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Abstract

The research on which this thesis is based involves both a private narrative and a public
narrative. It traces a personal history in order that the story of Cultural Safety can be
told and the history, theory and the future direction can be gathered into one qualitative

work.

The work is divided into three sections. The first is entitled, Ko Wai Matou? The
Private Narrative. This section seeks to explore the historical, social, educational,
physical, emotional, political and moral influences and ephiphanies which brought
about the personality which introduced Cultural Safety ideas into nursing and
midwifery. Early nursing practice is investigated and examples from practice are used to

illustrate learning and consolidation of the ideas which led to Cultural Safety theory.

The second section is entitled He Huarahi Hou: A New Pathway. This section explains
the progress of the theory and its relationship to education pedagogy and to nursing
practice. Comparison between the work of Madeline Leininger and the Transcultural
Theory of Nursing and the New Zealand concept of Cultural Safety is undertaken. The
role and application of the Treaty of Waitangi to the theory of Cultural Safety is

explored in this section.

The third section, entitled He Whakawhanuitanga: The Public Narrative, looks at the
introduction of Cultural Safety into the nursing education system and its
implementation. The public and media reaction to the inclusion of Cultural Safety in the
national examination for nursing registration and the subsequent parliamentary response
are noted. The interviews with nursing and midwifery leadership, Maori and pakeha key
players in the process and consumer views of the ideas are documented and pertinent

excerpts have been included.

The work concludes with a discussion on the likely future of Cultural Safety as a theory
and in practice and outlines several issues which represent a challenge to the viability of

the concept in nursing and midwifery education.

The story of Cultural Safety is a personal story, but also a very public one. It is set in

neo-colonial New Zealand, but has implications for indigenous people throughout the

il



world. It is about human samenesses and human differences, but is also a story about all
interactions between nurses and patients because all are power laden. Finally, although
it is about nursing, it is also relevant to all encounters, all exchanges between health

care workers and patients.
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Chapter One

Introduction

“You people talk about
legal safety, ethical safety, safety in clinical practice
and a safe knowledge base, but what about Cultural Safety?”

(First year Maori nursing student, Christchurch Polytechnic, 1988)

As the voices of the world’s First Peoples are beginning to be heard internationally this
thesis adds another voice to the global debate on the current status of indigenous
peoples, the historical and socio-economic processes which brought about those human
states and the way in which such issues are approached by people in power. In a post
modern context this work does not situate itself as the voice of indigenous people in
New Zealand but rather as one voice which is subject to a range of experiences which
has come to a range of conclusions, all of which have come to form a complex and

mobile whole.

This work is set in neo-colonial New Zealand and seeks to explore nursing service and
delivery through the recounting of a personal history which is set in a context
experienced by colonised peoples. I have used the term neo-colonial because I do not
believe that New Zealanders have reached a state of post colonialism while the
indigenous people are still struggling for change in a climate of colonially inherited
institutional racism. While Maori people protest against colonialism and its fallout and
attempt to make change, [ maintain that we remain in a state of neo-colonial interactions

between the Crown and Maori people.

The manipulation of New Zealand history is a clear example of management of
knowledge by a colonial system of information dissemination. The fact that student and
graduate nurses could not therefore make the correlation between historical events,

political agendas, economics and ill health was not their fault but rather the fault lay
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with those individuals who had the power to design the policy resulting in the curricula
of educational institutions. Issues of deprivation of economic resources, land, people
and identity, that is, of colonisation, have major health and disease outcomes which had
remained largely unrecognised and unanalysed in nursing and midwifery education until

challenged by the ideas of Cultural Safety.

This thesis examines my personal history as an indigenous woman who became a nurse
and my response to the educational process designed for student nurses who did not,
and could not, share my experience of the colonisation of land and people and history.
The role of the Treaty signed at Waitangi in 1840 between the British Crown and Maori
hapu is addressed in this work in terms of its relationship to nursing politics, the
education of nurses and current practice. In 1988 the Nursing Council of New Zealand
required all schools of nursing to demonstrate their commitment to the 1840 treaty
agreement. The responses were variable and inconclusive. The dream of Cultural Safety
was about helping the people in nursing education, teachers and students, to become
aware of their social conditioning and how it has affected them and therefore their
practice. It was also critical to alert them to the health and disease issues for the

indigenous people of the New Zealand islands.

The result of my work and the support given by other nursing and midwifery
individuals and institutions over these years has been the development of an educational
model and pedagogy which has become known as Cultural Safety. The term, Kawa
Whakaruruhau, relating to Maori issues in Cultural Safety, was bestowed by my
grandfather, Te Uri o Te Pani Manawatu Te Ra, and endorsed by his generation of

peers, most notably Hohua Tutengaehe.

Anecdotal and empirical observation has been upheld by research that demonstrated the
serious health disparities between Maori and other New Zealanders from the 1970s
onward (Pomare et al. 1995). Prior to this period there had been little Maori specific
research although the largely rural based Maori population was clearly underserved by
the health and education systems of the country. The omission of the colonial history of
New Zealand in the basic state education system had led to a serious deficit in the
knowledge of citizens as to the cause and effect outcomes of colonialism. Without a

sound knowledge base it seemed to me that those citizens who became nurses and
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midwives had little information of substance on which to build their practice among this

seriously at risk group.

It was necessary to address issues of attitude and prejudice formation on the part of
people in the health service because they held a great deal of power in the form of
knowledge and other resources. This meant dealing with such social mechanisms as
personal and institutional racism in the context of a violent colonial history and coming
to terms with the inherent power relations, both historical and contemporary. Locating
them in the health service became the challenge, finally locating them in the individual
health worker, while obviating the nurse of past historical guilt and its crippling

emotional outcomes, was essential.

Consciously or unconsciously such power reinforced by unsafe, prejudicial or
demeaning attitudes and wielded inappropriately by health workers could cause people
to distrust and avoid the health service. Nurses needed to understand this process and
become very skilled at interpretation of the level of distrust experienced by indigenous
people when interacting with a health service which has its roots in the colonial
administration. The vast majority of undergraduate and postgraduate student nurses
come from the non-Maori population. A type of education which enabled them to
understand political issues in health in relation to the indigenous people was clearly

required.

Cultural Safety advocated and then implemented the replacement and demystification of
the colonial history in terms of its development of attitudes and beliefs toward
indigenous peoples. The inevitably created stereotypes were often all that nurses had to
work from as contact with Maori was relatively low for the first part of the twentieth
century prior to Maori urban migration. The educational process of Cultural Safety
caused stress and some chaos in the classroom and the country as we did not have a
skilled nurse/midwife teacher workforce to present and manage such critical and
delicate material or to support and evaluate student responses. There were no
nurse/midwife teachers with experience in antiracism work nor many with an academic
understanding of the colonial history or experience in teaching it. History and the
economic and socio-political context of Maori experience was simply not envisaged as

relating to nursing and midwifery practice.
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The early attempts on the part of the Nursing Council of New Zealand to incorporate
Cultural Safety into classroom teaching lead to some outraged responses on the part of
some students and some teachers. The notion that students were being ‘“‘socially
engineered” by indigenous interest groups led to a media generated uproar in 1993
followed by another in 1995. This resulted in four major inquiries into Cultural Safety
in nursing education as well as three appearances by the Nursing Council of New
Zealand and myself before the Parliamentary Select Committee on Education and

Science.

Maori Nurse Recruitment and Retention

Alongside Cultural Safety rests a question of recruitment and retention of Maori nurses.
Some efforts have been made to investigate increasing the Maori nursing workforce on
the premise that more Maori nurses could give better service to Maori. Currently these
good intentions may not succeed for a range of reasons. The political will to create a
funded campaign to attract Maori to nursing is not evident at the local or national levels.
An effort needs to be made to take education to areas where Maori are located
geographically. These areas tend to be associated with social and economic deprivation
and mature age students established in families. They require a series of undergraduate
preparatory programmes followed by nursing degree programmes which are based on
outreach learning located where Maori people live. Currently, individual nursing
schools are showing interest in setting up such programmes in partnership with
communities, but there is no national policy to encourage recruitment of Maori into the
nursing service and therefore little funding to encourage creative recruiting or

maintenance of potential nurses in their communities.

Ethnicity figures have not been kept as to the numbers of people who enter nursing
programmes and who choose to change their identity during the course of their
education. It is therefore very difficult to assess the rates, by ethnicity, of final passes of
people leaving programmes. A 1998 poster publication of the Ministry of Maori
Development gives a breakdown of Maori health workers, medical and others, including
nurses, psychologists, physiotherapists and occupational therapists, as 4% of the New
Zealand graduate community in 1996 (Te Puni Kokiri, 1998). It was and remains

unrealistic to expect Maori to provide a nursing workforce when Maori made up 14% of
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the New Zealand population in the 1996 census (Statistics New Zealand, 1997) and

Maori entry to and exit from nursing is extremely difficult to assess.

The right of Maori nurses to choose their practice location also needs to be taken into
account. Graduates should not be expected to work among Maori people if that is not
their choice. It is also naive to assume that all Maori are subject to a form of
socialisation which is homogeneous and enables them to nurse other Maori in a
culturally safe manner. There is still major debate about the definition of Maori let alone
what might comprise Maori nursing practice. A critical mass of defined Maori doing
“ethnonursing” (Leininger, 1991) could therefore not be reached in sufficient numbers

or time to make a significant difference to Maori health.

Cultural Safety and Perspectives

Cultural Safety became concerned with social justice and quickly came to be about
nurses, power, prejudice and attitude rather than about the ethnicity or cultures of Maori
or other patients. Papps (2002) sees Critical Theory as examining and questioning, that
frameworks within which people’s lives are organised are in terms of sources of
repression and social domination and are located in terms of structural variables such as
class and power. The critique or emphasis of Critical Theory is oriented toward the way
in which values of freedom or democracy are impeded by social structures that are

constructed socially (Habermas, 1987).

The consistent focus of Cultural Safety as originally envisaged was to be grounded in
the Critical Theory approach constantly questioning power relations between nurse and
the person being nursed with the emphasis on the attitudes and behaviours of the nurse.
Constant redefinition of Cultural Safety into descriptive ethnicity based cultural
checklist approaches created a bias toward Transcultural Nursing (Leininger, 1991,

1997).

Later, Maori health in all its diversity came to be acknowledged as a specialised area in
nursing and is usually known by its Maori name, Kawa Whakaruruhau. While
protecting the unique issues of Maori through the Treaty of Waitangi relationship with
the Crown, Cultural Safety has been expanded to include all people encountered by

nurses who differ in any way from the nurse. It is concerned with the unique, individual
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and bicultural (ie one person to one person) relationship between the nurse and the
patient. However difference is expressed, whether by gender, sexuality, social class,
occupational group, generation, ethnicity or a grand combination of variables,
difference is acknowledged as legitimate and the nurse is seen as having the primary

responsibility to establish trust.

Cultural Safety is therefore about the nurse rather than the patient. That is, the
enactment of Cultural Safety is about the nurse while, for the consumer, Cultural Safety
is a mechanism which allows the recipient of care to say whether or not the service is
safe for them to approach and use. Safety is a subjective word deliberately chosen to

give the power to the consumer.

This history is based in nursing practice over twenty-three years and a further sixteen
years as a nursing teacher concerned with education as transformative change.
Throughout the text I have drawn from clinical and classroom practice to illustrate the
ideas which were developing out of those settings. This work is a history based in
nursing and teaching practice. It has been of the greatest importance that the work
remains practice based and that examples from practice underpin the process of my
intellectual and emotional engagement with the need for change in the pedagogy of
nursing education and in practice. The academic tools used to achieve this qualitative
research are historiography, reflective topical autobiography, critical social theory,

formal interviews and their analysis, and feminist analysis.

Throughout the process of developing Cultural Safety, reflecting on the process and
telling its story in this thesis, I have chosen theorists who have been concerned with
social boundaries and margins. As issues of paternalism and racial, sexual, generational
and class boundaries became more obvious and developed into ongoing challenges for
me to understand, I sought theorists who could help me unravel their complexities.
These writers have often been marginalised themselves for investigating tender areas of
their own societies. Although such people as bell hooks (1990; 1994), Patti Lather
(1991), Paolo Friere (1973; 1985), Fritjof Capra (1989), Henri Giroux (1992) and Trinh
T. Minh-ha (1995) are not able to walk in my shoes, nor I in theirs, each has been able
to give me ideas and information which has helped me to create this work. National
(Kearns, 1997; Walker, 1998) and international writers who are not nurses have picked

up the ideas of Cultural Safety and applied them to their disciplines and professions.
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Lyman and Young (2000) applied the basic tenet of Cultural Safety to research which

locates power in the investigator/nurse rather than the participant/patient.

