial outcomes in relation to  access 
and participation in education, and increasing educational 
achievement and retention rates. There is also concurrence across 
tribes of a responsibility to uphold the interests of all children 
and their whānau who reside within their rohe besides their own 
tribal beneficiaries.  
 
Third, is the capacity at the whānau, hapü or iwi level, to offer 
schools relevant frameworks to engage with whānau, hapü and 
the wider Māori communities. This can include access to cultural 
resources from which schools might otherwise be excluded. This 
is an important consideration where aspects of tribal history are 
regarded as priorities by tribes for inclusion in school 
programmes. 
 
The process of developing iwi specific cultural standards in 
education is a complex one. On the one hand tribes are aware of 
the challenges they face on a number of levels and especially 
gaining the commitment of schools and the education community 
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to advance tribal aspirations. Māori have a long history and 
experience of schooling in a colonial and neo-colonial era and of 
dealing with and responding to the hegemonic consequences of 
the will of the State. To some extent this has resulted in an 
ability, and political savoir-faire at reading, interpreting and 
dealing with the Eurocentric mindsets of politicians, policy 
makers and institutional bureaucrats. As Michael King observed 
thirty years ago, “Māori opinion is now sufficiently articulate 
and mobilised to impede public policies when they do not invite 
such consideration”.1  
 
On the other hand there is also the challenge of accounting for 
diverse tribal interests, points of view and personal agendas that 
are not always in unison and not letting these distract from the 
pursuit of the bigger goal by maintaining a unity of purpose and 
clear processes.  
 
Inevitably, tribal expectations in relation to  cultural standards 
raise questions regarding definitions of culture, who defines such 
definitions, what constitutes standards, how they will be 
measured, by whom and on what basis? Some tribes have elected 
to substitute the term cultural standards and to adopt Māori terms 
that describe more precisely what they understand cultural 
standards to mean.2 The notion of standards associated with state 
schooling is highly contested generally and is particularly 
contentious for Māori. This is because standards are inextricably 
linked with measurements. Standardised tests and public 
examinations are among the chief sorting mechanisms for 
evaluation and assessment procedures in schools that are usually 
set against highly selected, often taken for granted sets of 
‘acceptable norms.’ The outcomes of such procedures have 
tended to pathologise Māori educational achievement thereby 
raising questions about whose interests have really been served. 
Evaluations and assessments per se may not be the problem, but 
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what counts as ‘acceptable norms’ and faulty or inappropriate 
measures may well be.  
 
Invariably standards are about knowledge which bring to bear 
those critical questions regarding what knowledge counts, how 
knowledge should be organised (the curriculum) and/or 
packaged (as textbooks) for transmission? Transmission is 
concerned with pedagogy, with learning, with the curriculum and 
its construction. Which raises further questions regarding how 
learning will be facilitated and by whom? What criteria are 
necessary in pre-service selection and training of teachers? What 
are the implications of this for Colleges of Education and other 
pre-service providers? What do teachers need to know in order to 
ensure successful outcomes for Māori children? Schools serve to 
act as key agents of cultural and ideological hegemony and of 
selective traditions. The cultural capital that is enshrined in the 
schools habitus operates to reward and fail students in 
accordance with the cultural capital they bring.3   
 
Most Māori children in Aotearoa are located in schools where 
there is often a cultural discontinuity and dissonance between 
home and school, between the lived realities of whānau and what 
Bourdieu describes as the habitus of the school.4 These schools 
are generally described as mainstream. The term mainstream is a 
euphemism or code word for schools that are oriented within a 
western /Euro-centric tradition. When we think of mainstream 
schools we think of schools that are controlled by those who 
have political, economic and cultural power and which position 
western values, knowledge, culture and the English language as 
the central focus of the total school habitus. Incorporation of 
aspects of Māori language and culture, the ‘taha Māori’ factor, 
are either ‘add-on’s’ to the core curriculum or can be found 
superficially expressed as Māori/English signage for school 
buildings and offices.5  
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For many Māori children mainstream schools are sites of 
alienation reinforced by the disjunction between home and a 
Eurocentric school milieu. In this context what counts as school 
knowledge, the way school knowledge is organised, resourced, 
taught and evaluated, the underlying codes that structure such 
knowledge, access to and legitimation of school knowledge is 
determined by the dominant culture.6 Underpinning these 
epistemological concerns, knowledge transmission and what 
constitutes the curriculum, are values.  What values count and 
how values are understood, practiced and legitimised are 
important considerations when we think about what the purpose 
of education ought to be.  
 
In the context of Aotearoa New Zealand, an overwhelming 
premise among Māori generally is that Māori cultural values, 
customs and worldview are essential elements that distinguish 
the people, this land and our identity as a nation from any other 
place on earth. They are the defining characteristics and values 
that make us unique. There are indications that the wider New 
Zealand public might think so too. When I began preparing this 
presentation I intended to reference several examples to 
demonstrate my point.7 But these have been overshadowed by 
the extraordinary events that have unfolded as a consequence of 
the passing of Te Arikinui Dame Te Atairangikaahu. This marks 
a defining moment in the history of this nation for many reasons 
most notably the loss of someone who demonstrated the ultimate 
measure of great leadership; the ability to lead the people of 
Tainui and the Kingitanga by following them with wisdom, 
dignity and humility.  
 
Over the six day period of the tangi the media coverage exposed 
many glaring gaps in the understanding between Māori and 
Pākehā. It seems inconceivable that only a small minority of 
Pākehā could share Māoridom’s sense of loss. The lack of 



32   The Development of Cultural Standards in Education     

 

knowledge about Māori history among the general New Zealand 
public was palpable.  
 
The live television broadcast of the final day, demonstrated 
significant changes in thinking by mainstream television 
powerbrokers around cultural standards and the media. In 
particular, recognising that the locus of knowledge and ability to 
document and explain Māori life, customs, histories and 
traditions and do so with integrity lay with Māori members of the 
media. The result was a production that in my view was an 
outstanding and sensitive coverage of a significant moment in 
history. Māori television’s decision to broadcast live may well 
have been the leverage that held the Nation’s premier television 
station to account and trust the expertise and experience of a 
substantial team of Māori journalists to deliver. It was obvious 
during the live broadcast that at every bend Māori controlled the 
flow of information, who had access, who were appropriate to 
anchor the programme including locals with insider knowledge. 
Māori determined the scope regarding what was applicable and 
culturally appropriate to be filmed for public consumption and 
what was not. These were recorded with the eyes and 
sensibilities that only an intimate knowledge of the Māori world 
could conceive. In matters of cultural standards, there is a fine 
line between journalistic voyeurism on the one hand, and sharing 
publicly what is an otherwise profoundly personal time while 
recording for posterity history in the making. For the general 
public the result was a unique and rare insight into the values and 
customs, associated with the most significant of institutions that 
have sustained Māori culture since time immemorial.   
 
Overall, the cultural divide exposed by the media at this time and 
from other events in recent years, suggests that in the main the 
New Zealand public are still relatively ignorant of Māori culture, 
customs, history, knowledge, values and institutions. And in this 
we are a nation still coming of age.  
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Yet State recognition of the importance of Māori custom and 
values is reflected in their inclusion in New Zealand law, 
particularly since 1984 when bicultural / Treaty of Waitangi 
jurisprudence emerged. Influenced by the work of the Waitangi 
Tribunal,8 the Māori Language Act 1987 accepted the Māori 
language to be a ‘taonga’ and subsequently Te Reo Māori was 
declared an official language of New Zealand. The State 
Enterprises Act 1988 recognised the importance of returning 
alienated waahi tapu to the appropriate tribe in lieu of 
transferring title to a state-owned enterprise. The Resource 
Management Act 1991 recognised the significance of Māori 
custom, values and attitudes associated with ancestral lands, 
natural resources and other taonga as a matter of national 
importance.9 
 
There are signs that the call to eliminate race-based policies by 
stripping away all references to the principles of the Treaty of 
Waitangi from legislation, social sector contracts and policies, in 
favour of a needs based ‘one law for all’ approach is evident in 
the education sector. Redirecting funds from programmes that 
specifically target and benefit Māori students (such as access to 
tertiary education) to support teachers of Māori students in 
mainstream secondary schools 10 is an example. Current figures 
show 7% of secondary teachers are Māori so the redistribution of 
benefits from one group to another simply maintains the status 
quo unless the flow-on effect of supporting teachers’ results in 
positive educational outcomes for Māori students.  
 
The notion of race-based policies is a myth, a misleading 
categorisation aimed at political point-scoring. It is misleading 
because the term obscures the genuine concerns of Māori, 
Pakeha and other non-Māori experts in education, health and 
social policy based on equity and justice. The problem with 
labelling equity-based programmes and policies as race based is 
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that it confuses race with ethnicity rather than seeing such 
programmes as a systematic approach to presenting Māori as the 
subject. It attempts to deflect attention away from the facts and 
ignore the burgeoning body of empirical evidence which 
highlights the link between ethnicity on the one hand and poor 
health and education outcomes including access and 
participation, on the other.11  
 
 The newly released draft curriculum is a case in point where 
references to the Treaty of Waitangi are absent and biculturalism 
replaced by an emphasis on diversity. In the United States, the 
notion of diversity has been a favourite of corporate CEO’s, 
education administrators and politicians. The preoccupation 
among these groups with diversity is a proclivity to consider it as 
cultural when in fact diversity is a matter of identities.12 
Accounting for diversity suggests measures to preserve the 
authentic character of subsidiary identities of a community that, 
in the absence of references to the Treaty, implicitly includes 
Māori thereby undermining the status of Māori as tangata 
whenua. Diversity of identities as subsidiaries can only be 
understood by their relationship to the majority.  
 
If the principle of diversity is simply spectatorial, that is to 
support what African philosopher Kwame Appiah suggests as 
“the vista of diversity…the spectacle of the emperor’s zoo so to 
speak” then it is essentially there for our appreciation or as token 
gestures.13  Programmatic promotions of diversity as outlined in 
the draft curriculum, while upholding differences may well entail 
imposing uniformity. In the real world, entrenchment of 
uniformities happens through the mobilization of state resources 
and regulative mechanisms in line with government economic 
and social objectives. As Kwame Appiah maintains “…many 
value diversity not because it is a [public or cultural14] ‘good’ 
but because we take it to be a correlative of liberty and non-
domination”.15  If this is so, then the curriculum simply masks 
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the status quo keepers who want to maintain a Eurocentric 
framework “…because they have no faith in cultural pluralism 
without hierarchy”.16  
 
Those who defend the status quo have often argued a position of 
territoriality, that there is no time in the curriculum or school 
year for including Māori language, culture and history as core 
components for example. The assumption is that there is little 
cultural information to speak about or is worthwhile knowing. In 
so far as the draft curriculum is concerned, it is almost an 
oxymoron to think of diversity in a document that promotes the 
individual in a society where liberal values such as the autonomy 
of the individual are paramount. 17  
 
DIFFERENT APPROACHES 
 
Iwi education plans and strategies are not new. In 1975, Ngāti 
Raukawa developed and implemented an iwi development plan 
Whakatipuranga Rua Mano as an intervention measure aimed at 
ameliorating the critical decline in the number of Māori language 
speakers in the iwi. A focus on tertiary education and the 
development of Te Wānanga o Raukawa emerged as part of the 
overall tribal strategy.18 
 
More recently, an increasing number of tribes have agreed to 
partnership arrangements with the Ministry of Education. These 
are a response by iwi to the Ministry to work collaboratively 
“…towards a more shared understanding what each might 
contribute to the partnership…and how this might influence 
improving Māori education outcomes”.19 The partnership 
arrangements are established in varying configurations of tribal 
authority such as tribal councils,20 education authorities or 
company’s.21 Overall it has been a flax-root approach in the hope 
of negotiating durable solutions. As a result the various tribal 
strategies do not subscribe to a ‘one size fits all’ approach. The 
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‘Iwi Education Plans’ or ‘Iwi Partnerships’ have evolved out of 
tribal aspirations, needs and concerns many of which parallel 
national priorities.22 These include increasing the levels of 
student achievement, developing quality education relevant to 
the community, ensuring good school governance and 
management, and making certain teachers and principals are well 
prepared.  Iwi partnerships with the Ministry of Education and 
the development of iwi education strategies have encouraged a 
number of foci to evolve.  
 
Community Focus 
One is a community focus where the process of tribes identifying 
the priorities in education for their community is as important as 
the priorities themselves because it has involved extensive 
consultation. Some communities are located in isolated rural 
areas where high unemployment and low income are the norm. 
Coming together to set the overarching education goals for their 
community has led to increased interest, participation and 
expectation. 
 
Education Provider Focus 
Increasingly tribal communities have looked to education 
providers to assist in driving their initiatives. This has 
encouraged schools, teachers and boards of trustees to identify 
their professional needs and to initiate relevant professional 
development. In some cases school structures have been 
reorganised to meet community needs.  Where this has occurred, 
increased collaboration between schools has led to the 
rationalisation of teacher strengths and experience, the sharing of 
resources, expertise, knowledge and skills. National Internet 
Communication Technology (ICT) networks between Māori 
immersion schools, Māori boarding schools and rural secondary 
schools has offered online teaching through high speed internet 
connections and video conferencing. 
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Iwi/Hapu Focus 
An iwi/hapu focus recognises that the strength of an education 
initiative grounded in the community is not isolating the ideas 
and thoughts about education from tribal realities and 
aspirations. Education is considered within a broad tribal 
development framework, a holistic and integrated method to 
planning that avoids the fragmented sectorial approach favoured 
by governments. One North Island tribe for example has aligned 
the development of their education plan alongside their Treaty of 
Waitangi claims process23. In other tribal areas, strong linkages 
have been maintained between tribal councils and schools 
evident in education strategies that correspond with tribal 
aspirations and manifest in school programmes. Often the 
strategies are linked to incorporate the local environment - (coast 
lines, rivers, lakes, mountains) and community economic 
ventures (fisheries, agriculture, horticulture and aquaculture). 
Thus tribal education plans are framed in a long-term vision that 
is generational, rather than the short-term politically inspired 
durations favoured by governments.  
 
Relevant Curriculum Focus 
Education strategies that correspond with tribal aspirations are 
also expressed in a focus on the curriculum. In the past the 
national curriculum offered a framework so that tribal 
knowledge, language (local dialect and idiom) and cultural 
values (Kahungunutanga) could be incorporated to better reflect 
the community goals. The new draft curriculum promises to offer 
the same. In some districts schools have been encouraged to 
utilise local assets as part of the school resources such as tribal 
experts and the natural environment. As one Principal of a rural 
school explained:  
 

‘If you want to talk about native bush or Tane Mahuta24 or 
Tangaroa25, it is right at our back doorstep...when we talk 
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about maunga (mountains) it is right there...when we talk 
about awa it is right behind the school’. 26, 27  
 

Governance Focus 
Some tribal communities have overcome difficulties with 
recruiting and selecting suitable Board of Trustee’s members by 
having schools form clusters served by a single board. This 
seems to work where commonalities exist in the schools and 
community through tribal membership. In this context there are 
instances where parents have had some of their children enrolled 
in the local kura kaupapa (Māori medium) and others enrolled in 
the local mainstream (English speaking) school down the road.28  
  
Accountability Focus 
Where there is a substantial level of tribal and community 
involvement this has contributed to a sense of ‘buy-in’ or 
‘ownership’ in terms of supporting and/or implementing their 
decisions contained within education plans. Although the extent 
to which this has happened differs between tribes. Tribes 
consider themselves accountable in so far as making decisions 
regarding the education pathways for their constituency and 
wider community. The Ministry of education is held accountable 
to ensure that community initiatives prevail and to minimize 
official barriers that threaten to undermine them. However, the 
extent to which the Ministry has supported community education 
initiatives is dependant on whether the initiative corresponds 
with government priorities. 
 
Crown/Iwi Relationship Focus 
The focus on Crown/Iwi relationships in education tends to be 
described in terms of the principle of partnership. Traditional 
leadership has provided a significant leverage for Crown /Māori 
interaction and partnership in the development of education 
imperatives. Since 2001 Tumu Te Heu Heu and Ngati 
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Tuwharetoa, have hosted several national and regional Māori 
education forums, Hui Taumata Matauranga, aimed at planning 
pathways for Māori education advancement. In 2001 the Forum 
unanimously adopted a framework for the advancement of Māori 
education proposed by Professor Mason Durie based on three 
broad but concurrent goals; to live as Māori, to actively 
participate as citizens of the world and to enjoy good health and 
a high standard of living. A set of guiding principles suggests 
how these goals might be reached in terms of best outcomes, 
integrated action and the principle of indigeneity.29   
 
Perhaps influenced by these goals and other events at national 
and regional Hui Taumata at least nine tribes have entered into 
formal arrangements with the Ministry of Education by signing a 
Memorandum of Understanding. 30,31 This is a relationship 
viewed by iwi as one that reflects the partnership principle they 
consider critical to the long term success of iwi education 
initiatives.32 Each partnership has its own approach and plan and 
offer opportunities to coordinate and integrate education 
services. For example, all the partners are piloting the 
Community Based Language Initiative, others are variously 
involved in computers in homes, implementing the Youth 
Mentoring initiative, locally based schooling improvement 
initiatives and improving teaching practice.33  
 
Some tribes, however, have chosen to remain outside of any 
formal arrangements with the Ministry preferring instead to 
argue that since the Treaty is the key instrument that defines 
Crown/Iwi relationships, an MOU is therefore unnecessary. 
Others suggest that by developing education plans and other 
strategies, tribes are simply assisting the government with their 
core business34 so an MOU makes little difference.  In any event, 
the Ministry’s role is considered by tribes to be one that supports 
a tribal focussed approach to education through assisting with 
resourcing, accessing technology, providing expertise and 
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adjusting accountability measures that take account of tribal 
perspectives. Such accountability measures include supporting 
the development and implementation of iwi cultural standards in 
schools. 
 
DEVELOPMENT OF IWI CULTURAL STANDARDS – WHAT 
ARE THEY? 
 
What exactly are iwi cultural standards and what is the process 
involved in generating them? Cultural standards have always 
been held as a significant value within Māori tradition associated 
with quality and excellence. The Ngati Porou meeting house Te 
Hau ki Turanga provides a 19th century benchmark for art against 
which contemporary practices in whakairo rākau and 
kowhaiwhai may be measured. Biennially Te Matatini offers an 
opportunity for tribes to demonstrate excellence and quality in 
the art of contemporary composition and practice in language, 
music and dance. For rangatahi, Ngā Manu Körero sets a 
contemporary measure of standards in the art of oratory. The 
Māori made mark is a standard of peer review across all the 
creative arts associated with the Māori language, composition, 
oratory, art practice and literature. 
 
Like the approach taken by tribes in initiating education plans, 
there is no single approach adopted by iwi in the development of 
cultural standards in education. Nor is there a single definition 
regarding what constitute cultural standards for any one tribe. 
That is the task of each iwi according to their priorities and in 
light of other tribal imperatives. The processes tribes have used 
and the pathway to developing iwi cultural standards differ and 
are at various stages of development or implementation. Some 
tribes have chosen to adapt international models to inform their 
processes, or as a basis for their plans. In particular, the work of 
the Assembly of Alaska Native Educators.  
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Over a period of a decade Alaska Native educators have 
produced sets of standards that offer schools and their 
communities’ ways to measure their effectiveness in providing 
for the educational and cultural wellbeing of the students in their 
schools. The standards are predicated on the assumption that 
grounding in the heritage language and indigenous culture 
specific to a place is fundamental to the cultural health and 
wellbeing of students and communities who live or are 
associated with that place.  
 
Rather than producing standardization in the manner of the Bush 
governments ‘No Child Left Behind’ policy 35,36 by contrast 
Alaska schools and their communities are encouraged to develop 
appropriate standards that accommodate local circumstances. 
Such circumstances include the rich and varied cultural traditions 
still practiced in communities throughout Alaska.  In other 
words, there is an emphasis on connecting what students 
experience in their lives out of school with what they experience 
in school. Rather than prescriptive, the standards are described in 
ways approximating guiding principles with sets of indicators 
that can be adapted to fit local needs. By way of example, one of 
the cultural standards is the principle of culturally knowledgeable 
students. The expectation is that these students are well grounded 
in the cultural heritage and traditions of their community. Among 
seven listed indicators that measure whether students have met 
this cultural standard is their ability to recount their family 
genealogy and history. 
 