Some nursing theorists such as Nina Bruni (1988), Lorraine Culley (1996), Annette
Browne and Jo-Anne Fiske (Browne & Fiske, 2001) have attempted to address the
structural inequalities which lead to the construction of health by people from
marginalised groups. They have challenged the notions of Transcultural Nursing and
multiculturalism (Leininger, 1991, 1997). The debate between the ideas of Transcultural
Nursing and Cultural Safety has taken place at conferences and in nursing literature in
New Zealand (Cooney, 1994; Coup, 1996; Smith, 1997) and will be further discussed in
the body of this work.

The research on which this thesis is based involves both a private narrative and a public
narrative. It traces a personal history in order that the story of Cultural Safety can be
told and the history, theory and the future direction can be gathered into one qualitative
work. The underlying methodological approach wuses Reflective Topical
Autobiographical Narrative (Johnstone, 1999). Johnstone argues that this is an under-
utilised research method in nursing. Narrative serves to make the lived experience of the
narrator directly accessible to the lived experience of others. Narrative is also
particularly suitable to convey the experience of indigenous peoples. The work of
indigenous theorists has been used throughout the study to help explain and support the

experiences described.

The work is written in the first person, incorporating the voices of interview participants
from New Zealand as well as Maori and international indigenous theorists and those
representing marginalised views which relate to the premises of Cultural Safety. Few of
the international theorists have been nurses, rather they are located in the literature of
the experience of colonised or otherwise marginalised peoples and are examining the
politics of power acquisition, retention and distribution. Their experience, views, ideas

and analysis are consistent with Maori.

Nursing and midwifery input is from within the New Zealand context. Most of the
indigenous work has only been available since the end of the Second World War and is
still difficult to obtain since indigenous writers often do not have access to traditional

academic pathways to publication.
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Ko Wai Matou? The Private Narrative

Section I follows through the process of intellectual and emotional politicisation and the
contextualising of my family experience into that of New Zealand history and the local
history of Ngai Tutehuarewa and Irakehu. This section seeks to explore the historical,
social, educational, physical, emotional, political and moral influences and ephiphanies
which brought about the personality which introduced Cultural Safety ideas into nursing

and midwifery.

This first section traces the private narrative and the origins of the ideas that led to
Kawa Whakaruruhau and then expanded into Cultural Safety. It is both a private and a
professional story which sets the scene for those things which were to become central to
my life and work, upheld and nurtured by the experiences and socialisation of my
childhood which is presented in Chapter Two. The development of these influences and
how they shaped me as a student nurse, new graduate and maturing practitioner are
explored in the latter part of Section I. The culture of nursing was a new and at times
immutable force in my life which taught me some significant lessons about power and
how power was managed. It is these lessons which are the focus for the work presented

in Chapters Three and Four.

He Huarahi Hou: A New Pathway

Section II of the thesis addresses the development and evolution of Cultural Safety
focussing on the transitional journey and context from the private and professional story
which was featured in Section I, through to the building and movement forward of the
concept which is the theme in this second section. Chapter Five commences by
providing some background to the impetus for the development of Cultural Safety
focusing particularly on the poor health status of Maori people and the clearly expressed
demand by Maori that health services improve to meet their needs. The Treaty of
Waitangi is the key to the application of Cultural Safety in the New Zealand context.
Since the mid-1980s the treaty has steadily become the principal negotiating basis for
the relationship between Maori and the Crown. In terms of Cultural Safety education,
the Crown represents policy-making bodies and their institutions as providers of
education resources for nurses and midwives and, later, as the primary employing

organisations for trained nurses and midwives.
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Chapter Six presents some of my early experiences as a teacher and my attempts to
introduce an analysis of racism in New Zealand to nursing and midwifery students. The
initial responses were not all positive. Examples drawn from the practice situation are
used to illustrate the way in which the fledgling pedagogy of Cultural Safety, as it was
at that time, needed to be approached. It was to be in this teaching context, relating
theory to nursing and midwifery practice, that the primary objectives of Cultural Safety

were developed.

Chapter Seven provides a chronological overview to the evolution of Cultural Safety
following through the period from 1988-2001. This chapter refers directly to the
supplementary material contained in Volume Two which accompanies this thesis and is
a compilation of some of my published and unpublished documents including speeches,
presentations, papers and submissions. Permission to reproduce previously published
work has been sought and received from all the relevant journals, publications and

organisations.

Chapter Eight concludes this section with a broad comparison of the American theorist
Madeline Leininger’s ideas of Transcultural Nursing and Cultural Safety positions.
Prior to the develoment of Cultural Safety, the concept of Transcultural Nursing had
been widely accepted as an approach to nursing people from other cultural groups. This
chapter outlines the philosophical and consequent practice related differences which
underpin these two theories and presents an argument for why Transcultural Nursing in

current colonial New Zealand society should be constantly examined and debated.

He Whakawhanuitanga: The Public Narrative

Because narrative as a methodological tool is necessarily subjective, it has been
essential to check data with people involved in the activities over the period described. I
conducted twenty-four interviews that have been very useful in this process and these

interviews are the focus of this section.

All the interviewees have given permission for their identities to be used and their
material to be videotaped, audiotaped and transcribed, with the material to be stored as

an archive in relation to this project and as a record of the period. A biosketch of all the
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interviewees is attached as Appendix 1. Copies of the ethics approval, information sheet

and consent form for the project are attached as Appendices 2a, 2b and 2c.

Along with the documentation and analysis presented within the body of this work, a
comprehensive collection of newspaper clippings, film and television clips, cartoons
and correspondence has also been collated for addition to the archive. While extensive
use of the interviews have been made throughout the thesis, there was still a great deal
of material which was unable to be included. That material will form a valuable basis
for further post doctoral research which I hope to undertake, or to the work of other

students.

Chapter Nine documents the introduction of Cultural Safety into the curricula of fifteen
schools of nursing and presents an overview of the responses to the Nursing Council of
New Zealand directive to do so. The public and media reaction to the inclusion of
Cultural Safety in the national examination for nursing registration and the subsequent
parliamentary response are noted. The interviews with nursing and midwifery
leadership, Maori and pakeha key players in the process and consumer views of the

ideas are documented and pertinent excerpts have been included.

All Maori interviewed for this project, as well as some pakeha commentators, expressed
anxiety about the future of Kawa Whakaruruhau and Cultural Safety. In Chapter Ten, |
discuss the likely direction of Cultural Safety as a theory and in practice and outline
several issues which represent a challenge to the future viability of the concept in

nursing and midwifery education.

Chapter Eleven concludes the thesis with some final thoughts, hopes and questions to
promote further discussion and debate amongst those nurses and midwives, consumers

and policy makers, researchers and theorists who may follow after me.

10



SECTION I

KO WAI MATOU?

THE PRIVATE NARRATIVE

To deny the importance of

subjectivity in the process of transforming

the world and history is naive and simplistic.

1t is to admit the impossible: a world without people.

(Freire, 1996, p. 33)
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Ko Wai Matou?

The Private Narrative

Why and how did Cultural Safety as a set of ideas evolve? What were the historical,
social, physical, political and moral influences which contributed to the ideas? And
what were the subjective and personal influences and epiphanies, which brought about

the personality which nursed Cultural Safety into nursing?

This section is an autobiographical narrative theoretically informed by work by Megan-
Jane Johnstone (1999) in which she argues that reflective topical autobiography is an
under-utilised research method in nursing. Johnstone further argues that
autobiographical narrative serves the revelatory purpose of attempting to make the lived

experience of the person directly accessible to others.
Christine Webb argues the case for academic writing in the first person. She writes that:

The use of the neutral, anonymous third person is deceptive when applied to quantitative
research because it obliterates the social elements of the research process.

(Webb, 1992, p. 747)

It is appropriate that this narrative be told in the first person so that the social and
personal context of the history of Cultural Safety can be established. In a study of this
kind the narrator has a critical place, indeed an obligation to provide some insight into
the personal, social and emotional processes which have lead to the particular

intellectual and behavioural outcomes.

Reflective topical autobiography may be seen as a method which investigates the
responsibility of the narrator to explain his or her own role as human conduit for ideas
based on personal experience. Johnstone says that reflective topical autobiography

enables the self-researcher to:
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Section One: Ko Wai Matou? The Private Narrative

... return at will to his or her life story again and again to re-read, re-vision and re-tell the
story in the light of new insights, understandings and interpretations of meanings acquired

through ongoing lived experience. (1999, p. 25)

This argument is upheld as I read my own early work on Cultural Safety and see how it
has changed profoundly in content and meaning as I have investigated new experiences
and theory and combined them to enhance my own understanding of the world around
me. In her broad discussion Johnstone warns that “researchers who are brave enough to
write about their own emotions risk being ridiculed, dismissed and marginalised”
(1999, p. 26), but encourages the search for the existential moment which Moustakas
and Perry (1973) describe as a sudden understanding of life where one is aware of the

rightness of a value or conviction or decision.

For me to be able to respond to the range of situations, at times painful, ridiculous and
essentially human, which have been the Cultural Safety journey, has taken a consistent
type of energy and commitment as well as a personality able to persist in the face of
constant multifaceted challenge. It is relevant to this study to have some insight into that

personality and the context in which it developed.

13



Chapter Two

Early Years, the People and the Places

The New Zealand into which I was born in 1946 was a raw place. The land had been
largely stripped of native people, trees and birds over the preceding century. Swamps
and wetlands had initially been drained to accommodate a sheep based economy.
Buildings were mostly of wood painted in pale and unobtrusive colours. Stone buildings

had yet to acquire the patina of weather and age.

The efflux of people from the United Kingdom since the late 1830s were mainly poorly
educated and of working class origins. They were leaving a largely conservative,
apparently conformist European based society. The social and moral climate was
oppressive and paternalistic for many British citizens, men and women. The puffery or

advertising of the virtues of emigration to New Zealand was often very enthusiastic:

Not a farm labourer in England but should rush from the old doomed country to such a
paradise as New Zealand. Away then farm labourers, away! New Zealand is the promised

land for you. (Labourers Union Chronicle, 1873)

People were still emotionally and socially tied to England in 1946 and the government
of New Zealand remained dependent on its traditional economic arrangements with
Great Britain. New Zealand had recently sent troops to participate in the 1939-45 war

thereby continuing to consolidate the relationship with Britain and the Empire.

A Governor-General appointed from England represented the English monarchy and
most people stood solemnly and respectfully in picture theatres as God was enjoined to
Save the King. The judiciary and rule of law culminated in the Privy Council based in
London and the parliamentary system and constitution remained modelled on the
English Westminster structure. The morals and mores of urban reformist Protestantism

disapproved of Roman Catholicism and the High Church of England still held
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Chapter Two: Early Years, the People and the Places

considerable social, moral and political sway. State school children often threw stones at
Roman Catholic school children, a biblical form of punishment which horrified me as a

schoolgirl.

The New Zealand self image was dominated by rural imagery although the majority of
the population was urban based. Halls and gathering places were dim and heavy with
tobacco smoke. Apart from a male mania for rugby, people appeared to be conformist to
the mores of the time: foreigners, eccentricity and other forms of difference were often
regarded with suspicion. By the late 1940s people did not appear to have the energetic
drive and passion which propelled their progenitors to the New Zealand islands.
Immigration from basically the same sources continued throughout the twentieth

century.

The indigenous people were still largely rural and mythologised as simple, jolly,
irresponsible, good singers, good at driving heavy machinery, formidable warriors (not
soldiers), potentially savage, but no threat to the general population. David Ausubel,
visited New Zealand in 1957-1958 as a Fulbright research scholar in psychology from
the University of Illinois. Based at Victoria University of Wellington he recorded his
impressions of Maori pakeha race relations in his book, The Fern and the Tiki, first

published in 1960.

One of the most surprising but also one of the most prevalent attitudes toward Maoris
[sic] that | encountered in New Zealand was a feeling of complete and utter indifference
about the welfare of the Maori people. Many persons hardly seemed aware that Maori
persons existed and apparently cared even less. It was thoroughly incomprehensible to
them that any sensible person in his right mind would travel 10,000 miles and spend a
year of his life studying the Maori people when they themselves couldn’t be bothered to
give Maoris a second thought. They took Maoris for granted as part of the general
environment in much the same manner as they did telephone poles except for some vague

awareness that the former were somewhat more of a tourist attraction. (p. 168)

Henrietta Merenia Manawatu Te Ra: 1918 - 1953

My family belongs to several Maori families who have retained some traditional social
outlines over the last two hundred years. The roles of our families from both sets of

grandparents have remained relatively static from pre-colonial times until a generation
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ago. Men and women in our direct lines, both Mananui Te Ra, Te Awe Awe of
Rangitane and Tikao of Ngaitahu, have been priests and spiritual and political leaders.
From childhood they have been trained in these matters and have taken their place in
their communities alongside other specialists. Throughout the juggernaut of colonisation
they adjusted their roles to help people work with the ravages brought about by social
and economic deprivation. Two of our great grandfathers took responsibility for

removing sacred sites and objects from colonial access.

One of Merenia’s grandfathers, Hone Taare Tikao, became Chairman of the last Maori
national parallel parliamentary movement, Te Runanga o Te Kotahitanga mo Te Tiriti o
Waitangi, in April 1892 until it closed in 1902 to allow members of the Young Maori
Party to enter the pakeha parliament. As well as his work in political activism, Tikao
was concerned that the histories and traditions of our people were to some extent
preserved. He dictated material that was compiled into a book which is currently used as
a text in Maori studies courses and programmes. Tikao told his daughter that he had to
edit the information he gave Herries Beattie, the local pakeha historian, because Beattie
could not grasp the sophisticated concepts of Maori thinking and philosophy (Erana

Tikao, personal communication, Rapaki, Christchurch, 1978).

Through the activities of our ancestor Piuraki Tikao, a signatory to the Treaty of
Waitangi at Onuku in 1840, our family managed to retain a little land. This Tikao,
trained in surveying and mathematics in France, experienced in land values while
resident in England, challenged the purchases of the Crown and the New Zealand
Company in 1848 (Tikao, 1990). The land retained is unproductive and dry but it is
unalienated Maori land and has never been owned by others. As such it provides a place

for our family to be ourselves. It is called Koukourarata.

This place is a major factor in the formation and retention of our identity. Many of the
people of the tiny hapu of Ngai Tutehuarewa consider Koukourarata to be their central
reality. Without the focus of this place and the people there, our family would have long
dispersed under the pressure of colonialism and urbanisation. The settlement is
matrilocal. Houses were built alongside each other on the seafront by Tikao for his
daughters and the husbands were selected for political purposes and married in to the
family. The daughters owned the land and our meeting house is named for a woman

ancestor. Sons of the family had their land elsewhere. The social and political status of
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these women was unquestioned. These were capable, strong women who exercised the
rights and responsibilities in relation to their land and their people confidently and with

a great deal of tolerance, humour and interpersonal skill.

Like many Maori families, the roles of men were more eroded than those of women.
Both men and women had superb group and team skills although each also contributed
to hapu life in a specialised way according to their individual personalities. Women
spoke and still speak on the marae atea despite contemporary ideas that this activity is
restricted to men. People contributed to the community in various ways according to
their talent, preferences and birth roles. Some were excellent speakers, some excelled at
managing daily life or special occasions. They cooked, cared for the ill, gardened,
fished, preserved and distributed produce as in any close knit kinship based community.
They sang for each other, played the piano in particular, wove people and flax, worked
with the spirit, loved, fought, sorted, started and stopped disputes. Some dug the graves
for the rest of our family. There were and still are too many graves for those who
continue to die prematurely and are lost to the community which has great need of their
contribution. Alcohol and relative poverty have had their colonial effect on the human

potential of Koukourarata.

The grandmothers and aunts had a major impact on the children of my generation. Their
assumption of their places at the centre of things and their skill at being part of a group
as well as their sense of continuity gave us emotional places to be ourselves. Coupled
with the land, they provided us with their continuity and we took our emotional
positions accordingly. Like the land, their lives were also marginal. The aunts and
grandmothers were also casualties of the colonial history of this country. Our great great
grandmother lived until 102 years, well predeceased by her Jewish American whaler
husband. Their daughter lived for only 40 years, her daughter until 43 years and my
mother lived until 35 years. Tuberculosis and a poor public health service were

responsible for their early deaths.

Fortunately I belong to people who consider kinship to be paramount and who absorb
orphaned children if they can. Merenia’s death when I was seven years old afforded me
several mothers as her cousins and aunts nourished me. Merenia and two of her young
cousins were buried on a cold Canterbury afternoon as Christchurch prepared for the

visit of a new English Queen. Those deaths and particularly the death of my mother
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created a resentment in me as a child, which continues as an adult. This energy has been

a major motivator in my activity toward helping to improve Maori health status.

The aunts tell me that Merenia was a charming woman, very tiny of stature, who did not
upset people in any way and had a beautiful singing voice. Her brother told me that
Merenia was a woman who was full of fun and mischief and delighted in style, people
and family. My father said that she was highly intelligent but informally educated and
she certainly upset him. I was the only one of her four children who attended her
tangihanga at her death. I do not remember her in her coffin although I do remember

other parts of the tangi very well.

Merenia represents a transition. The eldest born in her line she inherited the gifts and
responsibilities of priests. Life in the first third of the twentieth century did not offer a
place for a young woman grappling with the responsibilities of generations of
conditioning and spiritual practice. The ghosts which were her proper inheritance were
also in transition after six thousand years in the Pacific. My mother was the last of her
line to know them well and to speak to them as though they were normal. Later, we
became afraid of them. Part of the healing of Irakehu will be the reclamation and

reintegration of our ghosts.

Within Ngati Irakehu we lived what we considered to be a proper life. There was
nothing exotic or different in my perception of family and home and the way things
were done. I believed that we were normal and that it was decent and honourable to be
Irakehu. ‘Maori’ as a wider concept was something that pakeha said. My mother was
the first of her family to refuse the marriage which was arranged for her. Her brother
went through with his but Merenia chose another direction. The children of her second
marriage, my brother and I are infused with genes from England and just a drop of
Portuguese according to my father. My father’s genes were unknown to the genetic
planners of my mother’s people and outsiders and their unpredictable genes were not
approved of, but we children are still the beloved mokopuna of Ngati Irakehu,
thoroughly known and thoroughly at home. My own children, at home in café society,

smooth urban dwellers, also regard Koukourarata as one of the centres of their reality.
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George Eric Oakes Ramsden: 1898 - 1962

It was vaguely embarrassing to hear my father refer to England as home, especially
when he had never been there. Later when he visited he said that he wept when he first
saw the White Cliffs of Dover and I thought that was the very most squirmingly
embarrassing thing I had ever heard. My grandmother Sophia Jane (Jennie) Harris was
born into a very large Martinborough farming family whose people came to New
Zealand via the New Zealand Company in 1839. This was the voyage which accelerated
missionary anxiety to establish a treaty between New Zealand and Britain. Family story
has it that when the Abraham Harris family left London they were Jews, on arrival at
Britannia (Petone) they were Christian. The stresses they must have encountered will
probably not be known by their descendents as all references to Jewishness were

expunged from the family record.

Our English grandfather emigrated to New Zealand in the 1860s. A younger son in a
society in which primogeniture determined destiny, Henry Oakes Penlington-Ramsden
tried his hand at a range of occupations for which he was singularly unfitted by his
traditional education. Eric Ramsden admired and respected his father. Henry brought a
set of Encyclopaedia Britannica with him and, according to Eric, father and son spent
long hours drinking remedial sherry and port in order to avert tuberculosis and asthma
while also imbibing the worthy encyclopaedia. From his father Eric certainly learned
the values and ideologies of the English upper classes which he could not readily

express in his daily life on the farm in Martinborough, Wairarapa, near Wellington.

At age fourteen, Eric left life in the country eventually becoming an apprentice
journalist. Highly competent and very ambitious he worked on several newspapers in
New Zealand before becoming a sub-editor on the Sydney Morning Herald. He married
the daughter of the Australian Minister of Mines and set up home and family and baby
nurse in a smart part of town. While in Sydney he attended university focusing on

anthropology and Pacific history.

Upon his return to Auckland in 1927, Eric went to Turangawaewae in Ngaruawahia,
Waikato, to report on the activities of Te Puea Herangi of the kahui ariki of the
Kingitanga. This political movement, originally set up to resist pakeha land acquisition
and sale in 1858, was now occupied with the survival of the Tainui people. Te Puea was

attempting to reinvigorate the people of Tainui devastated by colonial war and land
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confiscation and now impoverished. Among her efforts were land clearance and farming
schemes, the establishment of a health service and hospital and reinstitution of
traditional Tainui social, musical and religious forms. Michael King (1977) records the

beginning of Eric’s relationship with Tainui in his biography of Te Puea.

The meeting house Mahinarangi was conceived as a hospital. When Eric Ramsden visited
Turangawaewae in the late 1920s, standards of health in Waikato were little better than
they had been twenty years earlier. The pa itself was a model of sanitation and
cleanliness. But other settlements had poor sanitary facilities or none at all; living
quarters were crowded, unventilated and frequently dirty, the perennial nightmares of
typhoid and tuberculosis were undiminished. In addition Waikato people were still

reluctant to accept medical care or hospital treatment. (p. 127)

The Tainui experience of pakeha activity, including the health service, had induced
profound distrust and avoidance of contact. Like most young New Zealand people of his
time Eric had little real knowledge of matters Maori or of the history of the last eighty

years in New Zealand since the signing of the Treaty of Waitangi.

The stark suffering of the Tainui people and their determination to survive stirred a
sense of sympathy and obligation which he later described as noblesse oblige, an
attitude learned from his father. His Victorian patrician and patronising views combined
with romantic passion and a sense of social justice compelled this intelligent man to
take up the cause of the Kingitanga. For the rest of his life Eric remained committed to
articulating Maori issues and taking up political cudgels on behalf of Maori. The Maori

leadership of the period creatively used his skills and contacts to their advantage.

Becoming aware of New Zealand history and the formation of New Zealand identity led
Eric to write the biographies of James Busby (E. Ramsden, 1942) and Samuel Marsden
(E. Ramsden, 1936) involving the lives of other missionaries and their association with
Maori. Although crammed with fact, these histories are not analytical of the race
relations of the period. This work led him to become one of the few contemporary
authorities on the Treaty of Waitangi between 1930 and 1960. As one of the few pakeha
who had intimate access to Maori politics, spoke Maori and also moved in privileged
and powerful government circles, Eric occupied an interesting and influential place in

the New Zealand society of his day.
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These driving passions did not help his marriage. Manpowered under wartime
legislation to Christchurch in 1943, Eric contacted the Irakehu family recommended to
him by Te Puea and was introduced to their daughter Merenia, at lunch. My aunts and
uncle attended my birth in Wellington in 1946 and took me home. My father was at
Ngaruawahia strategising with Te Puea and besides, my parents were married to other
people when I was born. Eric was in his late forties at the time. Merenia, in her mid
twenties, was taken to a tuberculosis (Tb) sanatorium unable to nurse her baby. I was

born into Maori/ pakeha politics and have stayed there.

Wellington: 1946 — 2001

An atypical New Zealand childhood

My brother was born in 1948 after which my parents were married, they separated when
I was three and were divorced when I was five. Our sickly mother was unable to live
with us except for short periods and our grandparents and aunts, pakeha and Maori

helped Eric or took the children for months or years at a time.

We children accompanied our father to many places where children would not normally
be seen in the 1940s and 50s. As a sole parent Eric was unusual in New Zealand and
even more so as a sole father who maintained a demanding professional role as well as
living with chronic and debilitating asthma. I often sat in the studio while he made calm
and measured radio broadcasts, but Eric could be volatile. I recall as a preschooler being
in the office of the Prime Minister of the time, Sydney Holland, who commented to my
father that I had a touch of the tarbrush. That caused an explosive reaction on the spot
from Eric, which is etched on my memory. Sydney Holland probably remembered it for

a while as well.

As I grew I accompanied Eric to films and very often to the theatre in his capacity as
theatre critic for his newspaper. I saw my first Moliere play in the Concert Chamber of
the Wellington Town Hall while in primary school. These activities developed my life
long love of opera and ballet and particularly of the music of Beethoven and J. S. Bach
(whose revolutionary thinking I admired) from Sunday night radio broadcasts on the
Concert programme in the 1950s. Later I partnered my father at lunch at Government

House during visits from various English royals. Eric was the speechwriter and advisor
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on Maori issues for a string of Governors General. My father’s role as art critic for the
Evening Post for many years saw me attending openings of exhibitions and being part
of the community of artists where I was often a model and later became a painter,

exhibiting and even selling my paintings.