I have already mentioned that tribes involved in developing or 
implementing iwi cultural standards for schools are at various 
stages along the way. For example, Whanganui are well 
advanced and in the process of implementation. In consultation 
with the Ministry of Education, Ngāti Kahungunu is in the early 
stages having just completed a scoping exercise and Project Plan 
aimed at developing Kahungunu cultural standards specifically 
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for primary schools. There are a number of factors the team 
charged with scoping and drawing up the Project Plan had to 
consider and keep in mind. The first was that the Project Plan 
should link with the Kahungunu strategic direction as outlined in 
the 25 year Plan the integrated principle Professor Mason Durie 
talks about. This means integrating the cultural standards Project 
with other tribal imperatives such as the Kahungunu health 
strategy, the language strategy and government initiatives like 
the Community Based Language Initiative (CBLI).  
 
A second factor to consider is what is already known about the 
status of Māori education in Ngāti Kahungunu and what is not 
known. For a start what is known is that approximately 4% of all 
Māori children in the rohe are enrolled in 7 Kura kaupapa and 
there are 167 primary schools within which the other 96% are 
located. In the primary sector the dearth of information regarding 
the participation and achievement levels of Māori children is a 
concern.37 
 
According to NCEA results, Hukarere and St Josephs Māori 
Girls Colleges (where an identity as Māori is a primary value) 
are among the top 3 secondary schools in Hawke’s Bay.38 
However, participation and achievement rates of students in 
mainstream secondary schools mirror national statistics and there 
is evidence of a crisis in public secondary school retention rates 
from Y9. 39 
 
A third factor to keep in mind is what is known about the role of 
whānau, their aspirations and realities. A decade of consultation 
within Ngāti Kahungunu has consistently highlighted the 
importance Māori parents and whānau place on the benefits of a 
dual heritage. They are adamant their children should be exposed 
to the best of all worlds and that Ngati Kahungunu language, 
culture and history should be the basis by being included in the 
school curriculum.40 Whānau aspirations are no different to those 
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found elsewhere; that their children do well, finish school and go 
on to tertiary education. It is for this reason that strengthening 
whānau/ school relationships is a priority identified as a key 
platform of the Kahungunu Cultural Standards Project Plan. The 
realities of whānau within the rohe are represented across the full 
spectrum of Māori society from whānau who are highly 
dysfunctional to whānau strong and healthy, from those alienated 
from marae and or other Māori contexts to those who remain 
fully involved.  
 
An important consideration is keeping in mind the major aim 
which is an outcome whereby schools in the rohe are delivering 
education programmes that are infused with Ngati Kahungunu 
history, language and culture. This alone raises many of the 
questions I raised earlier about knowledge, access to knowledge, 
what counts as knowledge and who decides? What would a 
relevant curriculum look like? What are the implications 
concerning the availability of resources and the intellectual 
property rights of hapü? Other questions include what is the role 
of the whānau, local marae and hapü? Are teachers culturally 
competent? If not what professional development would be 
required and whose responsibility would that be? Are pre-service 
teachers culturally competent, and if not what is the 
responsibility of Colleges of Education to prepare teachers for 
schools in the context of Aotearoa New Zealand generally, and 
Ngāti Kahungunu in particular? All of these issues and many 
more will have to be worked through as the strategy develops 
and takes shape.  
 
In any event the formulation of an iwi cultural standards strategy 
must take account of; the role of tribal experts and other relevant 
advisory groups; the need for multiple stakeholder and end-user 
consultations (teachers, whānau, education sector, hapü etc.); the 
importance of research and analysis; managing curriculum and 
resourcing issues and a timeframe that is realistic.  
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Sir Robert Mahuta once said ‘any process that does not take 
Māori values and attitudes into account will have a long, slow 
road to travel’.41 The process of deliberations around policies and 
programmes that shape education in Aotearoa depends on 
ensuring a Māori voice is heard and how we walk the tightrope 
between Pakeha expectations and tribal aspirations. For the most 
part cultural standards are being devised to complement rather 
than necessarily replace what it is we expect Māori children to 
know, to do and to be in the context of this nation. It is a strategy 
that seeks, among others, to infuse the curriculum and 
incorporate the experiences of a Māori/ iwi way of life. A way of 
life that includes, as Pat Hohepa explains:  
 

‘… a way of acting, thinking and feeling; of attitudes to 
language, traditions and institutions; of shared values and 
attitudes to people, places and things, to time, the land and 
sea, the environment, life and death.’ 42 

 
So what are the challenges? At a regional Hui Taumata held in 
Palmerston North recently, one of the local principals of a school 
renowned for the positive contributions this school makes to 
Māori education asserted that the advancement of Māori 
education requires honesty and courage. Being truthful she 
suggested takes courage. It takes courage for schools to admit the 
truth about what they do, the extent to which they account for 
Māori children and, if need be to commit to doing something 
about it. It takes courage for whānau who are experiencing it, to 
admit dysfunction, seek help and devote time to supporting their 
children and local school by active participation. And it takes 
courage for the large number of teachers in our schools to be 
truthful about their lack of knowledge about Māori children and 
commit to making a difference.  
 
The implications for Colleges of Education across the country 
are profound. Demographic trends point to a significant Māori 
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population by the year 2050. Māori numbers are growing at a 
faster rate than non-Māori and it is projected that by then Māori 
will make up about 21 percent of the total New Zealand 
population.43 Combined with estimated growths in Polynesian 
populations there will literally be a ‘browning’ of the nation. 
How we prepare for the future of this nation in the education 
sector requires courage, truth and vision. Indigeneity in terms of 
Māori language, culture, history, flora and fauna are the features 
that define Aotearoa New Zealand from any other place on earth. 
They are the things that make us unique. The challenge is 
whether there is the maturity and the will to take cognisance of a 
substantial Māori population in the near future and the 
implications of this for the way we prepare our teachers; to 
recognise the importance of Māori language, culture and history 
which define us from the rest of the world by infusing these in 
school programmes; and whether we have the vision and 
fortitude at this moment in time to plan for such a future. 
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INTRODUCTION 
 
The currents problems in Māori mental health are well 
documented.  Māori rates of admissions continue to exceed those 
of non-Māori and are similarly matched by concerns over service 
utilisation, how they are accessed and the patterns of Māori 
admissions.  For many Māori, initial contact with a mental health 
service is through the justice system, via the police or welfare 
services, and under compulsion. Due in part to this, the problems 
tend to be more acute, often more difficult to treat, and 
accordingly result in outcomes that less positive and more 
difficult to manage.1  Studies have further revealed that Māori 
are over-represented in acute disorders, and are almost twice as 
likely to be readmitted when compared to non-Māori.2   
 
Heavy drug use amongst young Māori, particularly cannabis, has 
also led to a dramatic increase in drug-related disorders.3  
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Psychosis and alcohol and drug abuse account for almost a third 
of first admission.  Māori readmission rates for affective 
disorders and psychotic illness are 36 percent for women and 75 
percent for men higher than corresponding non-Māori rates.4  
Schizophrenic psychosis is currently the second most common 
cause of admission for Māori males and are almost twice the rate 
of non-Māori.   
 
Suicide, a problem that was almost unheard of in traditional 
times, increased by an alarming 162% during the 1980s and 
continues to have a dramatic effect on Māori communities.5  
More recently, problems associated with the use of meta-
amphetamine have received considerable media attention, and, 
while information on its use is not extensive there is evidence to 
suggest it is becoming increasingly problematic for Māori in 
particular.6  
 
Due to the extent of these problems and the publicity that often 
surrounds mental illness one could reasonably assume that these 
issues have always been a feature of Māori society, that in fact 
Māori are somehow genetically pre-disposed to mental illness, or 
that perhaps cultural factors are to blame.  The mere fact that 
mental health problems disproportionately affect Māori provides 
a reasonable basis for this for this assumption and that perhaps 
solutions should focus on correcting generic flaws or negative 
cultural behaviours.   
 
However, there is little evidence to support either of these 
hypothesise, and in fact there is a considerable pool of research 
linking Māori culture (a secure identity) to positive mental 
health.  Moreover, that mental health (or mental ill-ness) is a 
relatively recent phenomena and that historically Māori were 
viewed as a people of some considerable mental stability.  
Further, and while familial factors are sometimes used to explain 
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the development of mental health problems (at an individual 
level) there is little to support an ethnic or racial bias.  
 
When considering the structure and content of the presentation, I 
was very much tempted by the need to describe how bad thing 
are, what problems exist, and what future concerns could be 
anticipated.  Certainly, there is considerable evidence to assist 
with this and to shows the extent to which mental health 
problems now affect Māori.  In this regard, there is little doubt 
that mental health remains the single most significant threat to 
contemporary Māori health development. 7 
 
However, and while appreciating the fact that major problems 
remain, I’ve decided to focus on Māori mental health (as 
opposed to illness), Māori development, and what achievements 
have occurred.  While this is perhaps a more difficult path to 
follow it is nevertheless important that we reflect on our 
achievements, what gains have been made, and how Māori have 
responded to these problems.  In this way it becomes possible to 
reveal the extent to which developments have occurred, to 
likewise recognise the achievements of those in the past, and 
why it is important that we continue to develop innovative 
approaches to mental health promotion, treatment and care. 
 
AN HISTORICAL OVERVIEW 
 
To begin with, and in order to provide an appropriate foundation 
for this presentation, I’ve decided to look into the past, and to 
describe historical patterns of Māori mental health.  The 
available information is not great; however, there is sufficient 
data through which a broad appreciation of major trends and 
issues can be established. 
 
As already noted, the issue of Māori mental illness is somewhat 
of a contemporary phenomena. Historical accounts of Māori 
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health were typically focused on physical health problems.  
Indeed, and toward the end of the 19th Century, Māori health was 
an issue of Māori survival and there were real concerns that 
perhaps the race would become extinct, and within a generation 
or two. These ideas were based on sound advice and in particular 
statistics which showed that the population had decreased by 
more than two thirds – from an estimated 150,000 in 1800 to a 
mere 42,000 in 1896.8 
 
Introduced diseases, warfare, land loss, and social change were 
largely responsible for this decline. Goitre, malnutrition, 
diphtheria, tebuculosis, and measles, were the main threats to 
Māori health and often had fatal consequences.9  By 1900, and if 
mental health problems were evident, certainly they were not the 
focus official reports, research, or documentation.  This is not to 
say that mental health problems did not exists, though is perhaps 
a reflection of the fact that other concerns, more lethal and life-
threatening, were afforded greater attention and were thus of 
more associated interest.  In any event, and while Māori health 
problems were significant, it appears that mental health issues 
were not. 
 
We can only speculate as to why mental health concerns were 
less visible.  As already noted, it may have simply been a lack 
interest or a focus elsewhere.  Similarly, problems may have 
gone undetected and due to the fact that Māori were less likely to 
access health facilities, were typically cared for within the 
whānau, and therefore not counted within official statistics.  
Another, and perhaps more likely explanation, is the idea that the 
prevalence of mental disorder within Māori communities, and 
around the turn of last century, was extremely low.  That is, 
Māori were simply less likely to be affected by health problems 
of a psychological nature. 
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Again, there is insufficient data to say with any certainly what 
the actual prevalence of disorder was at that time.  In any regard, 
and based on official reports, admissions data, anecdotal 
accounts, and independent research studies, it would appear that 
mental illness was not of any great concern to Māori. 
 
In further support of this it is worth noting that one of the first 
investigations into Māori psychological well-being only took 
place in the early 1940s and was largely concerned with 
understanding the apparent lack of mental ill-ness within Māori 
communities.10  That is, why Māori seemed less susceptible to 
mental disorder.  Putting aside the obvious difficulties of 
assigning diagnosis, and the ability of non-Māori researchers to 
interpret cultural norms, the results of this study reveal a number 
of interesting findings.  The first is based on observations of 
Māori communities and an analysis of admissions data.  In this 
regard the study showed that the overall incidence of mental 
disorder, amongst Māori, was about a third that of Pākehā.  In 
terms of major functional psychotic disorders the study also 
showed that the Māori incidence was about half that of Pākehā.  
Problems connected to war neurosis showed similar patterns. 
 
When attempting to interpret this information, its significance 
and implications, a number of theories were put forward by the 
authors. Of interest was the idea that mental health problems 
were somehow impeded by cultural structures, particularly the 
whānau, and that Māori culture offered a protective mechanism, 
a basic structure through which mental health problems were 
unable to develop or at the very least unable to take hold.11 
 
In addition, and of associated interest, was the inclusion of a 
rather prophetic quote, a warning of future possible trends that 
was unfortunately to ring true in the coming years.  The authors 
note:  
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‘Judging from experience in other parts of the world, we 
may hazard a guess that the increasing adjustment of the 
Māori to the Pākehā way of life with its standards and 
values, morality and behaviour, will bring a tendency for the 
Māori mental disease figures to approximate more and more 
to those of the Pākehā population.’12 

 
This quote is of interest not only due to the fact that it was made 
by a non-Māori psychologist, or that it was based on research 
conducted during the 1940s.  But, that it illustrates a clear 
relationship between culture and positive mental health.  
Moreover, that cultural decay would have a predictable and 
negative impact on Māori mental health.  Remember, this was at 
time when Māori mental health problems were almost unknown 
and decades before terms like colonisation were used to explain 
contemporary patterns of illness and disease.  In 2000 Tariana 
Turia was widely criticised for a speech which linked Māori 
mental illness to ‘post-colonial stress disorders’.  The 
mainstream media were quick to act, describing it as racist and 
ill-informed.  Yet it appears that such notions were not based on 
the ideas of Māori radicals, but could just as likely be traced to 
the views of non-Māori some 60 years before. 13 
 
Moving into the 1950s and beyond more reliable and routine 
information on Māori mental health was being collected. And 
while this was again based on admissions data it revealed a 
similar pattern of relatively low incidence. 
 
In 1951 for example, Blake-Palmer reported that the incidence of 
Māori admissions to psychiatric hospitals was less than half that 
of the non-Māori population.14  In 1960, 60 in every 100,000 
Māori were admitted for the first time to a psychiatric hospital 
compared with a non-Māori rate of 119 per 100,000.15  In 1962, 
Foster16 further noted that for both males and females’ lower 
admission rates for Māori (in all age groups and for most disease 
categories) could be expected.  Psychoneurosis, for example, 
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accounted for only 7 percent of all Māori first admissions 
compared with the corresponding non-Māori rate of 21 percent.  
In addition, the rate of psychosis related to old age was much 
higher for non-Māori.  Alcoholism and manic-depression were 
also lower.  Durie states:  
 

‘...during the nineteen fifties, non-Māori admission rates to 
psychiatric hospitals were relatively high, mental hospitals 
were comparatively large and general hospital psychiatric 
units were few and small.  It was the era of institutional care; 
interestingly, Māori did not feature as significant 
consumers.’17 

 
Other anecdotal accounts were also gathered and as part of the 
1996 Mason inquiry into mental health services and likewise 
revealed similar trends. 
 

‘I worked at Oakley Hospital in the years shortly after the 
Second World War…There were more than one thousand 
patients in the hospital…of whom six were Māori.’18 

 
 
THE CHANGING PATTERN OF DISEASE 
 
It is difficult to say with any precision when the current problems 
in Māori mental health first began.  The contrast between what 
was reported in the 1960s (and before) compared to the 1980s is 
rather stark and leaves one wondering what must have occurred 
during this brief period and in order to bring about such a 
dramatic change in Māori admission patterns.  In short, we 
simply do not know – although there are a number of possible 
though likely explanations. 
 
The first has already been touched on and concerns the issue of 
cultural decay or alienation.  During the 1950s the second great 
Māori migration occurred, though this time was not from 
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Hawaiki to Aotearoa, but from small rural communities to major 
urban centres.  In search of employment, excitement, and 
opportunities, many Māori were enticed into the cities and quite 
often did fairly well as jobs were plentiful and entertainment 
options abundant.  However, and as first noted in 1940s, this 
urban shift and social integration, also lead to cultural isolation 
and alienation from many of the traditional structures that in past 
had protected Māori.  While many would have maintained 
cultural ties, networks, practices, and language, distance from 
traditional lands, marae, cultural institutions, whānau and hapū, 
would have made things difficult.  For many cultural decay was 
inevitable as was an increased susceptibility to mental health 
problems. 
 
A second potential explanation is linked to the first and the 
search for employment during the 1950s.  In times of economic 
growth and prosperity jobs are relatively easy to come by, 
reasonably well-paying, and fairly secure. However, and during 
the 1970s, New Zealand experienced a significant economic 
decline.  Two major issues were largely to blame.  The first was 
the duel oil crises during the 1970s and their contribution to a 
long and sustained period of declining trade.  The second 
occurred in 1973 and when Britain entered the EEC.19  In the 
decades prior to this, and up until 1973, New Zealand produced 
and exported a relatively small range of primary products - lamb, 
beef, butter, and milk.  The country was well suited to this type 
of economy, the geography and climate was near perfect and 
resulted in high quality produce.   
 
Importantly however, was the fact that these limited range of 
goods had a ready market.  To the extent that no matter how 
much we were able to produce, Britain would always be there to 
purchase what we had and more.  This apparently insatiable 
market ended however, and as Britain entered the EEC during 
the 1970s.  New markets and new products had to be found, and 
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in the short term at least this proved to be a somewhat fruitless 
exercise.  This coupled with the oil crisis had one major 
consequence – unemployment. 
 
While the rising rates of unemployment had a detrimental effect 
on society as a whole, it was particularly devastating for the 
Māori community.  Perhaps not because of ethnic bias (though 
this is also debatable) but due to the fact that Māori tended to be 
employed in primary industries – freezing workers, production 
hands, and associated sectors.  Others were employed elsewhere, 
though typically worked in low skilled and volatile areas – once 
layed-off the chances of finding alternative employment was 
limited.  This leading some to describe Māori as the “shock-
absorbers for the rest of the economy”.20 
 
The obvious consequence was particularly high unemployment 
within the Māori community and the usual problems of low 
income, poor and overcrowded housing, reduced access to 
services, compromised educational outcomes, and the beginnings 
of a cycle of disadvantage and deprivation.  While viruses and 
pathogens require certain conditions to flourish, the 
consequences of high unemployment (and all that is associated 
with it) created a perfect incubator for the development of mental 
health problems.  And indeed, there is a significant amount of 
research to support this.21  Accordingly, the impact of the 
economic downturn of the 1970s must be considered as 
significant when attempting to understand changing patterns of 
Māori mental ill-ness. 
 
A third potential explanation relies more on anecdotal accounts 
and the idea that many Māori were in fact misdiagnosed with 
mental health problems.  In speaking with those who worked in 
the sector during the 1970s, certain themes emerge and in 
particular how cultural norms were sometimes interpreted as 
clinical abnormalities.  The issue is tricky in that not all so-called 
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unusual behaviours are linked to cultural nuances – even though 
the behaviour itself may in fact show strong cultural tendencies 
or relationships.  That is, just because the behaviour is strange or 
different, and includes cultural references; one should not 
assume it is typical or related to a particular cultural norm.  On 
the other hand, it is equally important to consider that many 
behaviours are culturally specific and that what may seem 
strange or bizarre in one culture may in fact be normal or 
accepted within another. 
 
A fourth possible reason for increased admissions is again 
culturally aligned but concerns the way in which mental health 
services or hospitals were perceived and an historical preference 
by Māori to care for their own within the whānau.  Up until very 
recently most mental health facilities were located in remote or 
isolated settings, the buildings were large and often 
unwelcoming.  Many were self-contained communities 
(complete with farms and shops) and meant that contact with 
outside world was infrequent.  A strategy also designed to 
placate public fears of the mentally ill and to reduce the apparent 
risk of contamination.   
 
As a consequence, this mode of care did not appeal to Māori.  
Barker notes:  

 
‘The Western psychiatric tradition of confining people with 
a mental health disability was foreign to Māoris, who had 
always cared for these people in their communities.  The 
Mental Health system was originally established to cater for 
people to be taken out of society.  Society had this fear of 
contamination from mental disease and also a massive denial 
that it even existed.  These concepts were alien to Māori 
people whose whānau members suffering from trauma were 
always included within the whānau, hapü, iwi boundaries 
and given special status.’22 
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However, and as the process of urbanisation took hold, 
traditional ties and cultural expectations were weakened.  No 
longer could the whānau be relied upon to care for those in need, 
some had in fact lost contact with whānau, while for others the 
distance was too great.  If low admissions were a partial 
consequence of Māori not seeking care then it appeared that by 
the mid-1970s Māori whānau were more willing to relinquish 
this responsibility – further contributing to increasing 
admissions.  
 
A final contributor I would like to touch on concerns all of the 
issues previously discussed, but focuses on the particular role of 
behavioural factors.  As described alcohol and drug related 
disorders disproportionately affect Māori and reflect an overall 
pattern of unsafe and unhealthy consumption.  As far as we can 
tell psychoactive or perception altering substances were 
unknown in traditional times and while beverages made from the 
kava root were consumed in many of the pacific islands, kava 
(nor any other type of hallucinogenic) made it as far as Aotearoa.  
Yet, today, alcohol has almost become a cultural norm for Māori 
and appears to be entrenched within many whānau.  And, 
although this can be said for many families, both Māori and non-
Māori, it is the pattern of consumption and the manner in which 
this is done that causes concern.  In this regard, the culture of 
binge drinking, the associated link to other types of substance 
abuse, and the elevated risk of related social problems, has also 
done much to create a fertile environment for Māori mental ill-
ness. 
 