Eric’s secretaryship of PEN, the New Zealand writer’s organisation, involved us in the
writing scene as well. As diplomatic roundsman for his paper Eric spent a great deal of
time within the diplomatic communities and we children were favourites particularly
among the Russians, the Indians, the Americans, the Japanese and the French. Every
three weeks Eric and I would select books from the public library, five books for Papa
and three for me. My books were carefully chosen by my father and I was expected to
read and report on them. Like many Victorian parents Eric made no concessions to
childish behaviour or to childhood. I was expected to front up with considered opinions
and not waste intellectual time. There were no terms of endearment or praise, but I
knew when I had done badly and suspected that from time to time I may have done

moderately well.

Our speech, pronunciation, grammar and vocabulary were constantly monitored and
corrected. The same occurred in our Maori family where our most formidable aunt was
a broadcaster on National Radio, impeccable in Maori and in English. Table manners
were of paramount importance and our manners and behaviour toward others were the
subject of constant review by both families. Our Wellington home was full of wonderful
food and wine and very interesting people. An inveterate traveller, Eric recreated the
food of each country he visited which was not easy in the conservative culinary climate
of the 1950s. He was involved in constant diplomatic deals and intrigues to obtain good
coffee, Pomodoro sauces and decent wine. These he shared with us, teaching us how to

enjoy them fully by recounting their history and explaining their flavours.

The railways were the hub of activity for people who travelled inside the North Island.
For we South Islanders the Lyttleton ferry was a fundamental part of our lives. My big
boy cousins fetched me home to the aunts and grandparents in Christchurch on their
way from Te Aute College, and dropped me off in Wellington at the end of their
holidays as they travelled by train back to school.
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Our young lives were also very involved with the Ngati Poneke Young Maori Club in
Wellington. At a few weeks old I was baptised as a Christian there. I later came to
identify the formal structures of the Christian churches, their politics and their processes
as a major tool of the colonial process. The national urban migration of young Maori
gained rapid impetus after the war and one of the places they gravitated to, in
Wellington, was Ngati Poneke. In 1951, 57 percent of the Maori population was 20
years old and younger, as compared to 34.8 percent of the pakeha population (King,
1977). Although New Zealand had full employment the Maori rural labour force was
seen as semiskilled and was encouraged by the government to migrate to urban areas to

work mainly in manufacturing, and agriculturally related industries.

Translated and named after the English Port Nicholson by Apirana Ngata in 1937, the
Ngati Poneke Young Maori Club provided a social and family focus for rural Maori
away from home, often for the first time. For some the pain of separation was acute.
Witarina Te Miriarangi Parewahaika Harris of Te Arawa recollects her experience of
moving to Wellington in 1929 in The Silent Migration (Grace, Ramsden & Dennis,
2001):

Sometimes I’d leave work and go to the continuous pictures, at the Roxy in Manners
Street, and I’d cry. I used to go in there and cry and cry, you know? I was so lonely. And
I’d think to myself, ‘Please, just to see a Maori face, that’s all I want to see. (p. 28)

People gathered for recreation and religion at Ngati Poneke. Everybody sang and took
instruction in Maori and generally spoke conversational English. Sometimes we sang
American Marine songs and young women looked nostalgic. Church was at Ngati
Poneke, Evensong always in Maori. Matins was at St Peter’s in the city, always in
English. We children moved easily between. Sunday at 6pm was reserved for listening
to the news in Maori on the National Programme. Bill Parker told us what was
happening in the only Maori language available in the public arena. Ten hard won

minutes, once a week, fought for by Eric and Bill.

My brother and I were part of a very small group of Maori children in the city before the
urban migrants began to have their own families. We filled a gap. To this day we belong

to a network of people all over the country who are now kaumatua, who mothered and
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cared for us when they were new to Wellington and we were the only available babies

to cuddle. They are dying in their cohorts now.

Our home was rarely empty of visitors or family. We were located at the axis between
ferry and railway, parliament and the political decision makers. Family, students,
academics, diplomats, passing travellers, Maori and pakeha politicians, Peking and
Maori opera singers, visiting artists, writers, Colombo Plan students and theatrical

people, all visited or stayed.

The 28™ Maori Battalion loomed large as our family men who had been officers in the
Battalion became Maori welfare officers and public servants in Wellington. Friends and
colleagues of my father, now almost mythologised, were frequent visitors. Apirana
Ngata, Te Puea Herangi, Te Kani te Ua, Hone Heke Rankin, the Bennett brothers of
Ngati Kahungunu and Te Arawa and the Mitchell sisters of Te Arawa. Many, many,
vibrant, energetic and exciting people who were committed to the viable and healthy
future of Maori. Maharaia Winiata, the first Maori to obtain a PhD, stayed with us when
he received his award. His academic regalia hung on the back of my bedroom door and

looked luxurious.

The conversations in our home to do with matters Maori were passionate and always
pragmatic and critical. There was little ritual but much dignity, determination, energy
and intellect. Concerns were for the physical and moral impact of urbanisation on young
Maori, housing and sanitation, infant welfare and the physical status of the people.
Strategising for change and the political implications of actions were constantly
discussed. We children saw daily activism from a wide range of people. Maori health
and education statistics were not usually extrapolated from the national information of

the day.

The general public was not aware of the gross discrepancies between Maori and other
New Zealanders in all social indices because they were not recorded or available for
public discourse. The national mythology of excellent race relations persisted while
most Maori remained rurally based and Maori/pakeha contact was physically limited.
Listening to adult conversation about race politics was a major theme of our childhood.
It was not possible to accept the pervasive, passive, patronising and simplistic imagery

of Maori when the daily conversation and activity in our home demonstrated otherwise.
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The Maori Women’s Welfare League was formed in 1951 as a partial response to Maori
social and welfare needs. The two vice-presidents were our aunt Mairatea Tahiwi and
the exquisite young university graduate from Nga Puhi, Mira Petricevich (Szaszy). 1
thought then and still do that Mira was one of the most beautiful and clever people I
ever saw. She had mana. Eric abhorred her, she was too confidently clear of her
direction and not prepared to be directed by a pakeha man. A wonderful role model for

young, urban Maori.

Figure 1
Mira Petricevich — A role model

A photo of Mira Petricevich who was born in August 1921 and died December 2001.
(Source: Awatere, 1984, p. 91)
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The Hunn Report (1960) attempted to define a system of principles on which the
Department of Maori Affairs should be based. It attempted to develop a policy for the
races (Wetherall & Potter, 1992). This was a benchmark document in that it
accomplished a shift from the nineteenth century view of race to the more contemporary
notion of culture and, therefore, from the previous government policy of the
assimilation of the Maori race to the idea of integration of distinct Maori culture as a
social policy. This attitude marked the official recognition that Maori would not now
quietly die away and laid the groundwork for future government policy and acceptance

of Maori activism toward cultural maintenance.

Irihapeti Merenia Ramsden: 1946-

Multiparented and exposed to a multifaceted world, I developed into a serious and

careful child. My nickname in Maori was Taua, old lady.

Illness dogged my brother and me including, for me, tuberculosis as a preschooler. We
were hospitalised frequently. I am told that I was relentless in protecting my baby
brother from nurses and usually had to be restrained when he needed intramuscular
antibiotics. My favourite trick was to feign sleep until the nurses were upon him and
then leap to his defence. There are family stories of my dressing him and putting him
into his pram and pushing him to town asking people to direct me to Mr Ramsden at

The Evening Post. 1 got there once legend has it.

I was my grandparents’ favourite, a pretty child with brown eyes and ringlets.
Childhood photographs show me dressed in exactly the same types of outfits only
grown taller in each photograph. Twin set, tartan skirt, pearls, hair ribbon and brogues,
while Eric had sartorial control. One photograph in particular, my sister and I dressed
carefully in velvet edged, superbly cut, patterned tweed hounds tooth coats and velour
Panama hats, from Kirkaldie and Stains, the upmarket store in Wellington. We are
standing on the marae atea at Toa Rangatira pa, Porirua, circa 1950, the old meeting

house behind us, perfectly at ease in a transitional world.

Early memories for me are of riding with Apirana Ngata on his horse over the bare
lands at Tikitere and other Maori Land Schemes. A small girl in Ngata’s arms clutching

the pommel of the saddle while my father and brother rode another horse. Dreams and
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Figure 2
Transitional World

A photo of myself with my brother and sister at Toa Rangatira pa, Wellington, (circa 1950).
Source: Ramsden — Private Collection
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plans for the future prosperity of the people were discussed over our heads as they rode.
Te Puea Herangi and her old friend and political colleague Eric Ramsden huddling
together, both coughing, in the shelter of Parliament Buildings out of the bitter wind
saying their final farewells. The next time we saw Te Puea she lay in her coffin. Te
Rangihiroa, Peter Buck, godfather to my brother, discussing Polynesian anthropology

with my father, both excited about navigational methodology.

A further very early memory, cuddled into beds made over great, warm, sweet piles of
straw which filled our meeting house at Rapaki. Sandwiched between aunts and cousins
listening to the family discussing land issues and again strategising for change. People
comparing experiences of the Land Court and lawyers, the role of the Ngai Tahu Claim
and the Treaty of Waitangi. As I write I see the flickering light from the hurricane lamps
reflecting on the bald head of our uncle, Te Aritaua Pitama, it seemed that they spoke all
of the night. My brother and I attended many, many tangihanga, and other hui all over

the country with our parent or our grandparents.

Determination and passion were early traits for me but they were tempered by the
search for constancy. I learned to become my own person, adaptable and sociable but
contained. I had a very interesting internal world fed by literature. Books were and are
my constant friends and after reading them I glean great pleasure from their presence

and the potential to re-read and handle them.

Schools

Schools, there were many of them, were usually a good experience because I enjoyed
learning and liked people. Racism in various forms manifested itself either in the form
of paternalism or, at another extreme, being stoned after school for being Chinese. How
did all those New Zealand children learn those hateful lessons so early and so well? I do
not remember any other Maori at any primary schools and few at secondary schools. |
certainly colluded with the museum view of Maori presented to us at school and did not
associate the information about Maori with my life or any of the people in it. The Maui
“legends” and sanitised Maori stories of the School Journal may as well have been
about dead people in another country, in another time. We were completely dislocated
by the colonial information system from the real history of our country and its effects on

the real people currently living in it.
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Though the process called education in relation to Maori had little meaning for us, its
effect in creating stereotypes and constructing a version of Maori culture became very

powerful in the formation of the public view of Maori.

The ultimate outcome of colonisation is when the colonised believe the stories told to
them about themselves by their coloniser.

(Moana Jackson, personal communication, Wellington, 1990)

Eric’s ambition was to see me established as an anthropologist working within Maori
communities to record the probable end of the people, communities and ways of life
that he knew and had come to idealise. Under the pressure of accelerating urbanisation,
Maori society was reshaping and responding to the powerful impetus of the last of the
migrations of the indigenous Polynesians of New Zealand, that from the country to the
towns. The first urban born child of my Irakehu family, I was now in the early cohorts
of the new American instigated ‘betweenager’ culture as children entered a more

prolonged era of education. We were the Beat Generation.

In 1954 the Government had commissioned a report on the sexual activities and
promiscuity of secondary school children, adolescents, which confirmed the worst
suspicions of right minded New Zealanders that moral decline was upon them and
focussed in the adolescent population (Special Committee on Moral Delinquency in
Children and Adolescents, 1954). This Mazengarb Report assumed national importance
and a copy was sent to every household in New Zealand which received the Family
Benefit allowance. This report had a profound effect on the New Zealand public,
already in a moral panic about the changing status of young people and the responses of
adolescents to the authoritarianism, paternalism and the benevolent despotism

characteristic of New Zealand society from government through to family structures.

My father, raised in a Victorian patriarchy did not cope with the rapid social evolution
of his daughter. There were few precedents for this strange culture. Like the rest of New
Zealand society he was alarmed by the Mazengarb Report and caught in the moral
panic. Teenage music was perceived as provocative leading inevitably to sexual
promiscuity and pregnancy. To Eric, imminent promiscuity was signalled by wearing
matador style trousers, reading comics, listening to Elvis Presley and going to milk bars.