In the end, and like much of what has been discussed, it is 
impossible to say with any certainty what caused the 
transformation from the historical patterns of Māori mental 
health to the contemporary issue of Māori mental illness.  The 
change was dramatic, though not entirely unexpected given the 
immense social, cultural, and demographic changes that took 
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place.  The one thing that is certain however, is that a 
combination of factors are responsible.  The relative role each 
and the extent to which they contribute is not important, what is 
however is the fact that these dynamic and complex problems 
require equality as diverse and integrated solutions.  Solutions 
which not only respond to the treatment needs of patients, but 
consider the socio-cultural context within which mental health 
and mental illness takes place. 
 
A MĀORI RESPONSE TO THE PROBLEM 
 
Looking back to a previous point in this presentation it was noted 
that physical health problems were initially of greater concern to 
Māori and that by the end of the 19th century extinction of the 
Māori race was a very real possibility.  The fact that we as a 
people still survive, live longer, and are more populous than at 
any other time in our history is an incredible feat and one which 
deserves some celebration.  However, it is important to 
appreciate that this survival story was based neither good luck 
nor active government intervention.  In many ways it was the 
result of desperate actions by a desperate people, a desire to 
ensure continued existence and a refusal to accept what many 
believed was an inevitable outcome.  
 
In considering these issues, and early Māori responses to these 
problems, Durie describes three periods of Māori health 
development, characterised by the individuals and groups 
involved as well as the particular health issues they faced.23  The 
first is set in the early 1900s and reflects on the work of two 
Māori physicians – Dr Maui Pomare and Dr Peter Buck. While 
Pomare was the older of the two, they shared many similarities – 
both were from the Taranaki region and both educated at Te 
Aute College.  Pomare was the first Māori doctor, while Buck 
was the first Māori doctor to graduate from a New Zealand 
university.  Their similar views on Māori health development is a 
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point of added interest.  To this end, both new that in order to 
arrest the rapid population decline, an integrated approached was 
required.  One that utilised Māori networks and approaches - 
public health and health promotion initiatives, as well as political 
lobbying.   
 
One can only imagine the types of problems they faced and the 
task in front of them.  Certainly the situation must have seemed 
insurmountable if not entirely desperate – especially given the 
knowledge that the population was at an all time low, health 
problems, death and disease were commonplace, and basic drugs 
not yet developed.  Yet, despite this, and not withstanding 
political ambivalence, their strategies did work, the population 
did increase, and a platform for Māori health development had 
been laid.  In describing their work McLean notes that: 
 

‘In the six years between 1904 and 1909 they saw to it that 
some 1,256 unsatisfactory Māori dwellings had been 
demolished.  Further, that 2,103 new houses and over 1,000 
privies built.  A number of villages had also been moved to 
higher ground.  He notes that all this had been done at the 
cost of the Māori themselves without a penny of 
Government assistance or compensation.  What had been 
achieved was due to the personal efforts of Pomare and Buck 
and a small bank of inspectors.’24 

 
Later, the Māori health and Māori Women’s Welfare League 
were to make similar contributions as did individuals like Te 
Puia and Ratana.  Eventually, the population was no longer under 
threat, and while new health problems developed, in a similar 
way Māori have continued to respond to these.25 
 
Although there are any number of messages which arise from 
this discussion, of interest to this presentation is the notion of 
Māori responsiveness, a desire to take responsibility, and a 
refusal to accept that health disparities are more or less 
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inevitable.  While it should be stressed that contemporary Māori 
health issues are not as desperate as they were 100 years ago, 
there is at least an overall similarity in terms of attitude and how 
Māori have approached these concerns.  In this regard the current 
problems within Māori mental health show similar patterns in 
terms of Māori responsiveness and likewise a comparable desire 
to confront them, to identify solutions, and to ensure that cultural 
factors are appropriately considered and utilised. 
 
MĀORI MENTAL HEALTH SERVICES 
 
As described, the dramatic increase in Māori mental health 
admissions during the 1970s (and subsequently) was cause for 
concern.  Not merely due to the fact that the causes were 
uncertain, but a suspicion that conventional forms of treatment 
may prove less effective.  Or at the very least out of sync with 
the expectations of Māori mental health consumers. 
 
As an initial response to these problems cultural therapy units 
(located within mainstream institutions) were developed.  
Whaiora, at Tokanui Hospital, and Te Whare Paia at Carrington, 
were amongst the first.  Established in the mid-1980s the units 
did much to highlight the relationship between culture and 
mental health.  And, while individual practitioners had 
previously explored the idea of culturally aligned interventions – 
for the first time two entire services, based on Māori 
philosophies of care, were established.  While both were a 
departure from the more conventional approaches to treatment, 
these units were in fact consistent with developments elsewhere 
and in other sectors, particularly education and welfare.  A Māori 
cultural renaissance was well underway and was often 
underpinned by the notion that a by-Māori for-Māori approach 
was best.  
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Despite this, these early Māori mental health services were not 
always greeted with enthusiasm and were often viewed as being 
separatist, divisive, and even unsafe.  While Te Whare Paia was 
to eventually succumb to many of these misunderstandings, the 
outcome for Whaiora was much different – though the 
challenges for staff no less difficult.  Although Whaiora 
continued to develop as a consequence of the outcomes produced 
and the quality of care provided other factors were to also play a 
role. 
 
First, a favourable relationship with both the Waikato Area 
Health Board and Tokanui Hospital had formed, and although 
the association was not always harmonious, for the most part 
serious differences were avoided.  The second concerned the 
support received from the medical staff.  The superintendent at 
Tokonui, Dr Henry Bennett, and psychiatric registrar, Dr 
Jennifer Rankin, were both Māori and were keen to support the 
establishment of the unit and so presented a rationale more 
acceptable to non-Māori clinicians and management. 26   
 
Coinciding with the Decade of Māori Development and spurred 
on by the success of these cultural therapy units the late 1980s 
provided further opportunities for the development of Māori 
mental health services.  The importance of culture as it applied to 
health was gaining momentum, and mainstream institutions and 
clinicians were beginning to appreciate the outcome-related 
benefits.27  At a national and international level, an indigenous 
revival was occurring28 which helped create an environment that 
no longer viewed ethnic perspectives with quite the same degree 
of antagonism and scepticism.  Demands by Māori for more 
direct input into health-related activities was becoming more 
pronounced, various national hui confirming Māori intentions to 
play a more active role in matters of Māori health and 
development.29  The relevance of the Treaty of Waitangi to 
health had also been recognised.30 
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When the health reforms of the 1990s arrived Māori were 
therefore well positioned to take advantage of the opportunities 
presented, to build on previous successes and to become more 
actively involved in mental health service provision.  As a result 
the 1990s were characterised by considerable growth in the 
number and range of Māori specific mental health services.  As 
with most developments of this kind, and as demonstrated in 
other sectors, this growth was not without problems.  For one, it 
was often difficult to determine exactly what was a Māori mental 
health service or to identify the criteria upon which they should 
be funded.  In addition, and while opportunities for service 
development were presented, many were frustrated by the 
apparent attitude of funders – the short-term nature of contracts, 
the narrow range of tendered services, and inadequate 
resourcing.31 
 
As well, staffing shortages were to develop and similarly 
impacted on what services were provided and how they were 
structured.  It was thought that Māori mental health services 
should ideally have a degree of autonomy, exist outside of 
mainstream settings, and be staffed entirely by Māori.  However, 
the reality was somewhat different in that services attached to or 
located within the mainstream provided a vital interface for 
many Māori consumers, as well, access to clinical expertise was 
more available.  A lack of appropriately qualified Māori staff 
also meant that many non-Māori were employed within Māori 
services.32 
 
To some degree these problems continue, even today, however – 
they are not issues which have sat un-actioned or without 
strategies attached to them. In recent years greater numbers of 
clinically qualified Māori have emerged.  As well, and during the 
1990s, the nation’s medical schools also began to incorporate 
cultural dimensions into their curriculum.  Programmes such as 
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Te Rau Puawai and more recently Te Rau Matatini have likewise 
contributed to the Māori mental health workforce by actively 
encouraging more Māori to consider a career in mental health.  
Rather than to focus on a narrow range of core disciplines these 
programme have recognised the need for active and broad Māori 
involvement within the sector – more psychiatrist and 
psychologists, but also health managers, support staff, midwives, 
social workers and nurses.   
 
NEW MODES OF CARE 
 
It is without doubt that workforce issues remain a significant 
impediment to the development of Māori specific mental health 
services.  However, it is encouraging note that at least problem 
identification has led to a range of potential solutions and 
programmes – and that Māori have played a key role in this.  The 
whole issue of workforce development is an unfortunate 
consequence of an increase in the number of Māori affected by 
mental-illness.  A further appreciation of the fact that the ethnic 
and cultural composition of the health workforce should at least 
match that of the client base.   
 
However, workforce needs are also a reflection of an increase in 
the number of Māori mental health services.  In this regard it has 
often been difficult to define exactly what constitutes a Māori 
mental health service – accordingly, it is sometimes difficult to 
precisely count the total number of services available.  Despite 
this, and not withstanding some problems, the number and range 
of Māori mental health services has increased considerably since 
the days of Te Whare Paia and Whaiora.  And, in the space of 
just 20years, Māori mental health services have moved from a 
position of being novel or alternative to that of an accepted and 
integral part of the New Zealand Mental Health Strategy.33  
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As noted, there is sometimes confusion as to the purpose or 
intent of these services.  Initially, they were viewed as racist or 
separatist and more recently their fundamental purpose has been 
linked to cultural enhancement.  And while many, if not most, 
include cultural activities or programmes, the rationale behind 
these interventions has very little to do with culture per se and 
everything to do with health.  In this regard, cultural activities, 
processes, or interventions are ultimately designed to improve 
treatment responsiveness and health outcomes.  Culture therefore 
has little place within a Māori mental health service unless it 
satisfies the more fundamental requirement of improving the 
lives are well-being of Tangata Whaiora or Māori mental health 
consumers. 
 
This requirement has in many ways shaped the manner in which 
cultural activities have been introduced within mental health 
services – both mainstream and Māori specific.  Viewed through 
a narrow lens, activities such as pöwhiri, which often take place 
within Māori services, are seen as a simple process of encounter 
or welcome.  However, a deeper analysis reveals that the whole 
process can also be quite settling, putting the tangata whaiora 
and their whānau at ease, providing reassurance, and creating an 
environment which supports recovery and rehabilitation.  
Tangata Whaiora are often encouraged to play a formal role in 
this process, either as speakers or kaitautoko.  This is of course 
consistent with Māori custom, however it also recognises the 
range of skills that Tangata Whaiora possess and affirms the 
desire to ensure that they are not just idle participants within the 
process – but rather the focus. 
 
Cultural assessments also feature within Māori mental health 
services and are used to complement the more usual clinical 
assessments.  In this way a more comprehensive assessment of 
the problem is possible and the relationship between cultural and 
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health better understood.  As a consequence broader options for 
treatment and care can be explored.34 
 
Kaumātua are now employed within many mental health services 
and provide valuable support on issues of tikanga and protocol.  
However, and more than this, kaumātua are a vital link to the 
local community and can often identify solutions where 
previously none existed.  In some instances they are also better 
able to engage with Tangata Whaiora, to create dialogue that is 
more open and which allows for a better understanding of the 
problem.  In the assessment of issues such as mate Māori their 
advice is also critical. 
 
Te Reo Māori has also been used within mental health services 
(for a number of years) and as means of engaging Tangata 
Whaiora.  And, while it is accepted that most Māori are 
sufficiently fluent in Te Reo Pākehā, many are more comfortable 
conversing in Māori and may reveal a broader and deeper range 
of issues.  Again, assisting with assessment and ensuring that all 
possible concerns are considered. 
 
Whānau participation is likewise a characteristic of many Māori 
services.  It is in many ways a feature of Māori culture and 
society and therefore appears within Māori health models.  
Whānau and the relationships that exist within them provide a 
base for cultural interaction and likewise a mechanism through 
which cultural knowledge is transferred from one generation to 
the next.  Within a health service however, whānau participation 
has a range of additional benefits.  Māori are likely to appreciate 
the advice and support of whānau members, and whānau will 
often expect to contribute to the treatment and healing process by 
actively participating in therapeutic activities.   
 
Whānau participation can be particularly useful within mental 
health services and at the assessment phase.  Here they are able 
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to distinguishing between cultural norms and mental disorder and 
in furnishing a more accurate picture of the stresses and strains 
that impact on Tangata Whaiora.  These are often issues that 
clinicians are particularly interested in but are unable to 
completely appreciate without whānau input.35  Although access 
to whānau is sometimes difficult and participation not always 
recommended – of significance is the potential of whānau 
involvement and the manner in which this is used to enhance 
both treatment and outcomes. 
 
For many, these types of processes or interventions are not new 
and could additionally include activities like waiata, Māori arts 
and crafts, rongoa and karakia.  However, 20years ago their 
application to a mental health setting would have scarcely been 
contemplated.  Moreover, their role in promoting health gains 
would not have been completely understood – if at all. 
 
To this end, Māori mental health services, and in particular the 
staff within them, have done much to advance the relationship 
between culture and health.  All this despite workforce deficits, 
inadequate funding, short-term contracting, increasing demand, 
and recent political comment to suggest preferential treatment to 
Māori and likewise question the need for alternative approaches.  
While more services is an imperfect proxy for better services 
(and certainly significant problems remain) the point is that these 
providers have continued to evolve and develop, to find 
problems and identify appropriate solutions.  The level of 
innovation within some services is also worth celebrating and is 
of interest both nationally and internationally. 
 
OTHER DEVELOPMENTS 
 
Elsewhere within the sector other positive developments have 
occurred.  As far back as 1994 RHA purchasing guidelines 
identified both Māori health and mental health as two of the four 
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health priorities.36  And while this did not always translate into 
increased funding for Māori it at least provided some policy 
recognition of the problem.  Following on from this the 1996 
Mason Report 37 also raised concerns and further assisted with 
placing mental health on the political agenda.  More recently, 
and within the Ministry of Health itself, a Māori mental health 
team has been established within the Mental Health Directorate.  
This was the first Directorate (outside of the Māori Directorate) 
to contain a specific Māori team.   
 
The work of Māori within the Ministry of Health is difficult to 
quantify and they are often unfairly challenged for being crown 
agents – which of course they are.  However, we sometimes fail 
to appreciate the difficult frameworks they are required to 
operate within – meaning that often their considerable work goes 
un-noticed or fails to receive the recognition it deserves.  To this 
end it is unlikely that many of the current and past policy 
changes would have occurred if not for the increasing number of 
Māori employed within the Ministry.  Many of you would be 
aware that the State Services Commission is currently 
conducting a review of policies and programmes within the 
Public Service and to ensure they are based on need, not race.   
 
One suspects that Ministry staff would have bared the brunt of 
much of this inquiry and required to provide research, rationale 
and data as to why Māori approaches are needed.  It is not too 
long ago that the Māori mental health portfolio (within the 
Ministry of Health) was the responsibility of a single individual.  
And while greater numbers of Māori involved in service 
provision is an encouraging sign – so is the increasing number of 
Māori at the policy level. 
 
The establishment of a Mental Health Commission in 1996 can 
also be seen in a positive light.  As an independent entity, part of 
the Commissions’ role is to monitor the implementation of the 
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national mental health plan.  Their Blueprint38 documents assists 
with this and describes how the strategy should be 
operationalised.  Of interest is the fact that both Blueprint 
documents describe clear benchmarks for Māori services and 
have done much to further rationalise development of Māori 
specific mental health services.  Also encouraging are routine 
progress reports which describe the extent to which these 
obligations to Māori are being met – or otherwise.39 
 
Within the research area, the number and range of Māori 
initiated and designed studies has also dramatically increased.  
While a number of factors have contributed to this, the 
establishment of two Māori health research units in 1993 
provided considerable thrust and direction.40 With regard to 
Māori mental health research, developments have likewise been 
encouraging.41  Of particular interest has been the establishment 
of a Māori research team as part of the national mental health 
prevalence study.  In the past, and with the exception of a few 
notable studies, “Māori research” was likely to describe 
“research on Māori”.  Typically, these studies were illness 
orientated, initiated and conducted by non-Māori, and almost 
always reflected non-Māori priorities and interests.  As far as 
Māori involvement was concerned, participation was largely 
confined to the role of consumer or respondent with little 
expectation that information would be shared or used to inform 
Māori development.42 
 
However, active involvement by Māori within this prevalence 
study is another example of Māori responsiveness to an issue.  
The Māori research team has incorporated Māori research 
methods and practices into what is a highly technical and 
complex research initiative.  In a world first, a range of cultural 
indicators are included within the data set and will assist in 
shaping the research findings.  Of interest to this paper is the fact 
that Māori involvement (and the collection of cultural indicators) 
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further strengthens the relationship between culture and mental 
health and will do much to advance Māori mental health at 
service and policy level. 
 
CONCLUSION 
 
In detailing some of the positive developments which have 
occurred over the past few years I have not concealed the fact 
that significant problems remain.  However, this presentation 
isn’t about what’s going wrong, there is ample discussion on 
that, but it is about what’s going right.  And, to further recognise 
the efforts and advances made by those that for many years have 
worked and struggled within the sector.  When attempting to 
describe the extent to which progress has been made a number of 
mechanisms can be used – quantitative and qualitative measures, 
data, statistics, and evaluations.  However, a simpler approach 
would reflect on more pragmatic comparisons, that is, are Māori 
more likely to receive better care now than in the past.  Quite 
simply, the answer is yes.   
 
In this regard, and when speaking with many who worked within 
the old institutions one gets some idea as to how far things have 
advanced.  I have already touched on the fact that during 1950s 
(and prior) admission to a psychiatric hospital would have bared 
some resemblance to incarceration within a correctional facility.  
Large, bleak, impersonal, and gloomy the old style psychiatric 
hospitals did not always provide an environment conducive to 
health and well-being.  Many were situated in isolated rural 
areas, that, while deemed more therapeutic – further isolated 
patients from their whānau, friends, and support networks.  For a 
range of reasons (not least of which concerned a lack of 
psychoactive drugs) admission to a mental hospital often resulted 
in a life-time sentence.  Removed from society, patients were 
sometimes also relieved of their dignity, hope and for many their 
fundamental rights. 
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While the process of deinstitutionalisation has not been without 
its problems two important measures of progress are worth 
considering.  The first is about recovery and an increased 
awareness and focus on this.  Recovery, of course, has many 
different meanings and is often something that is quite 
individual.  According to the Mental Health Commission, 
recovery is an ability to live well in the presence, or absence of 
ones mental illness.43  To live well is of course a personal if not 
abstract concept though recognises personal goals and ambitions, 
the dignity of people and their right to live as valued members of 
society.  Although there is still much to be done, the emphasis 
placed on recovery demonstrates a maturing approach to mental 
health treatment and the fact that health outcomes should 
coincide the expectations of service users.   
 
The second point is related to the first and concerns the role of 
consumers within the mental health sector.  In the past, and while 
being the focus of treatment, mental health consumers were more 
often idle participants within this process.  They often lacked 
information and more critically - control.  While there is more to 
do in terms of consumer involvement, greater participation, at all 
levels, speaks volumes in terms of our approach to mental health 
treatment and care, and ultimately what objectives are sought. 
 
These, rather blunt measures of progress are of course not solely 
attributable to Māori influence.  However, it is my belief that 
Māori have played no small part in shaping these developments.  
The recovery approach is not inconsistent with Māori beliefs and 
holistic Māori models of care.  Furthermore, the drive toward 
greater consumer participation likewise has cultural dimensions 
and reflects notions of awhi, tautoko, and manaakitanga.44  These 
concepts are often imbedded within Māori modes of service 
delivery and have certainly assisted with shifting attitudes, 
approaches, and basic philosophies. 
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This paper has attempted to describe some of the positive 
outcomes of increased Māori participation within the mental 
health sector.  To highlight what challenges exist, but also to 
describe how Māori have responded to these issues – as we have 
done in the past, and will continue to do in the future.  As noted, 
any number of measures can be used to illustrate this point – and 
I have selected but a few.  Regardless it is clear that more Māori 
are involved in mental health research, service provision, clinical 
and non-clinical roles, policy design, and various leadership 
positions within the sector.  As well, and more than this, Māori 
have contributed in no small part to the way in which care is 
delivered - the relationship between culture and health has been 
strengthened and have spawned innovative approaches to 
treatment and care.  These innovations are of national and 
international significance and have further implications for other 
sectors.  Is more required - definitely, will the problems get 
worse - probably, have Māori make a positive differences - 
absolutely. 
 