I did not have easy access to those commodities, but I tried. Friction marked our
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relationship. Trained by Eric to question and resist situations and ideas I thought
unethical, I fought with my father. Black and white teenage morality and opinions ruled.
I was relentless. Exhausted by the fray, Eric surrendered me to Jewish friends who had
escaped the Nazi occupation of Europe and were early practitioners of psychoanalysis
and psychiatry in Wellington. We made a contract about my behaviour and activities
and I lived a wonderful life alone for several months in a bush studio eating what I
wished (frankfurters and mustard, sauerkraut and oranges), attending school and

keeping to my part of the contract.

Back at home, the passionate and mutually stubborn and futile relationship between my
father and me deteriorated further. Finally, it resulted in my being committed to a
psychiatric hospital for several months at aged twelve years. There were no adolescent
health services. With a diagnosis of ‘Adolescent Instability’, I languished in the gothic
hospital among psychotic and very disturbed women. Locked in the dayroom, smoking
tobacco with the other women, I listened to the wedding of Princess Margaret Rose of

England on the radio.

My father announced that I would remain there until adolescence was well and truly
over. Although I was not treated with medication or other therapies, I was required to
help restrain people undergoing the primitive, unmodified ECT of the day. I cleaned
brass and scrubbed floors until my father had that stopped, and watched nightly as
people waited with horror to know whether they were to go without breakfast. That
meant “treatment”, ECT, in the morning. Later, after absconding from the hospital, I
was kept occupied in the sewing room where I became particularly adept at making
shrouds which had straight seams, not so good at pyjamas. Meantime, I tried to do
Correspondence School with little success. This continued intermittently over two years.
Because I did not have a psychiatric diagnosis several of the teachers from my school
took up the cause of having me released from the hospital. I then lived with a teacher,
his wife, who was a whanaunga, and their family, and continued school. This
complicated state of affairs ended when my father died very suddenly. I miss him to this

day.

My brother and I were now orphaned. Peter was sent to boarding school and I was again
absorbed into part of our Irakehu family who now lived in Australia. After attending

school in Sydney I decided to return to Wellington in 1963 and undertake nursing
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training against the advice of my family who did not see nursing as suitable for a bright
young woman of the middle class. The intention of my family had been to see me

through university.

Like all young children I had little insight into the context into which I was born and
was to grow up. I had no idea that my mid 1940s and 50s childhood was unlike that of
most other Maori children of our times. While the historical, political, social and moral
settings into which my generation was born have been broadly described, there were a
range of powerful influences on my life which contributed to the kind of educator I was
to become. Powerful role models who were women, plus my father’s expectations of
success which were gender free, have been a major influence in my own selection of
factors which gauge success. Socialisation into a kinship and community based group
taught me to think and behave co-operatively while appreciating individual

contributions and skills.

Exposure to a wide range of human activities and constantly stimulating environments
have led me to expect my life to be challenging and creative. Contact with people who
talked about social injustice and made things happen on a range of levels has taught me
that people make change and that change can happen with the right ingredients in the
right amounts and at the right time. For me those ingredients are curiosity, vision,
passion, critical enquiry, energy, consistency, integrity, relevance and excellent
alliances. I was fortunate. There was much to draw on from my early life experience

which would stand me in good stead as I entered the world of nursing in New Zealand.
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Nursing

My motivation was not to be a nurse but to be near my brother whose boarding school
was along the road from the nursing school. There were few other occupational
opportunities for girls which provided lodging and education. Nursing education and
training offered a whole different way of looking at the world. Being an individual for
the first time apparently unattached to a hapu and without a family or a past was
exhilarating. 1 was out of the social class in which I had been reared which was
interesting in itself. The possibility of creating another identity, not Irakehu, was
seductive. My grandmother sent me small letters on lined Croxley paper reminding me
of my responsibilities in relation to our land throughout my training. I sent my proxies
in to the land meetings but otherwise tried to keep out of traditional matters. Although
Maori people still had a low demographic profile in Wellington, Ngati Poneke Young
Maori Association flourished and I continued to be a member of the Association and
part of kapa haka. Church activities were relinquished by my brother Peter and me

within months of my return.

There were few Maori in the hospital as employees, I was the only apparent Maori
student nurse. Thirty years later, two other students in our intake discussed their Maori
descent with me, one from our own hapu. Their family socialisation was not Maori and
they were not physically distinguishable as Polynesian. It was not important to them to

identify as Maori, and remains so. I consider myself to have been alone as a student.

Other Maori were in the kitchen, laundry, garden or working as orderlies. My attempts
to blend with the nursing student world were constantly foiled by Maori people who
knew that there was a Maori nurse in the hospital. One notable day I was escorting a
patient to theatre in what I fondly imagined was my neutral student nurse identity, the

orderly pushing the trolley removed his mask, it was my mother’s brother. He winked, I
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laughed. Because our family was well known in the small Maori community, people
sought help from one of the few sources of contact they felt that they knew and could

anticipate some degree of trust from in the local health services.

This situation continued throughout my student years and into the early years of my new
graduate practice. [ was called upon by relatives, friends,and also people whom I did not
know, who were Maori. They wanted me to be at the front door when their ill relative
was admitted to hospital, to be waiting for them in the Intensive Care Unit, to mediate
between them and the staff. I was constantly asked to reinterpret the information which
medical and nursing staff thought that they had given, into more accessible English.
Sometimes people asked me to wash the bodies or hair of older family members, alive
or dead, or simply to sit with them. Once I was asked to sleep beside a treasured
grandmother while family travelled to be with her. Anecdotally, people expressed
extreme anxiety about entering the hospital system. Hospital was viewed as a place
where people went to die and was regarded with consistent misgivings. The experience
of many Maori of secondary care as a final option after poor access to pakeha sponsored

service had led to generalised suspicion of the institutions.

My roles were to anticipate tension and stress, protect, interpret and mediate. To help to
create a border, a safety zone, a place where trust could happen. There were legacies at
work which I did not fully understand but whose shapes I recognised very well. Henri
Giroux (1992) discusses the politics of location of knowledge, ideologies, histories, and

the boundaries that claim the status of master narratives.

At stake here is deconstructing not only those forms of privilege that benefit males,
heterosexuality, and property holders, but also those conditions that have disabled others
to speak in places where those who are privileged by virtue of the legacy of colonial

power assume authority and the human agency. (p. 27)

Not only was I suddenly responsible for negotiating the invisible boundaries of history
and ideology but the tangible borders of the geography of contemporary hospital realms.
This was very difficult indeed for a teenage student nurse socialised into the hospital
hierarchy. I was very well aware of the restrictions on movements and the provincial
boundaries invisibly maintained by each ward and department, guarded by Ward Sisters

and patrolled by Staff Nurses.
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In a social climate which contended that there was no difference between Maori and
others, and that people should be nursed regardless of who they were, it was also very
difficult to validate any role as mediator and to justify the rights of Maori people to have
access to service which needed in some ways to be different. I did not have a political
vocabulary that could explain the needs let alone the rights of the tangata whenua. I
needed the proper words to create a praxis to help me to understand what was
happening around us all. Later when I began to read the work of Brazilian liberatory
educationalist Paolo Freire (1996), the words came and the meanings were finally

accessible.

Human existence cannot be silent, nor can it be nourished by false words, but only by true
words, with which men and women transform the world. To exist, humanly, is to name
the world, to change it. Once named the world in its turn reappears to the namers as a
problem and requires of them a new naming. Human beings are not built in silence, but in
word, in work, in action - reflection. But while to say the true word - which is work,
which is praxis - is to transform the world, saying that word is not the privilege of some

few persons, but the right of everyone. (p. 69)

Maori political status was something of which I had more experience than most young
women of my age but I had no way of analysing or explaining the situations of which
we were inevitably a part. It was clear to me that different things worked for different
people and there was an obligation on the part of those of us with the power to do so, to

instigate change.

As a young Maori woman reared in a gerontocratic society I had little choice but to
respond to the clear needs expressed by Maori who were almost all older than I was,
and as a student nurse I also had few choices. A large part of my life was occupied with
avoiding overt racism, trying to be as inconspicuous as possible and being part of my
peer group. Negotiating my way through the morass of situations exercised the
diplomatic and people skills that I had observed in the aunts and from all the human
diversity of my childhood. This experience stood me in good stead later when

negotiating for change became a way of life.
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New Graduate

Early attempts at nursing leadership and transformative activism

Early practice was interesting and stimulating. Working in Accident and Emergency
suited my personality until I felt that I was losing sympathy for the less dramatic
situations in which people found themselves. I then enjoyed being Charge Nurse of a
very busy medical ward but was prevailed upon by my family to take my skills into an
area where there were more Maori. In 1970 that area was respiratory medicine, more
particularly caring for men who had pulmonary or renal tuberculosis. The wards were
separated from the rest of the hospital and the people in them had developed a
distinctive culture of their own. I learned a great deal about nursing from the men who
were confined to hospital for a basic twelve weeks and often for a great deal longer.
Many were Maori. I also learned a great deal from the nurses whom I was supposed to

lead.

Long term hospitalisation presented special issues for which I or indeed the culture of
nursing was not prepared. Often young and feeling comparatively well but requiring
stabilising on very repellent medication, these men became easily bored and
recalcitrant. There were issues of sexuality that were not addressed as well as the

simpler matters such as appealing and familiar food.

Most significant of all were the power relations between medical and nursing staff, and
the men. Because I was from the marginalised group, as a Maori but was also part of the
inner professional group, I was in a position to identify the symbolic margins and
boundaries between each group although I still could not name them. I recognised that
these men had rights, which were undefined, and that the inactivation of these rights

were related to the health service culture and ideology, autonomy and control.

Slowly, from my position as Charge Nurse with some authority in our own little
province, I realised that the major right of patients was to information and that we health
professionals were manipulating information for reasons that related more to our need
for routine and control than they did to empowerment of the people we were there to
serve. It was also obvious that the control was unsuccessful because many of the men

were not taking their medication and were occupying themselves in very non-theraputic
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ways such as disposing of their unpalatable medication in very creative ways, absenting

themselves from the ward for long periods and enjoying vast amounts of alcohol.

With the men and one supportive staff nurse we embarked on a process of giving them
information. They enjoyed learning to read their serial x-rays and interpreting their
laboratory forms. We used teaching examples from their normal lives to explain the
process of tuberculosis. I also encouraged people to show their families their data and
films to trace the progress of their recovery. Most people had worked in freezing works
and were familiar with Tb in the animals they handled. It was simply a matter of
obtaining sheep lungs with tuberculous cavities and caseinous material, having them
preserved by the mortuary technicians and making them available for people to examine
and to show their families along with their films and notes. It gave me pleasure to hear
men explaining to families, in Maori, in the inner sanctum of the ward, the office, using
the equipment to view their films and reclaiming their own information. They were
becoming powerful. People did not abuse their access to information, times and

situations were negotiated so that the flow of the ward was not interrupted.

There was a clear and consistent change in the attitude of the men toward their
unpleasant medication once they were clear about its effect on their disease. They could
evaluate the information for themselves in a framework of their own lives. With their

agreement I backed up their new compliance with a new system of drug administration.

Matters of sexuality were recognised and given the importance that they should in the
presence of highly infectious disease. Nurse and patient roles at this time maintained a
neutrality of sexual identity that made it very difficult to address fundamental human
issues. With the co-operation of the younger members of the nursing and medical staff
and the men, we established a system of anonymous question and answer sessions in a
weekly staff and patient forum. The questions the men asked were often so simple and
so obvious that their reluctance to discuss them said a great deal about our denial of
their sexuality, our poor communication and facilitation, and the moral climate of the

mid 1970s.

I was also greatly concerned with tobacco use in a respiratory ward. It seemed a
contradiction in terms to admit people who were gasping for air, running oxygen and

smoking tobacco simultaneously. Cigarettes and tobacco were sold daily from a trolley
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wheeled through the ward sponsored by the Returned Servicemen’s Association. The
hospital did not have a policy on tobacco use and smoking was institutionalised. A
supportive staff nurse and I created an admission cubicle which was smoke free.
Perhaps it was the first in the country? When people were over their acute admission
phase they would move to another cubicle and resume tobacco smoking. Of all the
change I attempted to institute, this met with the most resistance from nurses and from

the men. When I left the ward the non-smoking cubicle was dismantled.