One hundred years ago the main threats to Māori health must 
have seemed insurmountable.  Yet, these challenges were met 
and overcome and it is perhaps with some nostalgia that we 
reflect on these problems, the manner in which they were 
addressed, and how Māori actively responded to these 
challenges.  Perhaps in a hundred years from now we may 
likewise reflect on present days issues and similarly consider 
Māori responsiveness and how too the problems in Māori mental 
health were identified, challenged and overcome.  
 
As a final conclusion to this presentation I would like to consider 
this ancient tauparapara.  It was first shown to me by my 
supervisor and appropriately describes many of the issues 
considered in this paper – or at least the notion of Māori 
responsiveness and action. 
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Whakataka te hau ki te uru 

Whakataka te hau ki te tonga 

Kia makinakina ki uta 

Kia mataratara ki tai 

Kia hi ake ana  

he ata-kura 

He tio, he huka, he hau-hunga.

Cease now the wind from the West  

Cease also the wind from the South  

Let the murmuring breeze sigh over the land 

Let the stormy seas subside 

And let the red dawn come with a sharpened air, 

A touch of frost 

And the promise of a glorious day. 

 
The tauparapara is part of a very old karakia, a chant often 
rehearsed when Māori gather, and before commencing the 
business of the day.  Essentially, it expresses a hope for better 
things to come.  It may seem un-usual therefore to introduce it at 
the end of the paper and not at the beginning.  However, the 
main reason for doing so is to illustrate the fact that we have not 
yet reached an end-point and that the overall journey is likely to 
continue. 
 
The tauparapara has other implications as well and illustrates that 
growth and development does not come without effort.  Just as a 
‘glorious day’ compensates for the wind, stormy seas, and a 
‘touch of frost’, so development is just recompense for our 
personal and collective efforts, a desire to move onward and 
upward.  The tauparapara can be seen to add its own optimism to 
the area of mental health with the hope that we may one day look 
back on the issues of today, the efforts made, and the subsequent 
gains that were achieved.  In this regard I hope we respond the 
way we always have in times of adversity – with dignity, 
enthusiasm, and a fundamental belief that no task is ever too big 
nor too challenging.  I am certain that wind, rain, and stormy 
seas will be encountered along the way, but am equality 
confident that through the efforts of many, and at the end of the 
day, the outcome will be positive and the promise of a glorious 
day realised.  
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“Whanganui-a-Tara” Lecture Series on June 1, 2005, in Wellington. 

 
 
INTRODUCTION 
 
In February 2005, the authors of this paper attended a 
symposium entitled “Nanotechnologies in New Zealand: 
Opportunities and Challenges” hosted by the Foundation for 
Research, Science & Technology. The symposium presented the 
opportunity for a range of ‘stakeholders’ to discuss the future 
potential of nanotechnology. The amusing thing was that the 
conference presenters were relatively unclear about 
nanotechnology applications. For ourselves, we were complete 
novices but believed we needed to offer a Māori and Indigenous 
response in this fora. Although we had not worked with Māori 
communities on this issue, we were able to offer a view that was 
informed by active involvement with our communities on genetic 
engineering for the last six years. We could see that this new 
technology was going to be the “next big thing.” 
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New Zealand’s emerging nanotechnology research industry is 
slowly blooming with rising investment interest by both industry 
and government. The New Zealand Government clearly sees 
nanotechnology as a new market arena with promise and 
potential and has accordingly marked it as a priority research 
area, necessitating an injection of research funds. Given New 
Zealand’s fledging capability in this area, both public and private 
collaborations have been made with international research 
consortiums. It is incumbent on any research team specialising in 
nanotechnology to collaborate with larger, more capital intensive 
international nanotechnology conglomerates in order to enter a 
market that requires vast capital investment. Both public and 
private research organisations are courting joint ventures with 
international leaders such as American nanotechnology 
manufacturer NanoDynamics in order to be a bit-player on a big 
playing field.   
 
In 2005 worldwide expenditure in nanotechnology is estimated at 
US$8.6 billion. The United States alone has set aside US$3.8 
billion for projects using nanotechnology, which is also 
enshrined in United States law with the passing of President 
Bush’s 21st Century Nanotechnology Research and Development 
Act which guarantees funding and support for nanotechnology 
research. By 2015 worldwide expenditure is projected to be 
US$1 trillion.  
 
With the existing and projected international investment in 
nanotechnologies, we know with certainty that the applications 
of this technology will have worldwide impact. The impact of 
nanotechnologies is considered by the Ministry of Research, 
Science & Technology to be enormous, as is indicated by their 
statement that; “Nanotechnologies could be applied in a very 
broad range of areas – chemical, biological, electronic and 
engineering – and the range and types of applications envisaged 
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indicate that nanotechnologies are likely to have much greater 
implications and impacts on society than biotechnologies.”1  
 
This paper presents a critical response to the “McScience” of 
new technologies, in particular biotechnology and 
nanotechnology.  Within this paper we build on the previous 
work of other key writers and commentators in this field2 and 
discuss some of the critical issues emerging from the platform of 
new technologies with relevance to Māori, Pacific and other 
indigenous peoples. Specifically we discuss the reductionist and 
mechanist nature of western science and examine the 
manipulative framing and use of language within this scientific 
paradigm. We also consider the implications of the western 
science paradigm for Māori, Pacific and other Indigenous 
peoples.  
 
Within this paper we identify current nanotechnology activities 
taking place in Aotearoa/New Zealand and build on the Māori 
discourse with regard to genetic modification to explore and 
examine issues Māori may face with regard to nanotechnology. 
Furthermore we provide commentary on nanotechnology with 
regard to Papatuanuku ‘Earth Mother’ and Te Tiriti o Waitangi 
“The Treaty of Waitangi” and examine the impact convergent or 
“BANG” technologies pose for Māori, Pacific and other 
Indigenous peoples. To overlook a Māori analysis of new 
technologies is to limit the intellectual analysis of nano and other 
new technologies. In fact, it is our Treaty right to provide a 
Māori analysis to inform the decisions on how this technology 
proceeds. 
 
BIOTECHNOLOGY AND NANOTECHNOLOGY  
 
What is the difference between biotechnology, incorporating 
genetic engineering, and nanotechnology? 
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The term “biotechnology” encompasses any application of 
discoveries in biology to the production of living organisms and 
their products, and includes traditional breeding and 
hybridization techniques that involve genetic modification as 
well as the recombination of DNA from different species. More 
specifically, genetic engineering describes the creation and 
exploitation of transgenic organisms, where recombination of the 
DNA from unlike species may occur to produce a new transgenic 
species. Certainly at the point of interference with life and 
applications that genetically engineer unlike species, Māori, 
Pacific and other Indigenous peoples have an innate 
kaitiakitanga “guardianship” responsibility that kicks in 
immediately, with the resolve that the responsibility falls on us to 
protect the legacy of our future generations and this includes the 
kaitiakitanga “guardianship” of whakapapa “geneology”. Recent 
biotechnology issues that have engaged Māori include such areas 
of controversy as the testing and commercial production of 
genetically modified crops and livestock, cloning of animals, 
patenting of life, human DNA collection and analysis, genetic 
screening, gene therapies, xenotransplantation, and new 
reproductive technologies.  
 
Generally Māori have responded with loud and clear opposition 
against the introduction of biotechnology. The reasoning for 
general Māori opposition to biotechnology is located in our 
tikanga “cultural” responses made by Māori in the various 
consultations and surveys of Māori views on the different aspects 
of biotechnology. Whilst “pro-biotechnology” and vested interest 
groups have attempted to marginalise these voices, the resistance 
to biotechnology by Māori has been informed and driven from 
Māori communities, informed by academic and scientific 
analysis, informed by Indigenous and international networks, and 
is primarily a struggle for the upholding of Māori cultural and 
intellectual knowledge. 
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NANOTECHNOLOGY AND NANOSCIENCE 
 
Nanotechnology broadly defined “is the design, characterisation, 
production and amplification of structures, devices and systems 
by controlling shape and size at nanometre scale”.3 Basically, 
nanotechnology is the atomic/nano-scale manipulation of matter. 
The applications of this type of technology are broad and 
include: 
 

• New forms of manufacturing (such as self-assembling 
materials) 

• Development of new materials (eg, new composite materials 
of high strength/low weight, new conducting materials, 
“smart” materials that retain their shape or are self-cleaning) 

• New or more efficient electronic components and energy 
storage devices 

• Medical applications (eg, therapies, diagnostic devices, 
bioengineering) 

• Environmental applications (eg, water purification, clearing of 
contaminated sites, sensors) 

• Military applications (eg, weapons, armour, sensors).4 
 

Nanoscience is the study of phenomena and manipulation of 
materials at atomic, molecular and macromolecular scales, where 
properties differ significantly from those at larger scale.5  The 
majority of nano-based research undertaken in Aotearoa/New 
Zealand is concerned with developing understanding of the 
nanoscience as opposed to the application of the science to the 
development of the technology. 
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ARE INDIGENOUS PEOPLE CONCERNED? 
 
For Māori, Pacific and other Indigenous people, nanotechnology 
is just another technology that has the potential for misuse 
resulting in the further marginalisation and exploitation of 
peoples.  As with biotechnology, nanotechnology also offers the 
illusion of control over nature and purports short-term remedies 
for larger more cultural, political, and social problems in our 
world.  Developed from the epistemology of western reductionist 
mechanistic science, nanotechnology does not recognise or 
respect the interconnected and holistic nature of the environment 
but rather seeks to manipulate matter at the atomic level to 
achieve “development” and “progressive” advancements. This 
western science epistemology is markedly different from the 
interconnected and holistic worldview of the environment held 
by many Indigenous cultures around the world. 
 
The greatest concern with nanotechnology is the possible 
convergence of technologies. Māori, Pacific and other 
Indigenous people around the world have already voiced their 
deep concern around biotechnologies and genetic engineering. 
Nevertheless we are facing the technological age where the 
convergence of these new technologies emerges as a new highly 
technological and sophisticated form of science.  Now, with 
nanotechnologies operating at the nano-scale level, combined 
with biotechnologies and genetic engineering operating at the 
gene and DNA level, and the leaping advances in information 
technology, this convergence raises serious issues with regard to 
new initiatives in the fields of medicine, agriculture and food 
production, and the impacts on the environment in particular.6 
 
Overview of Nanotechnology and Relevance to New Zealand 
Internationally and in New Zealand government sectors are 
leading the research and development in nanotechnology.  The 
motivation for government support in the research and 
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development of nanotechnology is their desire to hold 
advantageous positions should nanotech applications begin to 
have a significant effect in the world economy, hence these 
governments and countries are able to fully exploit these 
opportunities. Harper7 describes this current situation as a global 
arms race; “You only have to look at how IT made a huge 
difference to both the US economy and US military strength to 
see how crucial technology is.  Nanotechnology is an even more 
fundamental technology than IT. Not only has it the ability to 
shift the balance of military power but also affect the global 
balance of power in the energy markets.” 
 
Levels of public investment in nanotechnology are increasing 
rapidly. Between 1997 and 2002 there was a 503% increase in 
nanotechnologies investment as is outlined in Table 1.8  
 
Table 4.1 World-wide government funding for nanotechnologies 
research and development (US million) 
 

Area 1997 1998 1999 2000 2001 2002 2003 
US 116 190 255 270 422 604 710 

Western 
Europe  

126 151 179 200 225 400 NA 

Japan 120 135 157 245 465 650 NA 
Others 9  70 83 96 110 380 520 NA 

Total 432 559 687 825 1502 2147 NA 
(% of 1997) 100 129 159 191 348 503 NA 

 
It is estimated that Australia invests about A$100 million 
(US$76 million) annually in research and commercialisation 
associated with nanoscience and nanotechnologies. Furthermore 
the United Kingdom government in 2003 allocated £90 million 
over six years to assist industry to harness the commercial 
opportunities associated with nanotechnologies.    
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Researchers in New Zealand are involved in a variety of research 
associated with nanoscience and nanotechnologies. The focus of 
New Zealand research is concerned with nanoscience rather than 
the commercial developments.  The Ministry of Research, 
Science and Technology estimates the New Zealand 
Governments investment in nanotechnologies to be no more than 
NZ$15 million (US$10.5 million).10  
 
The MacDiarmid Institute for Advanced Materials and 
Nanotechnology, which works in collaboration with a range of 
Universities and research organisations, undertakes most of the 
nano-scale research in New Zealand.   Furthermore New Zealand 
is just starting to develop its own nanotech based companies. The 
countries first nanotechnology company Nano Cluster Devices 
Limited was established in 2003 from self-assembly research 
undertaken at the University of Canterbury. The Ministry for 
Research Science and Technology reports that the current focus 
of New Zealand’s research is on studying and producing 
nanomaterials, particularly those with electronic applications. 
They believe the nano research in New Zealand is more closely 
aligned to nanoscience than nanotechnologies as it is directed 
towards developing reliable methods for creating nano-scale 
structures and understanding the properties of nanostructures. 
Given this, the current research and development in New 
Zealand is likely to be of most immediate use to other 
researchers rather than rapidly leading to commercial 
applications of nanotechnologies. 
 
CONCERNS WITH EMERGING TECHNOLOGIES – 
EXAMINING THE PHILOSOPHICAL FOUNDATIONS OF 
WESTERN SCIENCE 
 
Some presenters at the “Nanotechnologies in New Zealand: 
Opportunities and Challenges” symposium viewed all 
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technologies as being socially constructed, while another 
presenter used a knife analogy to illustrate the neutrality of tools; 
stating that a knife could be used to murder or to cut meat. These 
types of explanations illustrate the diversity of views apparent in 
interpretations of contemporary science; those that are socially 
and culturally astute, and those that are mechanistic and 
intentionally blind. Furthermore Professor Linda Tuhiwai Smith 
observes that “science” is a site of tension for Indigenous people 
stating that; “the clash between science and Indigenous 
knowledge remains constructed around the interests of 
science”.11 
 
The main problem with emerging technologies such as 
nanotechnology and biotechnology are the philosophies and 
ideologies that they are built on. Ultimately, these emergent 
technologies are built from the foundations of reductionist 
western science. This type of science has been referred to by 
some as the age of ‘McScience’, where science has been 
“captured by business and whose integrity is questioned”.12 
 
 In contrast, at the heart of tikanga Māori “Māori culture” and 
matauranga Māori “Māori knowledge systems” are paradigms 
that provide clear principles for assessing the worth of new 
technologies. At the heart of the dominant paradigms of Western 
reductionist science are concepts that are incompatible with 
tikanga Māori  “Māori culture” and matauranga Māori “Māori 
knowledge systems” and are also problematic for Pacific and 
other Indigenous peoples.  These concepts and differences in 
worldview perspectives are discussed further. 
 
NANOTECHNOLOGIES AND MĀORI  
 
The participation of Māori in the new technologies platform has 
been situated from a reactive standpoint.  This position has 
relegated Māori to passive and non-decision making participants 
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in the debate, as opposed to being active agenda-setting 
participants with regard to new technologies. New technologies 
such as the biotechnologies have been developed from the 
epistemologies of western science and the ethics of neo-liberal 
economics.  It is from these dominant positions and spaces that 
the views of “others” such as Māori, Pacific and other 
Indigenous peoples are asked to provide; “perspectives”, “views” 
and “assessments” of these new technologies. After almost 
fifteen years of Māori making comment on the impact of new 
technologies our views are again sought, this time with regard to 
nanotechnologies.  
 
One could be well versed on Māori, Pacific and other Indigenous 
peoples concerns with regard to nanotechnologies by engaging 
with the numerous reports, writings, academic papers and 
submissions made by Māori, Pacific and other Indigenous 
peoples with regard to biotechnology and in particular genetic 
modification.13 Many of the concerns raised by Māori, Pacific 
and other Indigenous peoples in previous debates concerning 
new technologies are transferable to understanding Indigenous 
views with regard to nanotechnology.  
 
Furthermore, these Indigenous “perspectives” and “views” 
concerning nanotechnology we believe can also be applied to 
converging technologies. The US government refers to this 
convergence as NBIC (the integration of nanotechnology, 
biotechnology, information technology and cognitive science) 
and envisions that; “the mastery of the nano-scale domain will 
ultimately amount to the mastery of all nature”.14 NGO group 
ETC refer to these converging technologies as “BANG”, an 
acronym derived from Bits, Atoms, Neurons and Genes, which 
they describe as the basic units of transformative technologies.15  
ETC Group also warn that “BANG” will profoundly affect 
human security and health as well as allowing cultural and 
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genetic diversity to be placed firmly in the hands of the 
convergent technocracy.  
 
From our perspective Māori concerns and those of other 
Indigenous peoples with regard to nanotechnologies and 
convergent “BANG” technologies stem from the connection that 
Indigenous peoples have with the land and in particular for 
Māori the obligation we have as kaitiaki “caretakers, keepers and 
guardians” of Papatuanuku “Earth Mother”. Within a Māori 
environmental worldview the land is passed to us from ancestors 
for us to care take and pass on to our future generations. It is 
from this premise that any technology that impacts on the land 
and the environment is of relevance to Māori as kaitiaki 
“caretakers, keepers and guardians” of Papatuanuku. “Earth 
Mother”.  
 
There are many other issues that Māori may explore with regard 
to nano and “BANG” technologies that stem from our cultural 
paradigms and frameworks.  For example nano and “BANG” 
technologies raise serious concerns with regard to our key 
cultural concepts, in particular the aspects of mauri “lifeforce”, 
whakapapa “geneology”, tino rangatiratanga “self-
determination”, whenua “land”, Papatuanuku “Earth Mother”, 
kaitiaki “guardianship” and ira “life principle” as well as issues 
of intellectual property and decolonisation. It has been our 
observation through engaging with the GM debate in 
Aotearoa/New Zealand that the assessments of new technologies 
from our Māori paradigms are relegated and minimised as 
“cultural or spiritual concerns” and are neither understood nor 
rated as relevant.  Therefore it is not the purpose of this paper to 
explore the more complicated culturally based Māori concerns of 
nano and “BANG” technologies as we believe those discussions 
are for Māori, Pacific and other Indigenous peoples to have in 
our own spaces with our own cultural protocols guiding the 
discussion.  This will ensure that the space for critically 
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discussing our cultural values is protected from “outsiders” and 
their (mis)interpretation of our concerns. What is relevant for the 
purpose of this paper is to signal the impact nano and “BANG” 
technologies will have on Papatuanuku “Earth Mother”.  
 
NANO-AGRICULTURE ON PAPATUANUKU “EARTH 
MOTHER” 
 
According to the new nano-vision by the United Sates 
Department of Agriculture in 2002, agriculture needs to be; 
“…more uniform further automated, industrialized and reduced 
to simple functions.  In our molecular future, the farm will be a 
wide area biofactory that can be monitored and managed from a 
laptop and food will be crafted from designer substances 
delivering nutrients efficiently to the body”.16    
 
The re-organising of natural processes is not a new idea. The 
Green Revolution was science based agricultural change that had 
far reaching ecological, social and political effects. The Green 
Revolution’s purported advantages were not only outweighed but 
destroyed by the damages it brought about.  The “Miracle Seeds” 
central to the Green Revolution, for example, were touted as 
instruments of economic progress in developing countries.  In 
most cases, however, their use led to poverty, discontent, and 
violence among the very people they were supposed to benefit – 
the rural, predominately agricultural societies.17 It is concerning 
that the Green Revolution with all its detrimental effects has 
recently mutated into the Biotechnological Revolution which has 
again mutated into the Nanotechnological/Nano-agricultural 
Revolution. 
 
The new technologies platform and their associated 
“Revolutions” fail to support the biological diversity of the 
environment. Rather these new technologies promote an 
agricultural relationship mediated by mechanistic reductionist 
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technology. The new technology platform fails to account for the 
relationship Māori, Pacific and other Indigenous peoples have 
with the land, who most refer to as their Earth Mother and who 
Māori refer to as Papatuanuku. Furthermore they fail to 
recognise and respect the interconnected self-ordering and self-
reproducing capacity of the environment. 
 
Of great concern to the protection of Papatuanuku “Earth 
Mother” and the environment is the potential impact of 
nanostructured particles and devices on the environment.  
Nanoparticles and other throw away devices may constitute 
whole new classes of non-biodegradable pollutants that scientists 
have very little understanding of.  Although nanoparticles are 
mini-versions of particles that have been produced for a long 
time, the larger versions have undergone testing while research 
into the impact of nano-waste and nanoparticles on the 
environment is lacking.   
 