A further concern to me was the education of student nurses. Formal clinical teaching
had not been established in wards at this time. I believed and still do that the education
of our potential professional nurses should be as wide, as varied and as well informed as
possible. The clinical area should hold stimulating challenge and excitement and should
be a constant site of learning, with such learning being a privilege and a pleasure,
underpinned by the responsibility for the care and wellbeing of other human beings. To
this end I provided as much variety and information for students as possible, taking the
responsibility for education very seriously. Two staff nurses of my own age assisted
with this aspect of our work. Other nurses devalued and undermined it. We found
clinical teaching material which we had carefully prepared for each student nurse and

sent on to our supervisors, in the rubbish bin more than once.

Team Building?

As a young and new charge nurse I had not developed the team skills necessary to bring
all the members of staff along with these radical changes. Tuberculosis and long term
respiratory wards tended at that time to be staffed by older conservative nurses who
were very skilled in their area but were rapidly depleted of the technical knowledge and
ideas that were then entering nursing. For example Cardio Pulmonary Resuscitation was
being introduced to general wards but there were no staff development opportunities
provided which would have given our nursing colleagues confidence. The physical
isolation of the Tb wards, generally uncomplicated technology (but very complex
pharmacology) held low status and enabled them to avoid the mainstream of change for
a considerable time. Nurses working in these wards long term became nervous of being

identified as needing to increase their general knowledge, competencies and clinical

skill base.
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My socialisation as Maori required me to see all contributors to the hospital community
as valuable. Therefore occupational therapists, social workers, the cooks and orderlies
were people without whom the wellbeing of the patients would be directly affected. As
the nurse leader it was essential for me to respect and work with them. This redefinition

of hierarchy and role also caused strained relationships within the nursing staff.

On a personal level medical staff were very supportive to me because they could see
positive change in the response of the men. They did not see it as their role to take part
in nursing interactions and tensions. “Doctor power” and “nurse servant/good wife”
behaviour was deeply embedded in the hospital culture and the stratification between
professional groups was formally maintained against my efforts to integrate them. Other
staff members were also supportive because they were now included in the culture of
the ward. This led to a high level of communication with allied staff, for example my
time spent listening to the men about their food preferences translated into discussions
with the cook who had no difficulty changing menus to provide emotional as well as
nutritional sustenance. Boil-ups entered the regular diet as did rewana bread and other
delicacies provided by the Tb Association. Occupational Therapists provided carving
tools and wood. The men carved a tekoteko which stood at the entrance to the ward to
welcome patients and visitors. When I left the ward the orderly told me that this carving

was put into the boiler.

One response of nursing colleagues to my attempts to create what I saw as progress and
to my poor management skills, was to ostracise me at communal gathering times. There
was a quiet and steady resistance to any variation I and my younger colleagues might
attempt. It was significant that the resistance came only from nurses. Medical and other
allied staff as well as patients responded well to new ideas and changes. At one stage
the pakeha story of the mysterious elves who cleaned the house and made shoes
overnight came to mind as the changes we made during the day were quietly reverted
during the night by the long established night staff. The horizontal violence I

experienced was a useful early lesson although at the time it led to severe depression.

Quality Assurance

Both my grandmother and my whangai mother visited the ward, knew several of the

men and their families and checked with them about the quality of the service they were
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receiving from the staff and from me. The men were frank and supportive and made
helpful suggestions which my family relayed to me. After three years, illness and
subsequent surgery took me out of the Tb and respiratory environment. My reputation
preceded me and I was not permitted to resume the status of Charge Nurse although
medical staff and patients attempted to influence my return. I was offered a position in
the Milk Room making up milk mixtures for babies. It was well known in the nursing
world that this was that an area where aberrant nurses tended to be employed when their
difference was obvious in the dominant professional environment. The Milk Room was
known to be a place where identifiable lesbian nurses, Samoan nurses, nurses with poor
English language skills or other apparently different nurses often worked. A nurse who
was comfortable and open in her lesbian identity applied for employment in 1974 and

was offered only the Milk Room, ultimately staying there for three years.

In a letter to me about her experience in the milk room, which she has given me
permission to publish, Tighe Instone (personal communication, Christchurch,

Wellington, 2001) says;

My introduction to Wellington Hospital led me to believe that the milkroom must be a
holding pen for deviants...the tangible prejudice and veiled hostility left me with a
feeling that I had been betrayed by the nursing profession...the relationships that my son,
my friend and my neighbours forged with the Samoan milkroom staff and the wider

Samoan community will always be treasured.

A process of refusing my applications to work in areas of my choice finally saw me
working in the Fracture Clinic where I stayed for eight years, eventually working

several evenings a week while my children were small.
Lessons learned from these experiences
e That leadership is as much about timing as about the quality of ideas.

e That the ideas which potential leaders wish to convey must have beneficial
meaning for most of the people for them to risk becoming involved in the

process of change.

e That ideas must be marketed in a way which motivates people to create and

adapt to change.
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e That institutions consist of cultures within cultures.

e That the attitudes held by health professionals have a direct impact on the

wellbeing of the people in their care.
e That frequently professionals are not alerted to their own attitudes.

e That horizontal violence in nursing extends beyond racism and sexism to
homophobia and resistance to the wide spectrum of human difference, and is

also institutionalised.

Expanding Horizons/Epiphanies Etcetera

The birth of my son was the powerful catalyst for the intellectual, emotional and
political examination of what it meant to be Irakehu in 1973. Later my daughter’s 1977
birth consolidated the commitment to extract a viable legacy for them from the colonial
chaos. Now I understood the political action of my grandmother in keeping me linked to
the land through the little Croxley letters. It was also time to go home regularly to
Koukourarata with the children. Realisation that our reserve land was the most marginal
in the area and that the rest of the land was in pakeha ownership, and that those pakeha
had benefited generationally and my people were generationally poor, led me to
investigate Land Court records and legal activities according to the pakeha law.
Although the daughter of an historian I had little knowledge of the political history or
the legislative manipulation of the ownership of Maori land and the social, economic,

educational and legislative processes which led to the poverty of Maori people.

I did not understand why Maori were stereotyped as unintelligent, irresponsible and
lazy. Why Maori were demonised in the media, filled the prisons and hospitals and were
told that they had the same opportunities for successful social accomplishment as
everyone else. My whole experience showed me that there were fundamental and brutal
injustices in our society and I wanted to know how and why they got there, how they

worked and how they were sustained.

The Crown, a local family firm of lawyers (again through three generations) and local
farmers contributed to a story of deliberate and regular deprivation of land from my

family. Interviews with family members revealed stories of land shares signed away
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while owners were drunk or unable to work or borrow from banks, and a dependence on
local farmers who were always able to supply cash in exchange for a few more land
shares. Having to walk with my children past the house which my great-grandfather
built for my grandmother and her family, knowing the history of the illegal purchase
and immediate resale in 1943 verified through the records of the Maori Trustee, caused

me physical and emotional anguish.

It was a lonely time because my family had coped with the facts in a range of ways,
most commonly by ignoring and often denying or forgetting the history in their
helplessness to confront it and to change the outcomes. As their world had become
smaller they seemed to have shrunk with it. They appeared to accept the processes of
economic colonisation and social deprivation as natural. I was shocked and saw this
outcome as the ultimate colonisation, that of the memory and therefore of the mind.
Like bell hooks (1994) I often felt alien in both my families. Her experience of trying to
articulate what was happening to her family through theory as a child had ringing
resonances for me. hooks” mother wondered how she had come by the subversive ideas
that threatened to undermine the constructs by which her people had enabled themselves
to live. In frustration her mother wondered where hooks had appeared from and wished

she could be “sent back” (p. 60).

Those were sentiments which I heard from my father’s and my mother’s people as I
tried to make sense of what was happening. The most common phrases were about my
being ‘different’, a dreadful indictment in a kinship based and highly co-operative
setting. In later years my family became dependent on my skills in the Land Court and
in formal settings, as well as supporting my undertakings greatly, but the apprenticeship
was arduous. I had to be very careful indeed to allow the erasure of institutional
memory to regenerate in a manner which my family members could control at a pace
which was safe for them. For some it was rapid, violent and shocking, for others it did
not happen at all. The manifestation of powerlessness and helplessness as anger and
grief and its progress to transformative intellectual activism was a process which I had
to experience in order to rearrange my realities so that I could survive the transition and
be intellectually and emotionally intact. This has happened to me several times, each

time refining my emotional and political identity as an Irakehu woman more clearly.
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Like hooks I learned that theory could be a healing place. bell hooks discusses her initial
response to the work of Paulo Friere in her book, Teaching to Transgress, published in
1994. She identifies Friere’s work as giving her a language as a young student when she

began to think deeply about the construction of an identity in resistance.

And so Friere’s work, in its global understanding of liberation struggles, always
emphasises that this is the important initial stage of transformation - that historical
moment when one begins to think critically about the self and identity in relation to one’s

political circumstance. (p. 47)

The motivation to understand was now an imperative. I knew that the pain, anger and
grief I was experiencing were potentially detrimental to my functioning. My peers, my
husband and most of my family had no apparent understanding of this pain. Those who
did have insight also could not articulate its political origins and its social presence.
Seeing what was happening to my mother’s people and its structural inevitability was
enraging. The energy from that rage and grief needed to be harnessed constructively
because it was isolating me from objectivity. Without some distance I could not view
the realities around me let alone attempt to change them. By this time I was seeking to
grasp the reasons for the depth and breadth of racism in New Zealand society and to
comprehend the nature of its institution. I thought that university was the route to the
theoretical insight I needed. Those evenings in Fracture Clinic proved very profitable
for me because I was able to use the quiet time to study. I completed my undergraduate
degree in Anthropology in 1983 specialising in Maori Studies, Criminology and
Women’s Studies. Learning to use the university system and to order my thinking gave

me the tools I needed to observe the world and to consider the possibilities for change.

At this point the most useful analysis came from feminist theory because it examined
power relations and the patriarchy and with little modification could be applied to the
English colonisation of New Zealand. Our cousin, Miriama Evans, joined me in
Women'’s Studies and together we found that we had to defend the histories, social class
experiences and identities of Maori women from being subsumed by the analysis of
pakeha feminists. This was very useful practice for future work. Again, bell hooks

(1994) comments on the same experience:

Though the call for sisterhood was often motivated by a sincere longing to transform the

present, expressing white female desire to create a new context for bonding was no
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attempt to acknowledge history or the barriers that might make such bonding difficult if
not impossible. (p. 102)

Now I was able to move from curiosity to investigation. From being integrated into a
wide range of circumstances in which I was relatively comfortable I had now
experienced what Trinh T. Minh-ha has called a “mutation of identity” (1995, p. 216).
By defining the ‘other’, I had begun to define myself. Henri Giroux (1992) writes of
Eurocentric culture and its assumption that its own meta-narrative can ruthlessly
expunge the stories, traditions and voices of those who by virtue of race, class, and
gender constitute the ‘other’. Although I could not agree with the definition of my
mother’s people and myself as ‘other’ since I consider ourselves to be normal, residing
in our own country and living in our own history albeit in grotesque circumstances, |
could certainly see where Giroux derived his thinking from and knew that those with the

power to call our people ‘other’, would continue to do so as a function of their power.

the bone people/The Spiral Collective

In 1984 as a new graduate from university in the formidable company of Marian Evans
and Miriama Evans, I entered the world of publishing books. It was not an unfamiliar
world and as the daughter of a wordsmith did not hold many mysteries for me. I was
fortunate not to have been brought up with the awe of printed words and their perceived
authority which many New Zealanders’ recency of literacy, created. The opposite was
true for me. Words were to be protected and viewed cautiously if I suspected that they
were being overused until their meanings vanished, or that they were cynically
employed to sell newspapers or advertising or were being manipulated unethically. For
me books and the words in them are potential friends and tools to be mindfully selected,
examined and chosen for their perfection of expression, their potential for joy, as well as
their prosaic function. They are above all human constructs employed for human

purposes. Making a book is part of that process.

Our small collective was named “Spiral”’. We undertook to physically create and
publish a book while maintaining its integrity which we believed in as literature. The
manuscript written by our cousin, expressed a series of realities that had rarely appeared
in New Zealand writing. Physical and mental domestic violence, Maori allegory and

metaphor, and recipes, did not fit the standard novel form and the manuscript had been
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regularly turned down by several publishers. The author had given up and had decided

to encase the manuscript in resin and use it for a doorstop.