NANO AND “BANG” TECHNOLOGIES AND TE TIRITI O 
WAITANGI (THE TREATY OF WAITANGI) 
 
As with biotechnology, in particular genetic engineering, Te 
Tiriti o Waitangi (The Treaty) provides an appropriate 
framework from which to assess nanotechnologies.  The Treaty 
obligates the Crown not only to take into account the Māori 
world, but also to actively protect it.  These obligations are 
clearly set out in Article Two, which states: That the Queen of 
England agrees and consents (to give) to the chiefs, hapü and all 
the people of New Zealand, the full chieftainship 
(Rangatiratanga) of their lands, their villages and all their 
possessions (taonga). It is from this premise that we argue that 
The Treaty should be the foundation for all processes regarding 
nanotechnologies and “BANG” developments in Aotearoa/ New 
Zealand.  We also argue that The Treaty guarantees Māori rights 
to be consulted, and to make decisions, about what comes into 



94   Māori and The ‘Mcscience” of New Technologies     

 

Aotearoa/ New Zealand.  Many Māori stress that Te Tiriti o 
Waitangi guarantees rights to control what will impact on their 
well-being, environment and culture.18  Moana Jackson (cited in 
Cram) illustrates this point with regard to GM: “…it [GM] is a 
Treaty issue, it is, but in a sense that it is our right as sovereign 
people to make our decisions, it has nothing to do with the 
Crown’s obligation to protect us.  Therefore, if our people say, 
we have the right to discuss this [GM] and need the time to do it 
then the Crown simply has an obligation to acknowledge that 
call.  Not in a sense of wanting to protect us, but because that is a 
recognition of our sovereign right.  So it [GM] is a Treaty issue 
in that sense.  But for me, it is an exercise of our sovereignty to 
say we have concerns about this, we need to korero [talk] about 
this, we will do that first”. 
 
Aroha Mead also discusses The Treaty with regard to GM.  We 
believe that the arguments that she makes are relevant to The 
Treaty analysis of nanotechnology.  She states: 
 

‘How I see it is that the crown has guaranteed Māori certain 
rights under the Treaty, both Article 2 and Article 3 
rights…How I interpret that in the field of genetic 
engineering is that, the crown has a responsibility to ensure 
that the programs that it offers to Māori, to reduce 
disparities, are safe ones.  That the technologies and 
opportunities that they are bringing to Māori, to help Māori, 
are safe ones. That what they’re doing now is not going to 
create a further detriment to Māori a further generation from 
now.  Because what has been offered is not safe.  So I take 
the view, and it's the view that we put forward in the work 
we do here at TPK [Te Puni Kokiri, The Government 
Ministry of Māori Development] is that, unless the crown 
can assure Māori that the products that come from genetic 
engineering are safe, and have no risks associated with them, 
then they are breaching the Treaty.  In very simple terms 
they have an obligation not just to consult, but to look quite 
seriously at how this particular technology can assist, or 
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become detrimental to Māori development.  They need to 
have done that research, they need to have worked the issues 
out, they need to know what the issues are before they even 
venture into the field.’ 19 

 
The central notion within The Treaty is to ensure Māori control 
over areas of life that affect our destiny. Many Māori when 
discussing The Treaty in regard to GM, discussed the need for 
consideration and decision making to be based on processes that 
affirm and enact The Treaty. We believe the same would apply 
to nano and “BANG” technologies.  Other areas of concern 
raised by Māori voices and authors with regard to GM and The 
Treaty included the right of participation.  Angeline Greensill 20 
believes that Māori are being excluded from having a voice on 
GM, which she sees as in direct conflict with The Treaty.  
 
The discussion to come from Māori concerning The Treaty and 
GM provides important information for scientists working in the 
nano and “BANG” technologies fields in New Zealand, social 
scientists examining the socio-cultural impacts and Māori 
communities dialoguing about these new technologies.  The 
fundamental lessons we can learn from the GM debate with 
regard to the Treaty are: decision making processes need to 
affirm and enact the Treaty as well as the Māori right to 
participate in the development of this technology. Furthermore a 
mana wahine conceptual framework to assess the impact of new 
technologies raises the following questions with regard to The 
Treaty  and nano and “BANG” technologies:  
 

• Does the development and implementation of this technology 
endorse our Treaty rights? 

• Has this technology been developed with the full participation 
of Māori exercising their Treaty of Waitangi right? 

• Is the Treaty of Waitangi being used as one of the decision 
making tools in the development of this technology?21 
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Nano and “BANG” technologies raise some important Treaty 
issues concerning decision making, participation and the 
protection of the environment. We suggest that scientists 
working in the fields of nanoscience, nanotechnology and 
“BANG” technologies become familiar with these concerns and 
issues that Māori, Pacific and other Indigenous communities will 
inevitably  raise with regard to this technology. Furthermore we 
also strongly advise that scientists learn from the GM debate that 
new technologies raise issues and concerns for Māori and begin 
to ask what the Article 1,2 and 3 Treaty issues are with regard to 
nano and “BANG” technologies.  
 
We also caution scientists against the co-opting of selected 
Māori experts to provide this advice. Tikanga Māori “Māori 
culture” and matauranga Māori “Māori knowledge systems” 
provide clear guidelines for how Māori might conceptualise a set 
of culturally informed values, practices and knowledge for the 
issue of biotechnology and genetic engineering. Consultation 
over the controversial issue of genetic engineering has again 
exposed the traditional problems of reliance on “selected” Māori 
experts. Research teams interested in promoting their research, 
universities conducting this research and government agencies 
promoting this research seek these “selected” Māori experts to 
legitimise their work. Yet over and over again consultation with 
the general Māori public has revealed the same concerns relating 
to genetic engineering and the use of traditional knowledge, flora 
and fauna. Dr Cherryl Smith believes there have been two main 
responses to such consultation with Māori:22 
 
We have been told that we must need more education, especially 
about science. We are told that obviously we don’t understand 
new things. More education of communities needs to happen and 
the science curriculum in schools needs to change, for example. 
This has been particularly evident as a response from ERMA 
representatives who told us at hui that more education was 
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needed and who also submitted a paper to the 
incoming government to ask for a budget to educate us. (Within 
one Māori women’s network I work with there are kuia (women 
elders), doctorate graduates, Masters graduates, lawyers, medical 
specialists and we have made representations to ERMA). 
  
The ways we think, our philosophies, need to be changed. We 
have had our traditional stories re-told to fit the new scientific 
paradigm, we have had findings appearing re-translating and re-
explaining their meanings to show that mixing of genetic 
material is ok, we have been told that the stories where our 
ancestor transformed into a bird was genetic engineering, that it 
was a traditional practice. 
 
What we do advise is that scientists move from the laboratories 
out into Māori communities to begin to dialogue and to 
genuinely attempt to understand Māori perspectives with regard 
to new technologies. This requires the simple art of listening, as 
opposed to feigning listening. 
 
LIFE AS INERT AND MECHANICAL  
 
Much of modern reductionist science is mechanistic and sees 
life, nature and biodiversity as largely consisting of separate and 
independent parts. This machine metaphor in biology has its 
origins as far back as the 17th century French philosopher Rene 
Descartes. This metaphor shapes both scientific thinking and 
scientific method. “If the animal is like a machine, as Descartes 
claimed in Part V of the Discourse on Method, then it is made up 
of clearly distinguishable bits and pieces, each of which has a 
determined causal relation to the movement of other bits and 
pieces.  But Descartes's machine model is not only a description 
of how the world operates but also a manifesto for how to study 
natural phenomena. If I wish to study an animal as a machine, I 
commit myself to behaving as if the animal can be broken down 
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into pieces whose identity as pieces is unproblematic and which 
have a clear chain of causal connections with each other in 
producing the properties of the whole”.23 
 
When life is viewed as machine, “an ethical shift takes place – 
life is seen as having instrumental rather than intrinsic value”.24 
Indian physicist Vandana Shiva believes this results in two forms 
of violence; “First, life-forms are treated as if they are mere 
machines, thus denying their self-organizing capacity. Second, 
by allowing the patenting of future generations of plants and 
animals, the self-reproducing capacity of living organisms is 
denied”.25  
 
This mechanistic view of life exhibits the fallacy that science is 
never wrong and morals and ethics are malleable. This disrespect 
for life is fundamental to reductionist science. Furthermore 
biotechnology, nanotechnology and “BANG” technologies are 
the ultimate expression of the commercialisation of science and 
the commodification of nature that began the scientific and 
industrial revolution.  The rise of reductionist science has 
allowed Papatuanuku “Earth Mother”, nature and the 
environment to be declared dead, valueless and inert.  
Consequently this has provided western reductionist science with 
permission to exploit and dominate nature in total disregard for 
the social, cultural and ecological consequences.  Vandana 
Shiva26 argues that the rise of reductionist science is strongly 
linked with the commercialisation of science and resulted in the 
domination of women, non-western and Indigenous peoples. 
This is clear with the marginalisation of Indigenous peoples 
interconnected and holistic ways of knowing. With 
commercialisation as the objective, reductionism became the 
criteria of scientific validity.  Hence non-reductionist, holistic 
and interconnected ways of knowing ecosystems and 
environments were pushed out and marginalised.  Hence the new 
technologies paradigm, (encompassing biotechnology, in 
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particular genetic engineering, nanotechnology and ‘BANG’ 
technologies) is pushing out the last remains of interconnected 
ecological paradigms in science by redefining living organisms 
and biodiversity as “man-made” phenomena valued by its 
potential to return a profit.  
 
THE GENE AND REDUCTIONIST SCIENCE 
 
Genetic essentialism puts great stock in the individual and 
resonates with an ideology of possessive individualism. 
 

‘Society is now thought to be the consequence, not the 
cause, of individual properties. It is individuals who make 
society. Modern economics is grounded in the theory of 
consumer preference. Individual autonomous firms compete 
with each other and replace each other.  Individuals have 
power over their own bodies and labour power, in what 
MacPherson called “possessive individualism.” This 
atomized society is matched by a new view of nature, the 
reductionist view. Now it is believed that the whole is to be 
understood only by taking it into pieces, that the individual 
bits and pieces, the atoms, molecules, cells, and genes, are 
the causes of the properties of the whole objects and must be 
seperately studied if we are to understand complex nature.’27 

 
Reductionist biomedicine concentrates on identifying genetic 
predispositions and propensities for myriad disorders including 
cancer, diabetes, and schizophrenia. Geneticists have even tried 
to identify genes for such conditions as alcoholism, 
homosexuality and criminality. Focusing on the individual is 
problematic, however, as it “diverts attention from the real 
causes, but also stigmatises individuals, through placing the 
blame for society's ills on people's genes, and through the 
arbitrary categorisation of the 'normal' versus the 'abnormal”.28 
Leading Māori educationalist Dr Graham Smith calls this the 
politics of distraction.29  Furthermore Māori academic Dr Cheryl 
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Smith describes it as a “deficit view of our community”.30 
Gottweis calls this the “discourse of deficiency,” the “rewriting 
of life on a subcellular level in terms of 'absences,' of 
'improvables' in need of the intervention of genetic 
technologies".31  Suzuki and Knudtson tersely challenge this 
view stating that the human genome is not “like some sort of 
genetic garden from which hereditary defects can simply be 
plucked like so many weeds".32 
 
Hubbard and Wald are also critical of the genetic determinist-
driven research agenda. She argues people’s needs could be 
better served by developing education campaigns aimed at 
increasing awareness about the importance of a good diet and 
regular exercise.  They state; “providing the economic and social 
conditions that could enable more people to live healthily, rather 
than spending time and money trying to find 'aberrant' alleles and 
to identify individuals whose genetic constitution may (but then 
again, may not) put them at special risk”.33  
 
Although there is merit in the manageability of science for 
scientists when seen through a reductionist lens, the reality is far 
more complex, and "the major diseases today are polygenetic 
and complex, have environmental determinants, and are not 
approachable by genetic analysis alone as suggested by the 
reductionist narrative of molecular biology”.34 Because of this 
complexity, Hubbard and Wald argue that “tampering with DNA 
will have unexpected effects, and there is every reason to believe 
that some of them will be undesirable".35 
 
Reductionist molecular biology, focused on the gene, leads to the 
increasing management of life by external administrators. A 
number of authors have written of the future impact on society of 
this administration of our bodies, including Gottweis36, Hubbard 
and Ward37, and Nelkin and Lindee.38 Nelkin and Lindee 
suggest, “The future of medicine seems to lie in more aggressive 
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biological manipulation, rather than in social intervention to 
change behaviors that promote disease. Increased authority and 
power are therefore vested in scientists and physicians, who 
become the managers of the medicalized society"39 Hubbard and 
Wald40 elaborate and state; “That the healthy as well as the ill 
live under such continuous medical surveillance is in the interest 
of the medical-industrial complex, and not in ours. Our new 
fixation on genes can only make us less confident about our 
bodily functioning and so increase our alienation from ourselves. 
We need to engage in active debates about the practical 
consequences of genetic forecasts for our self-image, our health, 
our work lives, our social relationships, and our privacy”. 
 
As a result, Hubbard and Wald make an urgent call for us all to 
demedicalize our relationship to our bodies and our state of 
health. Although this urgent plea by Hubbard and Wald was 
made in 1997, the expansion of medical surveillance and genetic 
screening and forecasting has continued without much public 
debate. 
 
THE FRAMING AND LANGUAGE OF REDUCTIONIST 
SCIENCE 
 
Scientists ask questions they know they can answer or are 
amenable to their methods. “Science as we practice it solves 
those problems for which its methods and concepts are adequate, 
and successful scientists soon learn to pose only those problems 
that are likely to be solved. Pointing to their undoubted successes 
in dealing with the relatively easy problems, they then assure us 
that eventually the same methods will triumph over the harder 
ones”.41 
 
Why do scientists do this? It is important to maintain the veneer 
of expertise and, more problematic, the ruling paradigm. Mae-
Wan Ho explains this charade quite bluntly. “What do most 
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scientists do when faced with findings that threaten to topple the 
ruling paradigm? They describe the findings at great lengths in 
technical language that not even scientists in other disciplines 
can comprehend; they fail to interpret the findings altogether or 
interpret them incorrectly, avoid discussing the practical 
implications, and above all, dismiss incriminating evidence 
suggesting that what their colleagues are doing could be 
dangerous. At the same time, they try desperately to paper over 
the cracks of the crumbling edifice of the old paradigm, and 
engage in rampant speculations”.42 
 
In a similar vein, scientists’ use of particular frames will couch 
an issue in a particular way. Nelkin and Lindee provide an 
illustration of such framing of alcoholism. “If defined as a sin, 
alcoholism represents an individual's flaunting of social norms; if 
defined as a social problem, it represents a failure of the 
community environment; if defined as intrinsic to the product 
consumed, it represents the need for alcohol regulation.  But if 
defined as a genetically determined trait, neither society nor the 
alcohol industry appears responsible. And if behaviour is 
completely determined - either by genetics or environment - even 
the addicted individual cannot really be blamed”.43 
 
When explaining the historical incidence of tuberculosis, 
Lewontin says; “Although one may say that the tubercle bacillus 
causes tuberculosis, we are much closer to the truth when we say 
that it was the conditions of unregulated nineteenth-century 
competitive capitalism, unmodulated by the demands of labour 
unions and the state, that was the cause of tuberculosis. But 
social causes are not in the ambit of biological science, so 
medical students continue to be taught that the cause of 
tuberculosis is a bacillus”.44 
 
And further, in speaking about the bogus crime gene, Kaplan 
focuses the issue of crime in America on a more meaningful path 
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stating that: “Rather than attempting to understand why one 
inner-city youth adopts a life of crime and violence while another 
does not, we perhaps ought to concentrate our limited resources 
on understanding why so many more violent crimes per capita 
occur in the United States than in many other Western nations”.45 
 
Another source of obfuscation is scientists’ use of language, their 
choice of terminology in articulating science. According to 
Keller, scientists are language-bound. She states; “The words 
they use play a crucial (and, more often than not, indispensable) 
role in motivating them to act, in directing their attention, in 
framing their questions, and in guiding their experimental efforts. 
By their words, their very landscapes of possibility are 
shaped”.46  
 
Keller describes here how scientists are themselves limited, 
directed, and guided by the words that they use to think, analyse 
and describe problems, processes and results of research.  
 
Genetic engineering has fostered and been shaped by a new 
language. The discourse using this language privileges the gene 
because of its ascribed function. Genetic engineers seek and 
patent “functional” or “instrumental” knowledge driven by the 
notion that knowing how things work will logically lead to 
ability to make them work more efficiently. This bio-
technological goal has shaped molecular biology and 
transformed its scientists into engineers and entrepreneurs. 
Identifying and ascribing a function to a particular gene, no 
matter how faint or weak a connection, is a shrewd and strategic 
scientific endeavour that can lead to a new viable area of study 
and investment and thus access to research funding. Language is 
also used to perpetuate the status quo, where some older 
discourses are replaced or transformed. Language can be 
powerful in reproducing certain institutional forms and 
hegemony, where “older” or “pre-existing” scientific areas are 
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redefined using more sanitised contemporary language that 
factors in the positive connotations of “progress” or downplays 
any inherent “danger.” Gottweis observes that this “progress 
talk” is a counterstrategy employed to defray resistance. "Social 
resistance against genetic engineering was met by 
counterstrategies seeking to establish a framing of biotechnology 
as an articulation of progress and modernization".47 
 
The language of “risk” is a powerful example of how science is 
defined and articulated. A number of authors have written on the 
pervasive nature of risk discourse, including Beck,48 Crook,49 
Douglas and Wildavsky,50 Leiss and Chociolko,51 and Winner.52 
Winner notes "One's initial definition of the problem helps shape 
subsequent inquiries into its features".53 The choice of the word 
“risk” in biotechnology and nanotechnology research tends to 
imply that the chance of harm in question is accepted willingly in 
the expectation of gain. However according to Winner, “this 
disposition to weigh and compare is not invoked by concepts that 
might be employed as alternatives to 'risk' - 'danger,' 'peril,' 
'hazard,' and 'threat.' Such terms do not presuppose that the 
source of possible injury is also a source of benefits".54 Crook 
raises another problematic aspect related to risk, that of how to 
articulate risk discourse itself. “The rhetorical battle over the 
cultural riskiness of biotechnology is fought along two main 
axes, one running between “natural” and “unnatural,” the other 
between “old” and “new.”  If “new” and “unnatural” are both 
risky, it is important to its proponents that biotechnology should 
not be seen as having both characteristics at once. The ideal, but 
perhaps implausible, strategy would be to position biotechnology 
as both “old” and “natural”.55 
 
In any event, when decision makers are faced with uncertainty 
and possible “risk,” Winner suggests the result is, "prudence 
becomes not a matter of acting effectively to remedy a suspected 
source of injury, but of waiting for better research findings".56 
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AND IF MĀORI SAY NO, WHAT THEN? 
 
Ultimately Māori, and other Indigenous peoples, have found that 
Western reductionist science takes precedence over any 
resistance to new technologies. Donna Ngaronoa Gardiner sees 
this as symptomatic of the arrogance of Western reductionist 
science. 
 

‘In the event of a community saying no to the experiments, 
Western scientists view that resistance as being based on 
ignorance and misunderstanding of the projects aspirations. 
These attitudes reflect beliefs about western racial 
superiority – that western science knows best – even if the 
subjects of that science do not consent. This is also a 
symptom of arrogance and the belief that any innumerable 
number of experiments can be undertaken in the name of 
science. The fact that Indigenous populations may not 
consent because of a fundamental difference in world view is 
of little consequence to unscrupulous companies and 
scientists.’57 

 
CONCLUSION 
 
The question that immediately comes to our minds with 
nanotechnology is, “why are we being pushed down another one-
way road?” The New Zealand public will not be given any 
choice in whether New Zealand will engage with 
nanotechnology. The decision has already been made for us. The 
government and main research funding body in New Zealand, 
the Foundation for Research Science and Technology, have 
already indicated significant investment now and in the future in 
nanotechnology.  
 
We are a little short on hope of how effective our collective 
voices can be in stemming the overzealous and reckless rush 
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toward technological development. We (Māori, Pacific and other 
Indigenous peoples) have been here many times before. Over and 
over again our concerns have been voiced. Over and over again 
our concerns have been marginalised. When we hear comments 
of the sort voiced at a recent symposium on nanotechnology that 
describe the technology as “tools” that are neutral, with little 
regard for the political economy that these tools operate within, 
we know that we are not being heard.  
 
The “McScience” of reductionist western science such as 
biotechnology, genetic engineering, and nanotechnology, has 
evolved from a strong colonialist ideology of “we know what’s 
best for the rest.” This type of arrogance also applies to the types 
of applications utilised such as genetic engineering and some 
nanotechnologies, where “man” (because it often is a man) 
wields control over nature, where “man” believes in the seeming 
immortality of humans, and “man” believes that profit takes 
precedence over everything else.  
 
So how do we move forward to ensure our views and concerns as 
Treaty partner, as indigenous peoples, as kaitiaki “guardians”, as 
parents and grandparents of our future generations, around new 
technologies such as nanotechnology are heard? 
 
As hollow and naive as this statement may sound, we believe 
that there may be an opportunity here for Māori to be proactive 
on voicing their opinions and views around this new technology. 
As a fledgling technology, we are in a position as Treaty Partner 
(not to be subsumed as one of many public interest groups) to be 
able to influence the direction of nanotechnology applications 
and provide sound advice, learnt first hand from our disastrous 
experiences and engagements with the development of genetic 
engineering applications, on the appropriateness of the different 
application areas. Central to any developments of this new 
technology is the urgent need to conduct studies that outline the 
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impacts of nanotechnology, with particular focus on social, 
health and environmental impacts. 
 
It is incumbent upon us as Māori, Pacific and Indigenous peoples 
to stand up and be heard. Our ancestors are counting on us.  
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INDIGENEITY 
 
There are significant differences in the circumstances of 
indigenous peoples in various parts of the world, manifest by 
varying degrees of dispossession, different health and education 
experiences and diverse political relationships.1 However, 
although colonisation and globalisation have often undermined 
indigenous culture and economies, global forces and electronic 
communication have also provided greater opportunities for 
indigenous communities to enter a world-wide network and to 
engage with each other.  In that process the commonalities 
between indigenous peoples have become more apparent. 
 
In defining indigenous peoples in 1949, the United Nations 
General Assembly noted several characteristics:  
 

‘Among the peoples of the earth, indigenous people 
constitute a vulnerable group which has long been neglected. 
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Their social structures and lifestyles have suffered the 
repercussions of modern development. They have been 
subject to growing pressure to bring their languages, 
religions, knowledge, arts and oral traditions, and the other 
manifestations of their ways of life, into conformity with 
those of the majority social groups around them.’2  

 
In the definition, however, the General Assembly had not given 
weight to indigenous aspirations for self determination and 
repatriation of resources.  Although conforming to wider society 
was not irrelevant, a primary aim of indigenous peoples has been 
to regain indigenous values, properties, and language and to 
exercise a degree of autonomy.  Most indigenous peoples believe 
that the fundamental starting point is a strong sense of unity with 
the environment.3, 4  Arising from the close and enduring 
relationship with defined territories, land, and the natural world, 
and exemplified by the pattern of Māori adaptation to Aotearoa 
(New Zealand), it is possible to identify five secondary 
characteristics of indigeneity (table 5.1). 5 
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Table 5.1 Characteristics of Indigeneity 
 

Features Key Element 
Primary Characteristic: 
An enduring relationship between populations, 
their territories, and the natural environment.  

An ecological 
context for human 
endeavours 

Secondary Characteristics (derived from the 
relationship with the environment): 
• the relationship endures over centuries 
• the relationship is celebrated in custom  

and group interaction 
• the relationship gives rise to a system of 

knowledge, distinctive methodologies, and 
an environmental ethic 

• the relationship facilitates balanced 
economic growth 

• the relationship contributes to the evolution 
and use of a unique language. 

 
 
Time 
Identity 
 
Knowledge 
 
 
Sustainability 
 
Language 

 
The first secondary characteristic reflects the dimension of time 
and a relationship with the environment that has endured over 
centuries; the second, also derived from the environmental 
relationship, is about culture, human identity, and group 
structures and processes that celebrate the human-ecological 
union.  The third characteristic is a system of knowledge that 
integrates indigenous world-views, values, and experience, and 
generates a framework for a distinctive environmental ethic.  
Application of that ethic to natural resources provides a basis for 
the fourth characteristic, economic growth balanced against 
environmental sustainability.  Finally, indigeneity is also 
characterised by a language so strongly influenced by the 
environment that it is not spoken as a first language in other parts 
of the world. 
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INDIGENOUS EXCLUSION 
 
Despite differences in the standards of health of indigenous 
peoples, there are similarities in post-colonial experiences - 
patterns of disease, socio-economic marginalisation and political 
impotence.  In the eighteenth and nineteenth centuries for 
example, groups as diverse as Māori in New Zealand, Australian 
Aborigines, Native Hawaiians, the Saami of Norway, Native 
Americans and the First Nations of Canada, were nearly 
decimated by infectious diseases including measles, typhoid 
fever, tuberculosis and influenza.6  For the First Nations, 
smallpox epidemics produced even greater suffering.7  
 
Higher levels of morbidity and mortality have continued among 
indigenous peoples.8 Indigenous populations generally have 
lower life expectancy than non-indigenous populations, a higher 
incidence of most diseases, (e.g. diabetes, mental disorders, 
cancers) and experience of third world disease in first world 
nations (tuberculosis, rheumatic fever).9   Similarly participation 
in education is often jeopardised by limited access to quality 
schooling, low expectations, and a failure to secure positive 
engagement with students and their families. 
 
Recognising the marginalised position of indigenous people, and 
their exclusion from key societal institutions, four key factors 
have been recommended for indigenous participation in society 
and the economy in Latin America.  First, since it is the most 
significant driver of income, more and better quality education 
for indigenous peoples is critical.  Second, improving health 
status, especially malnutrition in children can lead to better 
education outcomes.  Third social services should be more 
accountable to indigenous peoples and better attuned to 
indigenous worldviews and aspirations; and fourth consistent 
data collection that enables indigenous peoples to be identified is 
a prerequisite for planning and action.10 
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MĀORI DEMOGRAPHIC TRENDS 
 
As the indigenous people of New Zealand, the Māori experience 
has not been dissimilar from indigenous populations in other 
countries.  In 1905, the Māori population was estimated at 
45,000 and close to extinction.  However, not only did it survive, 
within a century it had become more numerous than at any other 
time in history.  Even though changes to statistical definitions of 
Māori make it difficult to draw comparisons, there is strong 
evidence of a substantial and sustained increase in the Māori 
population.  In the 2001 census 526,281 New Zealanders 
identified as Māori; 85% were classed as urban dwellers.11   
 
Although accounting for some fourteen percent of the total New 
Zealand population in 2001, by 2051 the Māori ethnic population 
will almost double in size to close to a million, or twenty-two 
percent of the total New Zealand population.  Even more 
significant, at least for educational planning, by 2051 thirty-three 
percent of all children in the country will be Māori.12  By then 
Māori in the working age group, fifteen to sixty-four years, will 
have increased by eighty-five percent.13  Yet although the 
younger age groups will continue to grow, the population will 
begin to age, the proportion of men and women over the age of 
sixty-five years increasing from three percent in 1996 to thirteen 
percent in 2051.  
 
Like many New Zealanders, Māori are mobile.  Following World 
War II urbanisation resulted in major migrations from country 
areas to towns and cities and by 1976, more than eighty percent 
of Māori were living in urban settings, a quarter in the greater 
Auckland area.  Emigration overseas has also become a 
significant trend, some 30,000 Māori now being recorded as 
residents in Australia.   
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POSITIVE MĀORI DEVELOPMENT 
 
From 1984, and for reasons beyond the scope of this paper, the 
process of dismantling the welfare state began in New Zealand.  
The new free market approach required radical restructuring of 
the economy, reduced state expenditure, deregulation and 
wherever possible the introduction of competition.  Driven by 
economic expediencies that included the removal of state 
subsidies from the agricultural and forestry sectors, “temporary” 
stress on all New Zealanders was seen as inevitable.  Māori, 
however, carried an excessive share of the burden.  Within five 
years Māori unemployment more than doubled to over twenty 
percent and in some areas was higher for school leavers.14 
 
But just as the welfare state had a downside for Māori, the free 
market environment had unexpected benefits.  The Māori 
Economic Summit meeting, the Hui Taumata held in 1984, 
prescribed a decade of positive Māori development premised on 
the themes of tribal development, economic self reliance, social 
equity and cultural affirmation.  In keeping with the wider 
national economic reforms, where a diminished role for the state 
was being paired with a greater role for enterprise, the new call 
was for "Māori solutions to Māori problems."  Both the lack of 
confidence in the capacity of the State to offer positive solutions 
and a desire to capitalise on existing Māori structures and values, 
combined to inject a sense of independence and renewed 
commitment to alternate approaches.  Significantly, a sound 
economic base was seen as a crucial step towards achieving any 
real social or even cultural survival. 
 
MĀORI EXCLUSION 
 
The main impetus for launching a Decade of Māori Development 
was directly linked to the marginalisation of Māori people 
compared to other New Zealanders.  To some extent Māori can 
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still be regarded as an excluded population insofar as there are 
significant disparities in educational and health outcomes, with 
lower standards of material wellbeing and lower incomes.15,16  
But measured against progress over time and Māori participation 
in non-compulsory education and in the health workforce, it is 
clear that movement from exclusion towards full participation is 
in progress.   
 
Moreover, in contrast to the measurement of exclusion, where 
disparities between population groups based on universal 
measures are important, the measurement of full participation for 
indigenous populations requires indicators that reflect 
participation in the indigenous world as well as in wider society.  
For most of the twentieth century polices for Māori were 
essentially premised on attaining equity with other New 
Zealanders and adopting the same values and world views as the 
majority population.  It was not until 1984, and the launching of 
the decade of Māori development that the retention of Māori 
values and culture was seen as integral to socio-economic 
advancement.   
 
In the new approach, there was a frank rejection of any notion of 
assimilation.  Instead the expectation was that all Māori young 
people should be able to grow up as New Zealanders and as 
Māori.  Full participation need not mean abandoning a Māori 
identity.  A second point arising from a decade of positive Māori 
development was the desire of Māori people to develop their 
own economic and social systems in ways that were consistent 
with Māori aspirations and priorities.  While the State as a 
provider had certain attractions, seldom was it inclined to 
recognise Māori preferences.  In contrast, in the deregulated 
environment, large numbers of Māori health, education and 
social service providers emerged enabling families (whānau), 
communities and tribes to steer their own courses.   
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The trend is consistent with article 21 of the Draft Declaration of 
the Rights of Indigenous peoples:  
 

‘Indigenous peoples have the right to maintain and develop 
their political, economic and social systems, to be secure in 
the enjoyment of their own means of subsistence and 
development, and to engage freely in all their traditional and 
other economic activities.  Indigenous peoples who have 
been deprived of their means of subsistence and 
development are entitled to just and fair compensation.’17 

 
The twin approaches, retaining a Māori identity while rejecting 
assimilation, together with a measure of autonomy, self 
management, and Māori delivery systems, have been important 
in the Māori journey from exclusion towards full participation.   
Transformations have been evident in a range of areas, including 
entrepreneurship,18 but there has been particular progress in non-
compulsory education and health workforce participation.    
 
MĀORI PARTICIPATION IN NON-COMPULSORY 
EDUCATION 
 
Since 1984 Māori participation in education at all levels has been 
transformed in two respects.  First, the education system has 
recognised Māori language, knowledge, and culture as core 
elements of the curriculum.  Second, participation rates in non-
compulsory education have escalated in an unprecedented 
manner.  While the participation rates are uneven, and many 
Māori youngsters still remain outside the reach of effective 
education, there has been a remarkable turnaround.  The initial 
establishment of Māori alternatives such as Köhanga Reo (Māori 
language immersion centres) in 1981 have provided cultural 
attractions and within the mainstream higher Māori participation 
rates in early childhood education have also been evident, 
growing by over thirty percent between 1991 and 1993.  By 2001 
forty-five percent of all Māori children under five years of age 
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were enrolled in early childhood services, nearly one-third in 
köhanga reo19 and by 2005 around 90% of Māori children 
entering primary school had experienced some form of early 
childhood education.20    
 
For older learners there have also been significant gains.  
Retention rates for sixteen year olds at secondary school 
increased from 47 percent (in 1987) to 63 percent in 2003).  
Between 1983 and 2000 the percentage of Māori students who 
left school with no qualifications decreased from 62 percent to 
thirty-five percent, while at the tertiary level, between 1993 and 
2004 Māori participation increased by 148 percent.  By 2002 
Māori had the highest rates of participation in tertiary education 
of any group aged at twenty-five years and over. Although the 
significant improvement masked the fact that Māori were still 
five times more likely to enrol in Government remedial training 
programmes and three times less likely to enrol at a University,21 
around seven percent of the total university population in 2005 is 
Māori.  But most of the recent tertiary education growth has 
occurred through accredited tribal learning centres, wānanga, 
which increased enrolments from 26 000 students in 2001 to 45 
500 in 2002.22   
 
Wānanga were formally recognised as tertiary educational 
institutes in the 1989 Education Amendment Act and they are 
eligible for funding in the same way as other tertiary institutions.  
Wānanga students tend to be older and more likely to be enrolled 
in sub-degree programmes, though both undergraduate and 
postgraduate degree programmes represent a significant part of 
the offerings of two wānanga.  
 
Despite the larger number of students enrolled in sub-degree 
programmes there has also been a demonstrable increase in the 
number of Māori with doctorate degrees (since 2000 around 
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twenty or thirty graduates each year) with a corresponding 
increase in Māori research capacity.   
 
A major milestone for the New Zealand research community was 
the establishment of Ngā Pae o te Māramatanga, a centre for 
research excellence at the University of Auckland in 2002.23  In 
addition there are several other Māori centres for research 
including Māori health research centres, Māori business 
research, educational research, and an interdisciplinary Academy 
for Māori Research and Scholarship (Te Mata o te Tau) at 
Massey University.   
 
The major educational transformations that have occurred since 
1984 are summarised in table 5.2. 
 
Table 5.2 Māori Educational Transformations 1984 – 2005 
 

• Rapid uptake of early childhood education 
• Greatly increased participation in tertiary 

education 
• Educational policies recognise M�ori aspirations 

and M�ori knowledge 
• Multiple educational pathways (university, 

polytechnic, wananga, private training 
organisations) 

• Higher participation rates in in sub-degree 
programmes 

• Significant research capacity 
 
MĀORI PARTICIPATION IN THE HEALTH FORCE 
 
In 1984 the first national Māori health hui was held and the 
possibility of Māori health delivery systems was raised.24  Critics 
were concerned that any move away from conventional medical 
models of delivery would disadvantage Māori, creating a type of 
separatism with a lowering of standards.  But others argued that 
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health statistics clearly demonstrated a type of separatism 
anyway and that a high quality service was of little value if it 
was not used.  Māori were over-represented in almost every 
diagnostic category and were not gaining adequate access to 
health services and facilities.  
 
Prior to 1980 there were only three or four Māori health 
providers and they often had to contend with assumption that all 
New Zealanders shared the same cultural values, aspirations and 
history.  In contrast, by 2004, there were nearly 300 Māori heath 
providers and Māori language and culture had become more or 
less accepted as part of the operating norm in schools, hospitals, 
state agencies, the media, and community centres. 
 
As one way of addressing the disproportionate representation of 
Māori in most illnesses and injuries, workforce development has 
become a high priority for improving Māori standards of health.  
In 2000, Māori made up around fourteen percent of the total 
population but only five percent of the national health 
workforce.25  In order to increase the size of the workforce, two 
broad strategies were instituted.   
 
First, efforts to recruit more Māori into the health professions 
have included affirmative action programmes – or programmes 
that have similar aims.  In1998 for example the University of 
Auckland launched Vision 2020, a programme designed to 
significantly increase Māori entry into the medical school.  In 
1984 there were 5 new Māori medical students but by 2004, the 
number of new Māori entrants had increased to 24.26  Similar 
trends have been seen in the qualified medical workforce.  From 
an estimated medical workforce of around 60 in 1984, there are 
now over 200 Māori medical practitioners across range of 
specialties, accounting for three percent of the total active 
medical workforce.  In addition scholarships have been offered 
from a number of sources as incentives to encourage enrolment 
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in other disciplines such as nursing, social work, clinical 
psychology and addictions.  The number of Māori dentists for 
example has increased from 4 or 5 in 1984 to 44 in 2005. 
 
A second workforce strategy has been to engage cultural 
advisors or Māori community health workers to work alongside 
health professionals, bringing first-hand knowledge of 
community and a capacity to engage diffident patients.  Often the 
combination has been highly effective though there has also been 
concern that the two streams of workers – cultural and clinical – 
have created potential for professional and cultural interventions 
to diverge.  An integration of cultural and clinical dimensions is 
one of the more pressing challenges facing Māori health care. 
 
While the impact of workforce strategies on Māori health status 
has not been specifically determined, there have been significant 
gains in Māori health, especially over the past five years.  For 
non-Māori New Zealanders there was a steady increase in life 
expectancy at birth over the period from 1985-1987 to 2000-
2002.  For Māori there was little change for males or females 
during the 1980s but a dramatic improvement in the five years to 
2000-2002.    Between 1984 and 2002 the life expectancy 
increased from 65 years for Māori males to 69 years while for 
Māori females it increased from 70 to 73 years.  Notwithstanding 
the eight year gap between Māori and non-Māori, in the five 
years to 2000-2002, the gap reduced by 0.6 years.27 
 
TRANSFORMATIONS 
 
These changes and others like them, represent major 
transformations the extent of which would have been difficult to 
predict, even twenty years ago. Then, the inclusion of Māori 
perspectives within health services or in environmental 
management were exceptions rather than the norm and the 
conservative call was for New Zealand to have single systems of 
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education, health and justice based essentially on majority 
perspectives.  
 
An apparent irony is that Māori were able to assert demands for 
social systems that supported Māori values and ideals within a 
market driven environment.  The Welfare State had presumed 
that its duty to Māori was discharged when the worst features of 
poverty had been eradicated.  Being Māori meant being poor, not 
necessarily being indigenous or being able to live as Māori.  
Although the economic and government reforms instituted in the 
1980s impacted heavily on Māori causing unemployment to 
suddenly escalate, they were also accompanied by a fresh spirit 
of independence and a renewed determination to retain those 
elements of indigeneity that were essential to being Māori in a 
complex and modern society.  
 
As a consequence, when the twenty-first century dawned, Māori 
were in a stronger position to live as Māori than they had been 
two decades earlier.  
 
Although the reformation over the past two decades has not been 
even, or as extensive as many would wish, it nonetheless 
represents a series of major transformations. Notwithstanding 
continuing inequalities between Māori and non-Māori, Māori 
experience has been radically changed in the direction of:  
 

• Greater involvement in the delivery of social services, 
including health care 

• Improved access to services 
• A proliferation of semi-independent Māori organisations 
• Higher participation rates in the education system at early 

childhood and tertiary levels 
• Immersion Māori language education programmes from early 

childhood to tertiary levels 
• Significantly raised membership in the legal and health 

professions 
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• Escalating entry into the fields of commerce, business, and 
science 

• A major increase in the number of children who are native 
speakers of Māori 

• A re-emergence of tribal groups as agents for Māori 
development  

• The settlement of major historic Treaty of Waitangi claims.   
 

The question now arises as to whether further transformative 
experiences are needed over the next 10 years so that future 
generations can realise the dual goals of ‘living as Māori and 
being citizens of the world’.28  
 
TRANSFORMATIONS FOR 2014 
 
While the decades 1984-1994 and 1995-2004 were witness to 
significant changes for Māori, the directions set in train then may 
not necessarily be the best options for a world which will be 
significantly different by 2014.  Transformations are time-bound 
so that major advances in one era may be insufficient or even 
inappropriate for another.   
 
The 1984 Hui Taumata for example ushered in a decade of 
development taking Māori in new and positive directions.  But 
beyond the developmental mode is a more confident mode where 
not only can Māori build on gains already made, but also shape 
the directions to suit new times and rebalance some of the 
imperatives that seemed so necessary in 1984.    
 
The Ministry of Māori Development, Te Puni Kökiri has 
recommended a ‘Māori potential approach’ as a basis for Māori 
policy and development.  The ‘potential approach’ encompasses 
wellbeing, knowledge, influence and resources and the desired 
outcome is one where ‘Māori succeed as Māori’.  Built on the 
complementary pillars of rawa (wealth), mātauranga 
(knowledge) and whakamana (autonomy and control), the focus 
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is away from deficit and failure towards success and 
achievement.29 
 
The potential approach requires substantial directional shifts to 
those that focused on greater Māori autonomy and gaining access 
to language, culture, and societal goods and services.  While they 
were largely concerned with building foundations and instituting 
processes, the focus must no shift towards result and outcomes 
(table 3).30  
 
Best Possible Outcomes 
In many respects Māori individuals share similar aspirations to 
other New Zealanders.  A good outcome is one where 
individuals reach their potential and are well placed to compete 
in a global economy.  However, a good outcome for Māori also 
reflects Māori aspirations, values and affiliations.  There is no 
stereotypical Māori, but even allowing for diversity among 
Māori, it is possible to identify a number of attributes that 
contribute to ‘being Māori’.  These include: 
 

• Identifying as Māori 
• Being part of a Māori network or collective 
• Participating in  te ao Māori, and enjoying a closeness with the 

natural  environment 
• Using Māori language 
• Possessing some knowledge of custom and heritage 
• Participating as a whānau (family) member 
• Having access to Māori resources 

 
Defining best outcomes for Māori requires that ‘being Māori’ is 
adequately recognised as a determinant of wellbeing, alongside 
the more conventional indicators such as health status, 
educational achievement and economic wellbeing. 
 