Once between covers ‘the bone people’ swept most of the major literary prizes available
in New Zealand, went on to collect the Pegasus Prize for indigenous literature
sponsored internationally by Mobil Oil, and then won the English Booker McConnell
Prize which remains the major award in English literature. Our whanaunga Keri Hulme
has her place in the New Zealand literary firmament and I learned very valuable lessons
from the experience about pushing out parameters, staying true to beliefs, and hard
nosed international literary contract negotiation. ‘the bone people’ took us to England to
attend the Booker Prize presentation dinner and to receive the prize for Keri at the
Guildhall in London. I was astonished and irritated to see that the very English weeds
between the railway lines had their counterparts between railway lines in New Zealand
and that the streets of wealthy Kensington were lined with houses bearing the dates of
the colonial economic stripping of the country of our whakapapa and those of other
native peoples. I was reminded of Barry Barclay’s words: “Stone by stone, grain by

grain, stone by stone, grain by grain” (1993, p. 204).

The colonial office was of great interest to me but in five subsequent visits to England I
have not been able to bother myself to look at Buckingham Palace. That symbolism I
understand very well. In the United States I helped negotiate Keri’s contracts with
Baton Rouge University and Mobil Oil. They were creative contracts because we held
the rights to the greatest literary prize of the year. I had some time with African
American writers in New York and later worked with indigenous and feminist writers in
Norway and Spain. In later years I became a regular judge of literary awards in New
Zealand and have contributed to many publications. Although I was grateful for the
solid grounding in literature and the classics in English which I had from my father, I
was also profoundly grateful for the classics in the Maori song record which our

childhood grounding in Ngati Poneke provided us with.

The social institutions of the times taught me that punishment could be swift and
enduring for perceived transgressions or the threat of destabilisation. The systems and

culture which were called “nursing” taught me about inflexibility, conformity, control
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and oppression and fear of change. Those were significant lessons because they made
me think critically about power, how it was managed, and who the beneficiaries of
power and control really were. This exploration led to further formal education and
enabled me to recognise and analyse personal and institutional racism as well as the
ambivalence of social and cultural boundaries and the issues they represent for nursing

practice.

This information was invaluable in providing me ways to view challenge and change
and how that might be achieved at both a personal and systems level. The next
movement in my nursing career would take me out into direct contact with families in
their personal home and community environments. With this move would come further
practice experiences requiring other skills and considerations in terms of negotiating

power and moving between borders.
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Community Health and Nursing

Professionally it was time to move out of secondary care and investigate nursing
practice in a primary health care setting. The position I applied for as a Public Health
Nurse was in a socially disadvantaged and economically impoverished area outside
Wellington. The nurse manager advised me strongly not to work there because my skills
and education would be wasted in such communities. Nurses with university degrees

were not common then.

For all the liberatory education, professional and human experience I had, working in
Porirua was again an exercise in learning about myself, my professional power and my
own entrenched attitudes. Examining myself as a culture bearer I was astonished at the
level of racism and victim blaming attitudes that I carried with me as part of the social
class in which I had been raised. I was grateful for the education which enabled me to
understand the origins of these attitudes and for the insight which helped me to think
them through and to do something about them. I had no guilt about their presence
because I understood them as social constructs but I knew they had to go if I was going
to be effective as a nurse. As a member of the marginalised group I was well aware that
people at risk automatically run emotional security checks on all strangers. Being
among people who were trapped in cycles arranged outside their lives and devoid of
almost any vestige of control gave me insight into global economic and political power.
It was obvious that my education had given me a ticket into and out of their

communities every day, that realisation was deeply humbling.

My view of what I was bringing into their communities began to pivot. I thought that I
knew what my skills were and that I could be of some use to people. What I discovered
about myself was close to the same set of insights which the patients in the respiratory

and Tb wards taught me. My role and stereotype as a nurse did not make me
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automatically trustworthy and I could not assume that I could set up co-operative
alliances (which at one level could be called friendships, culturally unprofessional at
another) with people. Already I knew that I held power and controlled many resources
and that the cultural institutions of which I was a member placed many people at risk
because my attitudes would inform the selection and allocation of resources. Unless I
understood myself very well as the bearer of culturally derived attitudes such as
internalised racism and ideas of social class, I could very well become the oppressor of

Maori and others who were less powerful than myself.

The tensions identified by Paolo Freire (1996) in his seminal discussion of the duality of
discoveries for oppressed people who begin to think critically about oppression were
very real for me as I entered parts of the Porirua communities as a Maori who was also a
nurse. The expectations of my professional colleagues were that I would be a nurse who

was also a Maori. Herein lay a profound ethical dilemma.

The central problem is this: How can the oppressed, as divided, unauthentic beings,
participate in developing the pedagogy of their liberation? Only as they discover
themselves to be the “hosts” of the oppressor can they contribute to the midwifery of their
liberating pedagogy. As long as they live in the duality in which to be is to be like, and to

be like is to be like the oppressor, this contribution is impossible. ( p. 30)

By this time Irakehu had become a very personal and protected reality as others now
defined me publicly as Maori. Shared ethnicity and in some cases kinship with the
people 1 was serving was not the critical factor in my relationship with them. Unless
ethnicity held mutual meanings there could be no assumptions that I could be safe, I did
not live in that community and had not grown up there. I did not speak English or Maori
like they did and I was a Practising Certificate holding member of an authoritarian

system which had not traditionally been beneficial to Maori or other Polynesians.

The critical factor required was trust. Over the years of teaching and learning I have
compiled a list of factors which I believe contribute to setting up trusting relationships.
They are defined in terms of expectancies and beliefs. Here are some words which
describe perceptions of trust as I have come to understand them. Safety (this includes
keeping confidences), benevolence, caring, concern, honesty, integrity, sincerity,

competence, ability, capability, good judgement, credibility, predictability, consistency,
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goodness, morality, goodwill and intentions, shared understandings, reliability,
dependability, open mindedness, personal attraction, responsiveness and dynamism, the

idea that things will happen.

It was not difficult to see that the people I was working for might not trust me. What
was much more complex was the examination of my own psychological and emotional
interior. I was aware that there were expectations on the part of my pakeha managers
that I would be able to gain access to people and places that they were unable to access
and that I would be exposed to, and to some extent, participate in, what bell hooks has
described as “cultural criticism” (1990, p. 9). I entertained uncomfortable visions of the
Judas sheep kept at freezing works which lead the other sheep to the killing chain
keeping them calm while turning away at the last minute to lead in the next batch of

sheep.

There was a clear expectation on the part of my employers that I would reveal and
describe the discoveries I would make in the communities from which most nurses were
excluded. By virtue of my shared ethnicity I would be able to bring to the corporate
consideration of my colleagues the information to which they were not privy. hooks

(1994) warning is clear:

If there is not a mutual exchange between the cultural subjects...that are written about
and the critics who write about them, a politics of domination is easily reproduced
wherein intellectual elites assume an old colonising role, that of privileged interpreter, -

cultural overseers. (p. 9)

It was at this juncture of beginning practice that I found the work of Paolo Freire (1985)
again illuminating the invisible, shaping my attitudes toward the people and the
communities [ had decided to enter. The people there had not invited me. I had selected
them. There was no initial nursing partnership. Why had I done this? Because I wanted
to help? What did help mean? Friere discusses armchair revolution. He is clear that
what he calls “true reflection” leads to “transformative action” (p. 48). Authentic praxis
for Friere happens only if its consequences become the object of critical reflection. My
entering the communities of people whom I saw as oppressed had the potential to fulfil
needs, but whose needs were they? Fresh from university with a liberatory analysis, was

I going to free people from their oppression and go home to my middle class
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environment daily and at weekends while they stayed there potentially for generations?
I had some thinking to do. The last thing these people needed was another form of
missionary. Freire warned against action without critical reflection simply becoming
activism. As an activist nurse I could rush around all day being helpful within the range
of my skills and job description, but what difference would that ultimately make?
Already I was aware that nurses leave such communities and the social waters close
behind them as another nurse with another job description and another set of attitudes,

moves into place.

.. it is necessary to trust in the oppressed and in their ability to reason. Whoever lacks
this trust will fail to initiate (or will abandon) dialogue, reflection and communication,
and will fall into using slogans, communiqués, monologues, and instruction. Superficial

conversions to the cause of liberation carry this danger. (p. 48)

It was clear that I must therefore also ask myself whether I trusted the people I worked
for to use their realities (where I could not go) as the templates for their lives and
learning. That meant that I needed to divest myself of the ideas that I had the answers to
their needs or that indeed I fully understood their questions. It further meant that I
should see myself as a privileged stranger in their landscape to be guided at significant
points by them. It was necessary for me to understand the rights of people to their full
humanity and to learn, as I did from the Tb ward men, that I had power and the proper
use of that power should be a negotiated process. As a Maori those ideas were very easy

to accept because they are encapsulated in the concept of mokai.

Mokai

There is mana in the concept of mokai, in being able to give skilled and valued service
which makes life easier for others. The concept of mokai differs from the notion of
servitude in that the mokai is valued as a professional community member who has a set
of skills which enhance the quality of life of individuals and the collective. The mokai
can be a powerful and beloved servant. The familiar sight of aunts, uncles and
grandparents performing quiet and thoughtful tasks was a normal one for us. However
exalted they may have been in their birth status or their formal roles and however
skilled in the performance of ritual and solemn observances they may have been, it was

beneath none of them to wash dishes, clean tables or to see to the most minor comfort of
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their guests. While visitors were to be cared for none of them sat or saw to their own
needs. If food was short they did not eat until guests were satisfied. It was done quietly
and without fuss. We children were disciplined to wait until all others were served and
comfortable and then our needs were met. Everybody knew that in the long scheme of
things such consideration would be reciprocated when roles were reversed and visitors

became hosts.

It was very easy for me to translate those life examples and concepts into practice as a
nurse. The skilled servant concept was and remains comfortable to me because I
understand that in the long term I, and those I care about, will one day be the recipient

of nursing service which I hope will be based on such concepts.

Practice Issues and Ethical Dilemmas

My responsibilities and contacts as a Public Health Nurse in the 1980s extended from
newborn infant welfare service, family liaison, through preschool health to primary and
secondary education institutions, families, refugees, immunisation, vision and hearing
testing, plus assisting with tracing contacts of communicable diseases. I claimed and
was given, responsibility for Maori specific organisations, kohanga reo, urban marae
and the two major Maori gangs resident in Porirua. It was not difficult to assert
professional contact. These were not popular institutions with my colleagues although
the health needs of their members were great. The issues and lifestyles associated with
the generational entrenchment of poverty and poor educational opportunities were
normalised, obvious and grossly unfair. The decision makers in these communities,
school principals, medical doctors, business owners and administrators were men,
almost totally from the non-Maori population along with several recent migrants from
Asian countries. Polynesians indigenous or migrant were not well represented in the

decision making positions.

The basis of any productive relationship with people who perceived me as the powerful
carrier of a range of potentially risky differences was whether or not I was trustworthy.
Would I do what I said that I would do and would I do it in a way that did not place

people at risk?

“What hours do you work here in Porirua?”
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“By the time I get here and then leave to go back to town, 9am to 4pm.”

“Oh, pakeha hours.”

Initially the differences between myself, as a Maori person, and the community Maori
people were greater than our similarities. It was clear to me that I was being often,
pleasantly, tested for trustworthiness. I was more of a potential liability to people in
some ways due to my ethnicity. At least pakeha attitudes were a known entity,
assumptions could be made about interaction with pakeha power holders until proven
otherwise, but one of their own was a much less predictable proposition. As a member
of an professional outsider group and an outsider social class it was possible with my
insider socio/cultural knowledge that I might lead people into conflicts with authorities

such as the Social Welfare system, Inland Revenue Department or the police.
Trinh T. Minh-ha (1995) observes:

Whether she turns the inside out or the outside in, she is, like the two sides of a coin, the
same impure, both-in-one insider/outsider. For there can hardly be such a thing as an
essential inside that can be homogeneously represented by all insiders; an authentic
insider in there, an absolute reality out there, or an incorrupted representative who cannot

be questioned by another incorrupted representative. (p. 216)

Working in this environment offered some of the most rewarding as well as some of the
most frustrating times of my twenty-three years of practice. Community trust came
quickly in some cases and more slowly in others. Word spread that I was non-
judgemental and did not appear to abuse power. Doors opened. Entry to many places
was enhanced by being previously known to significant community people, having good
Maori manners, personal maturity and my own skills and personality. My formal
education as a nurse and my job description had none of these factors integrated into

them.