An outcome focus contrasts with a focus on procedure.  During 
the past two decades considerable emphasis has been placed on 
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processes with particular stress on the incorporation of Māori 
values and protocols, and the creation of opportunities for active 
Māori involvement.  While those processes have been useful, 
and should continue to be pursued, they should not be confused 
with end points.  The practice of cultural safety in health 
services, for example, is not justified as a celebration of culture 
but as a means of achieving better health outcomes.  Similarly, 
the involvement of family groups in meetings about child and 
youth welfare is not simply intended to fulfil a cultural 
preference but to ensure the best possible outcome for a child 
and the family.  And while measures such as workforce 
participation can often be regarded as proxy measures for 
wellbeing, they do not substitute for indicators that have direct 
reflection on outcomes.  The number of Mari adults who have no 
need to see a dentist because their teeth are strong and healthy, 
might be more relevant than the number of Māori dentists.   
 
Because most measurements are process measures, rather than 
measures of outcome, it has been impossible to judge the 
effectiveness of a number of interventions.  Part of the difficulty 
lies in the complexities associated with outcome measurements; 
there is a time lag between intervention and result; many 
variables apart from a specific intervention may impact on the 
outcome; and a good outcome for one group may be regarded as 
an unsatisfactory outcome by another group.  But outcome 
measures that are relevant to Māori health, and the broader field 
of Māori development offer some prospect of being able to 
capture progress from a Māori perspective.31 32 
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Table 5.3 Transformational Shifts 1984 – 2014 
 
1984 – 2004 
Development 

Gains Limitations 2005 - 2014  
Māori Potential 

Participation and 
Access 

Improved 
levels of 
participation 
in education, 
health, etc. 

Marginal 
involvement 
Mediocrity 
Uneven gains 

1  High 
achievement, 
quality, 
excellence. 

Tribal 
development 

Tribal 
delivery 
systems; 
cultural 
integrity; 
commercial 
ventures. 

Benefits not 
shared by all 
Māori.   

2  Enhanced 
Family 
capacities. 

Settlement of 
historic 
grievances 

Major 
settlements 
completed. 

Energies 
absorbed into 
exploring the 
past. 

3  Futures 
orientation and 
longer term 
planning. 

Protocols and 
processes 

Māori 
perspectives 
incorporated 
into health, 
education 
etc. 

Focus on 
process has 
diverted 
attention from 
results 

4  Focus on 
relevant 
outcomes that 
reflect dual 
aims. 

Government 
contracts 

Improved 
service 
delivery. 
‘By Māori 
for Māori’ 
Māori 
provider 
development 

Dependence 
on state 
contracts; 
A focus on 
state outputs 
 

5  Collaborative 
opportunities 
and networks; 
6  Multiple 
revenue streams; 
7  Multiple 
partnerships. 
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Future Orientation 
The settlement of historic grievances against the Crown, though 
still in progress and far from complete, has nonetheless also been 
a salient feature of the past two decades.  Settlements were seen 
as necessary steps before both parties could ‘move on.’  
However, the process of negotiation, coupled with a rehearsal of 
past events tended to reinforce an adversarial colonial 
relationship between Māori and the Crown.  Beyond grievance 
there is a need to focus less on the past and more on the future.   
 
Settlements have very often diverted Māori energies into the 
past, sometimes at the expense of the present and often away 
from considerations of the future.  But the rapidly changing 
world with new values, new technologies and global 
communication, will require Māori to actively plan for the future 
so that generations to come will be able to participate as Māori 
and as global citizens.  
 
Whānau (Family) Capacities 
Another transformation that occurred over the past two decades 
was renewed confidence in tribes to undertake functions across a 
broad spectrum of activities including environmental 
management, tribal research, the delivery of social programmes, 
broadcasting, and fisheries management.  Tribal authorities 
demonstrated that in addition to reconfiguring tribal structures to 
meet modern needs and to operate within commercial and legal 
environments, they could also act as anchors for cultural revival 
and the transmission of customary knowledge.  However, 
although tribal development will likely continue as an important 
pathway for Māori advancement, it is also likely that there will 
be an increasing emphasis on building family capabilities.  For 
the most part the tools necessary for building tribal capacities are 
not the same tools required for developing family capacities, 
including the capacities for caring, for creating family wealth, for 
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family planning, for the intergenerational transfer of knowledge 
and skills, and for the wise management of family assets.   
 
Quality and High Achievement 
During the Decade of Māori Development an emphasis on 
participation and access were important goals and there were 
spectacular increases in the levels of active educational 
participation, especially in the early childhood and tertiary years. 
Greatly improved rates of participation were also evident in 
health care, Māori language learning, business, sport, music, film 
and television, and information technology.   
 
However, while access to education and other endeavours must 
remain important goals for Māori so that the benefits can be felt 
across all communities, access by itself will not be a sufficient 
measure of progress for 2014.  Increasingly the emphasis will 
shift from access and participation to quality and high 
achievement.  That will be true equally for second language 
learners, consumers of health services and tertiary education 
students.  Otherwise, high participation rates might simply 
denote marginal involvement and mediocrity with a lack of 
comparability to other groups, either within New Zealand or 
abroad.  
 
Pockets of brilliance and high achievement are sufficiently 
evident to warrant optimism but there is a need to instil the same 
levels of achievement across all Māori.  Success should be the 
experience of the majority. 
 
Extended Relationships and Partnerships 
For the most part providers, including some tribes, have 
depended almost entirely on state contracts for sustaining their 
business.  Having contested the notion of state dependency and 
welfare benefits at the Hui Taumata in 1984, there would be an 
irony if provider development were to create further state 
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dependency albeit at another level.  It is a reminder that multiple 
revenue streams embracing the private sector, combined perhaps 
with a system of user co-payments and global commercial 
ventures, might create more sustainable provider arms than total 
dependence on state contracts.  To that end tribes and Māori as a 
whole will need to consider the development of a raft of 
relationships that include, but are not limited to, the state. 
 
TOWARDS 2014:  UNLEASHING MĀORI POTENTIAL 
 
Importantly in a global economy, relationships with other 
indigenous peoples and international agencies, should receive 
due attention.  That observation is captured in the overall aim for 
the next decade for Māori human development that Māori should 
be able to ‘live as Māori and be citizens of the world.’   
 
Embedded in this aim are four key goals: 
 

1. The participatory goal  
full participation in education, the economy and society 

2. The indigeneity goal  
certainty of access to Māori culture, networks, resources  

3. The goal of balanced outcomes 
outcomes that reflect spiritual, emotional/intellectual, physical  
and family dimensions 

4. The anticipatory goal 
long term planning to prepare for a changing future 

 
The realisation of Māori potential depends on multiple pathways 
and is influenced by a range of variables, some acting at a 
distance, others more direct some linked to national and global 
forces others to forces within the Māori world.   
 
These goals are more likely to be realised if they are supported 
by key catalysts:  effective Māori leadership, government polices 
that are conducive to the realisation of Māori potential, Māori 
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perspectives and values, a Māori workforce that is doubly 
qualified (cultural qualifications, educational, technical,  
professional qualifications), extended relationships between 
Māori and the state, the private sector, international agencies and 
other indigenous peoples.  
 
Table 5.4 A Framework for Considering Māori Potential 2014 
 

 Goals 
Catalysts for change Full 

participation 
in society & 
the 
economy 

Indigeneity Balanced 
outcomes 

Long term 
planning 

Māori leadership 
 

    

Conducive 
Government policies 

    

Māori perspectives 
and values 

    

A doubly qualified 
Māori workforce 

    

Extended 
relationships 
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THE TREATY OF WAITAINGI 
 

A Framework for Māori Health Development 
 
 
 

Te Kani Kingi 
 

A Key-note Address Presented at the New Zealand Association of 
Occupational Therapist Conference.  Te Papa Tongarewa, Wellington, 

September 1, 2006 
 
 
INTRODUCTION 
 
I would like to firstly extend my thanks to the organisers of this 
conference and for the opportunity to speak to you this morning. 
It is always an extreme privilege to receive these types of 
invitations and to play some small role in ensuring that the broad 
objectives of the conference are met.  One of the challenges, 
when presenting at any type of forum, is to provide something 
which is both interesting and entertaining but which also offers 
more pragmatic insight and which contributes to the practice and 
activities of the participants - the everyday work they do.  
 
In developing this morning’s paper, these issues were very much 
at the forefront, as were the guidelines I was provided - ‘to 
consider Māori health issues and how therapists could better 
engage Māori clients and the Māori community’.  In considering 
how best to do this and to effectively reconcile and consider the 
multiple objectives of this presentation, I’ve decided to frame all 
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these issues within the broader context of the Treaty of Waitangi.  
And, to ideally construct a presentation which is informative, 
interesting, entertaining, and accurate - but perhaps most 
importantly pragmatic and useful.    
 
BACKGROUND 
 
Using the Treaty as a framework for any type of discussion or 
dialogue presents many challenges and indeed opinions and ideas 
on the Treaty are often formed even before discussions take 
place.  Within New Zealand, you are unlikely to find anyone 
who doesn’t have an opinion on the Treaty or who are not 
prepared to espouse their views on the place of the Treaty within 
contemporary society.  The unfortunate reality, however, is that 
our views on the Treaty are often informed by the media or even 
worse through political debate.  As a consequence, our broad 
understanding of the Treaty and Treaty related issues are not 
always derived from an informed base. 
 
However, and regardless of these concerns, there is some general 
consensus that the Treaty has a special significance - as the 
founding document of our country and as an agreement which 
formalised the initial relationship between Māori and the Crown.  
Signed on the 6th of February 1840 the Treaty was made up of 
five parts – a pre-amble, three articles, and a post-script (all 
translated from English into Māori).  The Treaty of Waitangi was 
essentially a treaty of cessation and as such resulted in a transfer 
of sovereignty (or absolute control) from Māori to the British 
Crown.1  While the Māori version of the Treaty placed some 
restrictions on this notion of sovereignty, the Treaty nevertheless 
facilitated British rule, colonisation, and the establishment of 
British systems of governance, land tenure, law, and social 
development.  In effect, it legitimised Crown intervention and 
therefore permitted the creation of many of the Western 
institutions and structures we now take for granted. 
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Insofar as the Treaty facilitated Crown intervention, it was also, 
and perhaps more fundamentally, an exchange - and indeed these 
transfers of authority were not unconditional in that the 
expectations of Māori at the time were quite considerable.  There 
is of course some debate as to whether or not Māori actually 
understood the Treaty and what was being negotiated.  The 
Treaty itself was poorly translated and even less well explained.  
In the Māori version of the Treaty the idea of sovereignty (for 
example) was interpreted as governorship and meant that those 
that signed it anticipated crown management but also some form 
of Māori control.  As well, there was a broader expectation, and 
that in exchange for Māori signatures, the interest of Māori 
would also be protected and in order to make good the 
agreement.2 
 
The extent to which these Treaty based exchanges have been met 
has been the subject of some considerable debate and from the 
outset.  The obligations agreed to by Māori (and more) have 
largely been met, however, there is less agreement on the extent 
to which the Crown has matched these – whether or not 
mechanisms for Māori self-governance have been made and the 
level to which Māori interests have been protected.   
 
However, and putting aside the multiple interpretations of the 
Treaty, the position advanced within this presentation is that a 
fundamental intent of the Treaty was centred around a desire to 
promote and protect Māori health. Of course this is not typically 
the way in which the Treaty is described and indeed my views 
are not always consistent with other interpretations.  However, 
the purpose of this presentation, is to unravel and explore the 
Treaty of Waitangi, it’s background and history, the principles 
and text, its interpretation and application and how this is all 
connected to Māori health.  In this regard the broader objective is 
to create an understanding of the relationship between the Treaty 



140  The Treaty of Waitaingi     

 

of Waitangi and Māori health and to likewise establish a 
platform through which interactions with Māori, at a personal, 
organisational, or community level, may be improved.  
 
A TREATY IS PLANNED 
 
To begin with, and despite my own views this subject, there is no 
single opinion on what was the original intent of the Treaty of 
Waitangi.  However, an analysis of its wording reveals that there 
were at least three broad objectives – first, (and as already 
mentioned) the cession of sovereignty, second, absolute control 
(by the Crown) of land matters, and lastly, law and order equally 
for Māori and settlers.  William Hobson was responsible for 
drafting the Treaty, however, he was guided by a set of 
instructions from Lord Normanby, who in turn was influenced by 
various other reports on the New Zealand situation.   
 
These reports were based on what was observed here during the 
early 1800s and in particular the impact unmanaged colonisation 
was having on the indigenous Māori population.  In an 1832 
report to his superiors in England, James Busby (the official New 
Zealand Resident) made light of the ‘miserable condition of the 
natives’ and which ‘promised to leave the country destitute of a 
single aboriginal inhabitant’.  Even then, the population was in 
sharp decline and expectations were that this would continue and 
unless there was some form of active intervention.3 
 
The type of intervention initially recommended by Busby was a 
‘protectorate’ and where the Crown would administer the affairs 
of the country and in the interest of all inhabitants – Māori and 
European.4  William Hobson, New Zealand’s first Governor, 
promoted an alternative ‘factory’ plan.  This would have led to 
the establishment of European type settlements within certain 
geographical locations and within which British laws would be 
put in place.  Māori settlements would similarly be established 



The Treaty of Waitaingi   141 

 

and likewise see the application of Māori laws and custom within 
these boundaries. 
 
Despite this, the Colonial Office in England determined that the 
only way to protect Māori interests (including health) was to 
annex the country – transferring sovereignty (absolute control) 
from Māori to the Crown.  For this to occur, a Treaty of 
cessation (the Treaty of Waitangi) was required.  In this regard, 
my main point is that while the Treaty is at times difficult to 
interpret there is certainly little doubt that the issue of Māori 
health or welfare formed much of the background to the Treaty 
and was significant in terms of both shaping and selling the 
Treaty to Māori.  Indeed, and when we look at the English 
version of the Treaty it makes specific reference to the idea of 
‘Royal Protection’ as well desire the ‘to avert the evil 
consequences that must result from the absence of necessary 
laws and institutions’. 5  
  
A PEOPLE IN DECLINE 
 
While the objectives of the Treaty were in part designed as a 
platform for Māori health development, based on the continued 
population decline, it proved to be less than successful.  In fact, 
the 1800s was a century characterised by significant and 
sustained Māori de-population.  Although accurate population 
figures were not available it was estimated that Māori numbered 
about 150,000 in 1800.  Yet, and when an actual census was 
conducted in 1896, the figure was just 42,000.   
 
The reasons for this decline and change in health profile are 
complex, though are not difficult to identify.  The land and tribal 
wars during the 1800s had a particular and negative impact on 
the Māori population.   Estimates on the number of Māori lost 
during tribal conflicts vary considerably – however, the most 
recent lowest “guestimate” is about 20,000.6 Putting this figure 
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in perspective, it exceeds the total number of New Zealand 
casualties in either of the two World Wars.  Certainly the 
introduction of the musket was a critical tool in this process and 
resulted in a level of devastation hitherto impossible.   
 
The Land Wars (between Māori and Pākehā) had a similar effect 
as did of course the introduction of diseases that Māori had little 
biological protection from.  Isolation from other parts of the 
world, allowed a unique culture to develop and flourish, but it 
also made Māori susceptible to many of the diseases which had 
ravaged other parts of the world.  The population was 
unprepared, biologically and socially, the effects therefore were 
often quite devastating.7    
 
Cultural decay had a comparable, though perhaps less obvious 
impact.  As colonization took effect, cultural decay resulted in 
the abandonment of many of the social structures and practices 
which for hundreds of years had been used to promote and 
protect Māori health.8  The traditional PA for example had 
evolved into a complex series of physical and social structures.  
Deliberate mechanisms were put in place and in order to ensure 
that fresh food and clean water was available, people were 
protected from the elements, waste was disposed of and in order 
to prevent contamination and a range of other health based 
practices were also adopted.  However, these mechanism were in 
many ways inconsistent with how the new colony was 
developing and in the end were abandoned as other opportunities 
and lifestyles were explored.   
 
While certainly traditional ways of living would have eventually 
been lost, the rate at which this occurred was the real issue and 
especially as Māori moved directly from traditional systems to 
western based environments.  This cultural transfer often resulted 
in traditional mechanism and safeguards being abandoned.  It the 
end it wasn’t that western systems were bad for Māori, but, that 
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appropriate mechanisms for health and safety were displaced and 
not replaced.  
 
While it is difficult to say with any certainty the extent to which 
each issue directly impacted on Māori health, the cumulative 
effect of these changes was a dramatic decline in the Māori 
population and with it a corresponding loss of Māori land, 
control, and culture. 
 
By the end of the 1800s, and even well before, it was clear that 
Māori expectations of the Treaty were unlikely to be met.  
Insofar as providing a framework for Māori health development 
the offerings of the 1840 agreement had failed to materialise.  
Though this is perhaps not a fault of the Treaty itself, but more a 
reluctance by the Crown to fully implement its many provisions 
– including those directly connected to Māori health. 
 
Even though, and by the beginning of the1900s, there seemed 
little reason to develop any plans for Māori health – Treaty based 
or otherwise – when in fact many believed that the population 
was doomed to extinction.  The only plan required was that 
which would manage the demise of this once noble race. 
 
In what was to become a somewhat famous quote, Dr Isaac 
Featherstone summed up what was perhaps the prevailing 
attitude of the day; 
 

‘The Māoris are dying out, and nothing can save them.  Our 
plain duty, as good compassionate colonists, is to smooth 
down their dying pillow.  Then history will have nothing to 
reproach us with.’9 

 
Others held similar views and went further to suggest that the 
population decline was an inevitable process – consistent with 
Darwinian theories of natural selection and in particular the 
survival of the fittest. 
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‘Just as the Norwegian rat has displaced the Māori rat, as 
introduced plants have replaced native plants, so the white 
man will replace the Māori’10 

 
RECOVERY 
 
Of course, the population did recover, and in dramatic fashion.  
And while the 1800s were characterised by depopulation, 
despondency, and despair, the 1900s illustrated Māori resilience 
and resolve, a determination which was to eventually result in 
one of the greatest and perhaps most un-expected recoveries in 
human history.  Again however, the Treaty and the Crown 
played only a minimal role in this and in fact it was largely due 
to the determination of Māori and a desire to address their own 
health problems that a platform for Māori health development 
was established.   
 
The efforts of Pomare, Buck, Ngata, Te Puia, Ratana, and 
organisations such as the Māori Woman’s Health and Welfare 
leagues require particular mention in this regard.11  Indeed their 
role in responding to the health needs of Māori at a time of 
absolute crisis deserves more popular recognition.  Of added 
interest is the fact that these health gains were often achieved in 
spite of limited government assistance and in the face of what 
must have seemed to be insurmountable odds.  
 
THE ROLE OF THE TREATY 
 
While I have argued that the Treaty was initially (in part at least) 
designed as a platform for Māori health development, concerns 
over land confiscations and other acquisitions saw to it that the 
Treaty soon became an outlet for Māori frustrations.  In fact, and 
for much of the 19th, and 20th Century the Treaty had evolved 
into a document which served only to highlight a series of 
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broken promises, particularly with respect to land, but also 
unmet expectations for Māori control and governance. 
 
These concerns were complicated further by a general reluctance 
by the Crown to recognise the Treaty as anything other than an 
historical curiosity.  Indeed, and in less than 40years after it’s 
signing, Judge Prendergast notably described the Treaty as a 
‘simple nullity’ – and since ‘Treaties entered into with primitive 
barbarians lacked legal validity’.  This served as the prevailing 
legal position on the Treaty for nearly 100 years.  It also 
reinforced the position of successive governments, and judges 
alike, and that the Treaty of Waitangi was of little importance 
and certainly irrelevant to legal issues.12   
 
THE WAITANGI TRIBUNAL 
 
Over the years the legal position of the Treaty has changed, and 
as a result of various court cases.  These decisions have often 
resulted in legal comment on the constitutional position of the 
Treaty, how each version (Māori or English) should be treated, 
and its relationship to legislation.  These cases did much to 
reinforce the idea that the Treaty was primarily a tool to consider 
and potentially resolve historical conflicts or grievances – though 
were less useful in determining how the Treaty could inform 
contemporary and future development.  For Māori also, the 
courts had often proved to be a fruitless and expensive exercise 
as debates were often limited to the English version of the Treaty 
and to the few instances where it actually appeared within 
legislation.  
 
A significant change occurred, however, and with the 
establishment of the Waitangi Tribunal in 1975.  Initially 
criticised due to the fact that it could only make non-binding 
recommendations, the Tribunal did at least provide a forum 
through which Treaty related concerns could be raised – outside 
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of the courts and in a way that provided greater flexibility in 
terms of how the Treaty could be interpreted.  To this end the 
Waitangi Tribunal is not a court, but a commission of inquiry.  
While its hearings are based on a format which mirrors 
courtroom procedure and process (complete with judges and 
lawyers), unlike a court, the rulings are not binding on the Crown 
– they may in fact choose not to accept the tribunals findings or 
only partly implement what recommendations are made.   
 
Other interesting features of the Tribunal are that only Māori can 
bring a claim to it, but these must be against the crown and not 
individuals or third parties.  Despite a drive to wind-up the 
Tribunal and in order to settle historical treaty claims it is also 
important to note that most claims of this type are not actually 
settled through the tribunal process.  In addition – settlement 
negotiations are not typically delayed by a reluctance by Māori 
to settle – but by the rigid settlement framework imposed by the 
Crown.    
 
When further examining the Act under which the Tribunal was 
established it states that both versions of the Treaty should be 
regarded equally and when considering claims brought to it.  
Additionally, the Tribunal focuses on the “principles” or “spirit” 
of the Treaty as opposed to the actual text.13   
 
The use of “principles” was designed to avoid the obvious 
problem of having two different versions of the Treaty, but also 
provided a more flexible framework for the interpretation of 
Treaty related concerns and obligations.  Whereas in the past the 
Treaty (particularly within the courts) had been applied to 
physical resources, such as land, forest, and fisheries, the 
principles were broader and therefore not as restrictive.  Adding 
to this was the opportunity to consider specific words such as 
Taonga and Tino Rangatiratanga as contained within the Māori 
version of the Treaty.  It seemed, therefore, only a matter of time 
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before the link between Māori health and the Treaty would be 
established or at least re-established. 
 
THE TREATY TEXT AND MĀORI HEALTH 
 
In considering how the Treaty may be applied to health there are 
(therefore) at least two broad approaches – one which is founded 
on the text or wording of the Treaty, and the other which is based 
on broader and more interpretive principles – such as those 
mentioned within the Treaty of Waitangi/Waitangi Tribunal Act. 
 
By first examining the Treaty text it is clear that both versions 
(Māori and English) make particular references to health and 
which are again consistent with the various concerns that 
originally informed the Treaty in 1840.  In the English version of 
the Treaty, Article 2 emphasises property rights and Article 3 
stresses individual rights.  There is a guarantee of ‘royal 
protection’ and that Māori will be afforded the same ‘Rights and 
Privileges of British Subjects’.  As well, the pre-amble to the 
Treaty further sets out the desire to ‘protect’ Māori rights and ‘to 
secure the enjoyment of peace and good order’.  The pre-amble 
also highlights the need for intervention and the fact that un-
managed colonisation is unlikely to result in a positive outcome 
– for Māori at least. 
 
The Māori version of the Treaty has similar objectives, although, 
and due to translation differences, Article 2 places added 
emphasis on Māori control over ‘things Māori’ and further uses 
the words ‘taonga katoa’ implying a connection between the 
Treaty and Māori social and economic development. 
 
As noted, these statements reflected the contemporary concerns 
of 1840 and would have done much to encourage Māori 
agreement and by offering protection, certain rights, and an 
expectation that the outcomes for Māori would be at least as 
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good as that of non-Māori.  However, and as shown, Māori 
outcomes have seldom (if ever) matched those of non-Māori – 
especially in health, but within a full range of socio-economic 
indices.  
 
It is little wonder, therefore, that Māori have come to view the 
Treaty as an ideal framework for Māori health development.  
While some have interpreted the Treaty as affording Māori 
additional rights or privileges it is clear that above all else it is 
concerned with equity and the promise that Māori can enjoy, at 
the very least, the same health and well-being as non-Māori – 
this is clear from an examination of both the Māori and English 
text of the Treaty.   
 
Confusion arises however, and when attempts are made to ensure 
that existing inequalities are eliminated.  Some are 
uncomfortable with considering the Treaty in a contemporary 
setting even though it was never designed to sit within an 1840 
vacuum.  Others fail to see how it could relate to health, despite 
the fact that Māori health and well-being was crucial to the 
Treaty’s design and promotion. 
 
Official plans for Māori health have not always embraced the 
Treaty as an appropriate start-point or as a suitable framework 
from which to begin.  Nevertheless, this has not prevented Māori 
from aligning these policies or plans with Treaty related 
obligations.  Indeed, and regardless of whether or not targeted 
plans are based on need, equity, or disparities, it is clear that 
these are consistent with the Treaty.  On the other hand, specific 
Treaty related plans are often framed within the notion of Māori 
privilege, when essentially they are about equality and balance. 
 
In any event, my main point is that the Treaty text (both Māori 
and English) make clear references to Māori health and place 
obligations on the crown to ensure that Māori health interest are 
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actively protected.  Further, and that while the Crown has not 
always employed the Treaty as an appropriate framework for 
health policy, this has not prevented Māori from aligning 
targeted approaches (in whatever context) with Treaty related 
obligations. 
 
THE PRINCIPLES OF THE TREATY AND MĀORI HEALTH 
 
Despite textual references to health, debate as to the actual 
wording of the Treaty, and it’s meaning, has not always resulted 
in a consistent view (even amongst Māori).  Some, for example, 
feel that the idea of Tino Rangatiratanga (as defined in the Māori 
version of the Treaty) is adequately met through the development 
of Māori specific health services and that this provides a 
reasonable degree of self-determination.  Others are less 
convinced and feel that until Māori have full control of health 
funding and service delivery (outside of the present framework) 
then true Tino Rangatiratanga remains an unrealised dream. 
 
These types of debates again highlight the variety of ways in 
which the Treaty may be interpreted - the meaning of certain 
words – in Māori and English, their historical intent and 
contemporary application.  As noted, the Treaty of Waitangi 
principles were introduced in part and in order to somehow 
mitigate these difficulties – to arrive at a common understanding 
based on both versions of the Treaty and to allow it to be 
considered in a variety of settings. 
 
The difficulty however, is that these principles, while frequently 
referred to, are mentioned nowhere within the Treaty (Māori or 
English) and therefore it has been difficult to say with any degree 
of certainty what these principles are - other than to state that 
they originate or are derived from the two Treaty text.  Even the 
legislation which led to formation of the Waitangi Tribunal is 
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unclear about this issue and that while the Act clearly refers to 
the principles of the Treaty, it is silent on what these actually are. 
 
So as to better elucidate what these principles were The Waitangi 
Tribunal, The New Zealand Government, the Court of Appeal, 
and The New Zealand Māori Council, have all developed their 
own set of principles and usually as a result of claims to the 
Waitangi Tribunal.14  These principles were broadly consistent 
with each other and the Treaty, though were considered within 
the context of a particular tribunal claim.  In 1988 however, the 
relationship between the Treaty and health was clarified and 
through a set of principles identified by the Royal Commission 
on Social Policy.  And, although in 1975 the Tribunal had made 
way for the broader interpretation of the Treaty, it wasn’t until 
1988 that a set of principles, directly applicable to health and 
social policy, were developed.15 
 
Like other Treaty principles, the Commission’s principles of 
Partnership, Protection, and Participation are drawn from both 
versions of the Treaty and are used to better understand how the 
Treaty may be applied. 
 
The principle of Partnership is derived from the original Treaty 
Partnership and from a health perspective places an obligation on 
the Crown to include Māori in the design of health legislation, 
policies, and strategies.  It draws on the idea that Māori should 
play an active role in whatever plans for Māori health are 
devised.  Further, that these relationships extend beyond central 
government, to local government, and how interactions with 
local iwi can be improved. 
 
This principle is in part designed to address concerns that health 
strategies are out of sync with contemporary Māori realities and 
that any targeted approach should be informed by the target 
group.  This is true for Māori health strategies, but in any 
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situation where disadvantage exists and where development is 
required.  In the past Māori health issues were addressed through 
generic frameworks and an approach derived from the notion 
that cultural factors played only a minor role in the delivery of 
health services.   
 
As a consequence Māori health gains were limited and it was 
only until cultural factors were introduced (and as part of the 
strategies developed by Pomare and Buck) that significant health 
gains were achieved.  Certainly current Māori health disparities 
will benefit from targeted approaches – but as discussed, these 
must necessarily be informed by Māori and Māori realities and 
consistent with the principle of Partnership.  
 
The principle of Protection is in direct reference to the Preamble, 
Article 2 and 3 of the Treaty.  It reflects on the Crown’s duty to 
actively protect Māori interests and to ensure that Māori are able 
to enjoy (at the very least) the same level of well-being as non-
Māori.  As noted, this principle is not designed to promote Māori 
privilege or to create an inequitable environment.  In fact, the 
more fundamental objective of this principle is to eliminate 
inequities at all levels and to ensure that health outcomes for 
Māori and non-Māori are the same.  In doing so two possible 
approaches exist.  The first is to somehow slow or regress non-
Māori health gains.  The second, and more reasonable approach, 
is to lift the health status of Māori, through a range of 
mechanisms, and in a manner consistent with the notion of active 
protection.  
 
Targeting Māori health, and in a way which leads to a reduction 
in disparities is another issues which has resulted in much debate 
about the best approach for this.  Again, strategies which focus 
on a particular ethnic group appear to be falling out favour and 
are reflected in approaches which focus primarily on socio-
economic factors or contributors.  These ideas are based on good 
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science and research and are consistent with what we know about 
the precipitators or poor health.  However, a focus on socio-
economic indices alone may fail to appreciate the role of culture 
as a determinant of health.  The fact that strategies for health 
promotion, public health, health protection, and even primary 
health care can all be enhanced through cultural means.  
Moreover, and while socio-economic and demographic factors 
are major determinants of health – they do not explain fully, why 
disparities exist across different ethics groups.  
 
The principle of Participation is linked to the principle of 
Partnership and Protection, but also the idea of Tino 
Rangatiratanga and the obligation to ensure that Māori are able 
to participate in the delivery of health services.  For much of the 
last century, Māori participation within the health sector was 
largely confined to the role of consumer and even then access 
was not always guaranteed.  Viewed from a health perspective, 
the principle of Participation is designed to encourage Māori 
involvement in the delivery of health services, but also in the 
planning and design of these and associated policies.16  At 
present, access difficulties play a significant role in the 
perpetuation of Māori health disparities.  Addressing these 
require a range of strategies including the development of Māori 
health services and giving effect to the principle of participation.  
In addition – it places an associated emphasis on mainstream 
providers and in order to ensure that at risk populations (such as 
Māori) have the opportunity to access the type of care they need.  
The fact remains that the majority Māori access the health 
system through conventional mainstream health service.  Despite 
efforts to improve access (particularly by PHOs) research 
suggests that care pathways are uneven and that in many cases 
Māori do not receive the type of care they require. 
 
As seen, these principles are not discrete or mutually exclusive 
and in fact none of the principles can be applied in isolation and 
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without considering how one affects the other.  To this end the 
principles of Partnership, Protection, and Participation, while 
derived from the Treaty have a more fundamental objective and 
to promote and sustain positive Māori development.  Indeed, and 
when plans for Māori health are developed, they must consider 
the broader issues of Māori employment, education, social and 
cultural well-being. 
 
APPLICATION OF THE TREATY TO HEALTH 
 
The extent to which these principles have been applied has 
varied and has largely depended on the willingness of successive 
governments to utilise the Treaty (principles or text) within the 
planning process.  While a consistent approach has yet to 
emerge, a major development occurred and with the introduction 
of the Public Health and Disability Act 2000.  The Act was 
responsible for ushering in the current set of health reforms, 
however, and for Māori, the Act represented the first piece of 
social policy legislation to include references to the Treaty 
principles.  In fact, and in so far as the Treaty is described within 
legislation, it is the principles, as opposed to the Treaty itself, 
which are used. 
 
The inclusion of Treaty principles had a predictably negative 
impact on the legislation’s passage through parliament and even 
now there is a move to have all references to Treaty principles 
removed from legislation.  At the time the bill was being debated 
in parliament some were critical in that it would somehow afford 
Māori special privileges, though at the same time little had been 
made of the obvious disparities which led to its introduction in 
the first place. In this regard the Act (and in particular the Treaty 
principles) has been caught up in the unfortunate debate over 
political correctness and ethnic privilege, when it’s more 
fundamental purpose (to improve Māori health outcomes and 
reduce disparities) seems to have been lost.    
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Nevertheless the Act was eventually passed, though in a 
somewhat watered-down version.  As well, and in order to 
establish clear parameters for the interpretation of these 
principles the Act is fairly prescriptive in terms of how these 
principles should be interpreted.  This was in part to allay the 
fears of some and that the Treaty would not over-ride any other 
sections of the legislation but to also ensure that these principles 
did in fact facilitate a quantifiable outcome.  For example (and 
with respect to the principles) the Act requires a minimum Māori 
membership on DHB boards, and the provision for Māori 
membership on DHB committees. As well, it requires that board 
members are familiar with the Treaty of Waitangi and Māori 
health issues.17   
 
Nearly six years on, and despite the initial fears of some, the 
principles within the Act did not push Māori to the head of the 
cue nor did they miraculously transform our poor health 
statistics.  What the Act proved however, was that the Treaty did 
have legislative relevance to social policy and health, and that 
despite conflicting views on how the Treaty should be 
interpreted and applied it was nevertheless possible to use the 
Treaty and without too much conflict or compromise.  In 
hindsight, the Act also showed that applying the Treaty did not 
necessarily mean that the rights of others had to be compromised 
or eroded. 
 
CONCLUSIONS 
 
This presentation has given a brief and albeit simplistic 
perspective on the connections between the Treaty of Waitangi 
and Māori health.  Of course there are other issues which 
potentially could inform this discussion, however, added detail 
does not always bring with it added enlightenment.  And 
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certainly, an overly prescriptive and detailed discussion often 
results in the main issues or singular point being lost. 
 
With this in mind, and if it is not already clear from the 
presentation, there are at least seven points which have hopefully 
been made and which may potentially improve your interactions 
with Māori. 
 
The first is that the Treaty of 1840 was a contemporary response 
to the issues of the day and was a necessary mechanism in the 
face of significant and inevitable change. 
 
The second is that Māori would not have signed the Treaty and 
unless they could see some benefit from it.  In 1840, New 
Zealand was in fact made up of numerous and independent 
states, geographically defined by tribal boundaries, and well 
accustomed to negotiations, trade and debate.  Māori were 
politically astute, a fact not missed by the Crown, and which 
would have influenced the overall design of the Treaty.  To this 
end, signatures would not have been given lightly and without an 
expectation of something in return. 
 
The third point is that while the Treaty was signed in 1840 it was 
always designed as a platform for future development.  This is 
clear, not only from the language which was used, but also from 
the way in which Māori have always viewed it, and as a 
mechanism for contemporary development.  Certainly, a number 
of issues have shifted it focus from the future to the past and as a 
consequence of numerous breaches and broken promises.  
Nevertheless, the opportunities presented by the Treaty still 
remain and may yet form a platform for mutual development and 
advancement.    
 
The fourth point is that despite difficulties over the interpretation 
and meaning of the Treaty it has a clear and explicit relationship 
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to heath.  Whether examining the Māori or English text, the 
provisions or principles, the outcomes and conclusion are the 
same.  Over time, and largely as a result of broken promises, this 
connection has been lost and against the backdrop of land 
confiscations, indigenous rights and desires for self-
determination.  I am certainly not suggesting that these issues are 
not important or that Māori well-being was the only feature of 
the Treaty.  However, and when the multiple applications of the 
Treaty are explored, then the issue of Māori health must, at the 
very least, be considered. 
 
The fifth point is that the Crowns approach to the Treaty (and 
with respect to health) is neither clear nor consistent.  The health 
reforms of 2000 did however illustrate a willingness to at least 
explore, within legislation, how the Treaty could influence the 
shape and design of the New Zealand health infrastructure.  
Some, especially Māori, were initially of the opinion that it 
would amount to little.  However, and if there is one thing that 
will prevent the Treaty from being included within future plans 
or legislation it is the idea that it will somehow negatively impact 
on non-Māori, create division and Māori privilege.  However, 
and while this Act could have made a more forceful Treaty 
statement, the fact that the predicted social fallout did not 
eventuate provides clear evidence that the seamless integration of 
the Treaty (within legislation) is quite possible  If anything, the 
Act strengthens the argument for greater use of the Treaty 
throughout all legislation. 
 
The sixth point, is that the Treaty may be applied in a variety of 
ways, at different levels, and in multiple settings.  As described, 
the Treaty has been used to guide both health policy and health 
legislation.  At another level it can also be used to assist health 
service delivery and more focused interactions between health 
professionals and clients.  Despite confusion as to how the 
Treaty may be applied (especially to health) it is clear that once 
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all perspectives are considered it is essentially about promoting 
or providing the best possible outcomes.  In fact, this singular 
objective is perhaps the easiest way to understand the Treaty, and 
which reflects its fundamental intent.  
 
Of course promoting the best outcomes at an individual level is 
the ultimate challenge, and there is no simple way of doing so. 
Some useful, pragmatic, and cost effective mechanisms have 
however been developed and which may usefully guide clinical 
interactions with Māori and assist with promoting health gains.  
Māori signage, posters, or information booklets are fairly simple 
ways of adding a Māori feel to any environment and which make 
health services (in particular) more welcoming.  And, while most 
patients are unlikely to be fluent (or even competent) speakers of 
Māori – information presented in Te Reo is likely to be of greater 
interest and likewise reveals a desire to at least consider Māori 
perspectives.   
 
It is well considered that Māori may require more time and in 
order to reveal the precise nature of their health problem or in 
fact what their specific needs are.  This may manifest in a way 
that means other, associated issues, are discussed first and before 
the more relevant concern is considered.  In some cases it may 
also result in several consultations taking place - until an 
appropriate relationship has developed - and at which time the 
individual feels comfortable in discussing the actual issue.   
 
Other sensitivities and behaviours may also be required.  For 
example, immediately asking a client to reveal their name, 
without any preliminary remarks, could make some Māori feel 
apprehensive.  As well, expecting Māori to engage in direct eye-
to-eye contact could be interpreted as an invitation to 
demonstrate bad manners or as a sign of dis-respect.  
Alternatives to the way in which health information is provided 
can also be explored.  Indeed, there is some evidence to suggest 
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that non-compliance issues are directly linked to what and how 
information is presented.18  Again, these are but some examples 
of simple approaches, but which may lead to measurable 
improvements in assessment, planning, compliance, recovery, 
and health outcomes. 
 
The fundamental task of health professionals is to promote and 
protect health and well-being, to assist and aid recovery and to 
ensure that the best possible health outcomes are achieved.  This 
is a constant and indiscriminate objective – one which is blind to 
ethnicity or nationality, culture or identity, socio-economic or 
demographic profiles.  The mistake however is when these 
generic objectives for health and well-being are translated into 
generic approaches for health service delivery, treatment, and 
care.  Aligned with this is the flawed assumption that treating 
people the same will somehow translate into similar health 
outcomes. 
 
The reality however, is that treating people the same is unlikely 
to result in similar outcomes and that ignoring cultural or ethic 
factors will only serve to widen existing disparities.  This is 
sometimes difficult to fully appreciate and indeed seems 
counterintuitive to the ideals of a country which has often taken 
pride in its non-discriminatory approach to welfare and social 
service delivery.  However, it is perhaps time that we re-focus 
our lens and place greater emphasis on achieving equity from the 
outcomes of care as opposed to neutrality in the delivery of 
health services. 
 
The seventh, and final point, is that the Treaty is not about Māori 
privilege or a desire to erode non-Māori rights.  What it is 
however, is about equality and balance - an expectation by Māori 
of equal access to health services, appropriate outcomes, and in 
the design and delivery of health policies and services.  These 
issues are of course also based on need - Māori health 
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inequalities, and any number of well-considered disparities.  
However, a needs based analysis is but one framework through 
which Māori health concerns can be addressed and in reality 
differs little from an approach derived from the Treaty.  The only 
difference however, is that a Treaty based approach is likely to 
have broader Māori appeal – in part because it avoids a deficit 
based model, but fundamentally because it is aligned with Māori 
development, Māori advancement and a desire to focus on 
solutions rather than negative statistics.  In this regard the Treaty 
may be considered as an appropriate framework for Māori health 
development. 
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