My practice differed from that of my non-Maori colleagues. Often it was essential to
manage time quite differently. Time was allocated in ten minute sections on time sheets
as part of time management and costing of nurses’ activities. This type of time
management was simply not possible with the people of Porirua. To earn their trust I

needed to work for the duration which people chose to take over their initial contact
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with me and it was essential to work at their pace. Although I knew that a morning spent
with a matriarch would give me access to her whole family, if she approved of me and
judged my skills as useful, that use of time was not factored into my management
schedule. This necessitated my having to regularly falsify the timesheets because there
was no professional opportunity to create another way to manage time. I saw the refusal
of my manager to consider my version of effective practice as institutional racism in its

most entrenched form.

Borders and Frontiers

The concept of borders is used in this work to convey distances between actors, and
locations. The locations are physically geographical but also intangible, consisting of
personal locations in intellect, emotion, attitude and politics. They are always political
and consist of notions of history and power, justice and equality, which distil into local
everyday activity as well as global webs of economic control. Henri Giroux (1992) has
written extensively about the notion of borders and is concerned with the development
of a critical pedagogy for teachers and students. He discusses the border metaphor as a
series of ideas or ideological codes which must be recognised by those attempting to

work across borders:

Cultural workers need to unravel not only the ideological codes, representations, and
practices that structure the dominant order, they also need to acknowledge “those places
and spaces we inherit and occupy, which frame our lives in very specific and concrete
ways, which are so much a part of our psyches as they are a physical or geographical
placement.” The practice of social criticism becomes inseparable from the act of self

criticism; one cannot take place without the other. (p. 79)

Practice Examples

Throughout this chapter I have identified issues of trust and safety as they became
insights for me in relation to working with people in the community. Freire and others
have helped further shape my understanding of these issues and the way they need to be
regarded as central to effective health care. In reflecting on my early practice as a

nurse, the connections between these issues and the emergence of Cultural Safety as a
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concept is clear. The following examples illustrate the necessity to think differently and

to act differently in order to demonstrate trustworthiness, which is so central to safety.

Practice Example One: Informed consent on the border

Although I was extremely diffident about taking nursing students into the homes of
disadvantaged people, it was part of the responsibility of Public Health Nurses toward
the professional development of our potential colleagues. For a while I managed to
deflect students into institutions such as schools, kindergartens and medical centres but

the time came when I could no longer do that.

I asked permission of a young Tuhoe mother to bring a student into her home to observe
my work in infant welfare. I also warned her that the student was likely to be a pakeha
who would have her own opinions about the family and their environment. Neither the
mother nor I could predict what those opinions might be, nor should we, but the
potential for tension and stress was real. Although we did not discuss it, shared ethnicity
did make a difference here. Both the young mother and I understood the politics and the
experience of exposure to a pakeha stranger and the watchfulness which we would both
be required to undertake. It was an extra tension in her day that I was asking her to

accept and a series of borders that I was asking her to negotiate.

I learned that it was essential to establish informed consent in community nursing just as
in secondary care. In a clinical environment informed consent is potentially less
complex than in the community. Clinical, biological and technical boundaries maintain
the cultural power called professionalism in secondary care. The selection and editing
and language of clinical information enables the status of the actors to be maintained:
doctor, nurse, patient, family roles are clearly delineated and the geography of the
transaction, often in a hospital, usually favours the health professionals who can
therefore sustain the locus of power with ease. Community settings require more
negotiation since the nurse is essentially a mokai, a skilled servant or has a quasi guest
status in a private home. Differences in social class and ethnicity where people have
been exposed to a lifetime of racism, homophobia or other predetermined attitudes from
authority figures require a degree of insight and skill on the part of the nurse for which

our professional education does not prepare us.
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The subjective response to the idea of bringing a student nurse, someone who was
destined to have skilled employment and a very different future from this young sole
mother of three preschoolers, could be predictable and understandable. I was an unsafe
factor in this equation which required me to exhibit nursing skills to a pakeha stranger at

a potential emotional cost to the young woman.

With grace, I was given permission to bring the student into her home. The trust
relationship we had built up had worked for me but it carried with it reciprocal
responsibilities. The setting was one of poverty and economic deprivation when viewed
from one perspective, from another it was a site of integrity and creative energy and

fierce commitment to motherhood.

It was winter. The family lived in a semi-detached state house with no garden, plenty of
mud and minimal household effects. There were no curtains and no carpet. The mother
smoked tobacco and both her toddlers had upper respiratory tract and chest infections.
Their clothes were ragged at the edges. The new babe was thriving, there was no sign of
the father. All the children wore disposable nappies and there was a VCR monitor with
videotapes in the corner. I weighed the baby. His mother asked me to take her to the
medical centre with the toddlers. We did this despite the rule that only international
refugees could travel in Public Health Nurses’ cars. [ was seen and later reprimanded by
the nurse manager. My view that the indigenous peoples of this country are refugees
from the process of colonialism would have held little water. The toddlers were
prescribed antibiotics and their immunisations were updated. Payment was waived by

the doctor and the pharmacist.

We debriefed and I asked the student to describe what she had seen and to feel able to
be as frank as possible. Using the framework of her own realities the student made her
assessment. The description of external deprivation was accurate. The tobacco use,
chest infections, the presence of a new baby while the mother was receiving state
funding, in the form of a Domestic Purposes Benefit (DPB), and no potential for a male
contribution to the household economy, were all noted. The VCR and tapes were also
discussed as being unnecessary items when there were curtains and carpets required. I
saw one of my responsibilities to nursing and to that little family and to future families
that this nurse might encounter, as helping the student to think critically about the

situation of which she had just been a very brief part.

54



Chapter Four: Community Health and Nursing

We reviewed the observations and reframed them positively in light of the assets
available to the mother. It was important that the student realised that she and I were
privileged to have been invited into other human beings’ lives and to be aware that we
had the opportunity to leave if we were uncomfortable. The little family did not have
that option. The young mother had chosen to keep her three children and to parent them
as well as she could within the limits of her resources. Curtains, carpets and regular new
children’s’ clothes were not available to people on the DPB who did not have sufficient
discretionary money to allow accumulation of capital. The essentials were there, food
was refrigerated, lavatories flushed, there was hot running water and the children’s
heads, chests, genitals and feet were covered and warm. Although the mother was
addicted to tobacco, there was a great deal else in that neighbourhood to which she
could easily have become addicted if she had chosen. She did not choose to become
involved with the marijuana and hard line drugs which were procurable. Tobacco

smoking took place outside the house and away from the children.

Disposable naps were used throughout the Porirua area in preference to cloth as easier
to handle, less fuss to care for, not requiring hot water, washing and drying facilities.
They had become part of the culture of the poor. Environmental issues were of
secondary concern to ease of daily survival. No telephone and no transport meant that
this parent could not easily get her children to the medical centre. Knowing that I was
coming she waited, trusted me to arrive and exploited her opportunity for assistance
very well and to the advantage of her family. And the VCR and videotapes, the luxury
items? The mother chose to use the small amount of money available at the end of each
payment to hire the VCR and tapes to keep her children inside and amused during
winter. Whether her choices fitted our middle class value system was not the issue. To
her credit the student saw what I was trying to say and began the process of critical

examination in practice and in the evaluation of her education as a nurse.

What did this family teach me?

From that experience I began to explore the issues of informed consent in the
community. The overwhelming importance of establishing and maintaining trust was
again demonstrated. I became very interested in the assumption that the role of the nurse
could be managed to facilitate entry to peoples’ lives as of right. The notion of the

power underlying those assumptions was disturbing. There was little question that
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nurses believed that they had the right to enter the environment of the powerless in the
name of public health and the public good and that those social practices were sustained
by an ethical ideology which would support them. The issues of reciprocity were
highlighted for me in the interaction with the young mother in gaining her permission to
introduce a person who represented the ‘other’. This Tuhoe woman had experienced a
lifetime of ‘other’ figures who were in positions to make a difference to her life:
religious figures, schoolteachers, shopkeepers, doctors, pharmacists, Social Welfare
workers, Work and Income assessors, and nurses. Taken in that context the trust she

placed in me, was very great.

Of further interest was the idea of symbolic interaction between the nurse and the
person to whom service is offered. The student nurse was unknown to the mother and
also unknown to me, but she symbolised a system with which the young mother and I
were both very familiar and which we needed to accommodate in our negotiation. This
interaction was facilitated by our shared experience as Maori who had experienced

marginalisation. There was little direct discussion but complete understanding.

The collective understanding of power held by another group and the potential for an
encounter with personal and institutional racism was very real for us both. Here was an
example of Fritjof Capra's concept of “shared meaning, unanalysed and mutually
recognisable” (1989, p. 73). This experience stands out for me as a formative
experience in the process of defining the ideas which came to contribute to the

pedagogy of Cultural Safety in nursing education.

Practice Example Two: Doing things differently

A laboratory form describing gonorrhoea in a nine year old girl came my way
accompanied by a very anxious GP. The family was Maori. The child had been raped by
a family member and was now very ill. I was asked to become involved in supporting
the family and helping to trace the contact. Her parents had no idea of the situation or
the circumstances and it took a great deal of time to explain the condition of their
daughter and then to mediate between the distraught parents and the equally distraught
child who had been silent and blaming herself. Eventually the child confided in me and
pleaded with me not to tell the by now enraged father, fearing his temper. She was

happy to have her mother involved.
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I arranged the admission to hospital for the girl and her mother and I sat with the father
through the night. Eventually I persuaded him to phone older members of his family
who lived rurally to come to be with him. Although I could not break the child’s
confidence and name the rapist at that point, I thought that could I work with older and
experienced family members whom the father respected and who could apply restraints

on the murder threats which were being made in the heat of the moment.

When the distant family arrived and were able to take over the support of the local
family I was faced with a new dilemma. Everybody was very clear that this matter was
to stay within the kinship group and that the criminal activities of the rapist would be
dealt with by his people. In their view my role as a Maori was to protect the family from
pakeha intervention. Passions were running high. I explained that gonorrhoea was a
notifiable disease and that the hospital people and the general practitioner were obliged
to report it and would already have done so. The contact of the child would have to be
traced because he was a danger to others. Although I had every confidence that the
family would deal with the perpetrator, that did not solve the issue of the disease and
other possibilities of infection and criminal behaviour. It was made clear that I was not
expected to betray this family to the pakeha system in their distress and to add to their
worries. They were united in that opinion. My whole being wanted to shield them from
the system, especially the child, but I knew that this would not work eventually and that

for the sake of others time was of the essence.

I decided to speak to the local policeman who was a colleague of many years and from
the same area as the family. He went to visit informally out of uniform and as a relative,
I went informally as another Maori person, we were both mokai of this family. We sat
and answered questions, again stayed over the night, reassured the father and the rest of
the family as they went through the normal process of discussion and decision-making.
They eventually gave us permission to follow through with the tracing. The offender

had raped other children who also were infected.

Had the policeman and I not used Maori process, involving trusted people who had
authority, allowing time for the family to gather and come to their own decisions while
giving them information and eventually obtaining their informed consent to activate the
follow through process, there may have been other and more dramatic outcomes.

Working this issue through required me to give a great deal of “off duty” time to the
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family, including two overnight sessions. To alter my preset timetable as best I could
and to use my informal networks to help find a resolution required me to work in a

covert and undeclared way.

Such situations place border workers in acute dilemmas. I did not report the matter in
any depth because my use of time would have been questioned and the professional
boundary issues would have been identified. At that stage I did not know how to explain
or defend my actions nor did I have a network of colleagues to consult who could
support my practice choices. It was unheard of for a Public Health Nurse to sit with a
family through the night. The nurse manager noted that I had the official car out of the
base for two nights that week and I was reprimanded. Again I saw the inflexibility of
the system to allow these dilemmas to be identified and legitimated, as unethical and
institutionally racist. Had I acted in any other way I would have rapidly lost trust in that
community and become almost non-functioning. People would have become politely

formal but trust would have been lost as word spread.

The question of an ethic of care as a moral dilemma situated in a framework of
institutional racism was an obvious one. Although I had behaved in a caring way
according to ideals of right and wrong behaviour, how the values of right and wrong
were defined and by whom became a major practice issue. Giroux (1992) describes
ethics as “a social discourse that refuses to accept needless human suffering and
exploitation” (p. 74). It seemed to me that more suffering would have been induced by
following established policy and formally initiating the reporting of sexual abuse and
the consequent follow-up by police and health authorities, than by taking a little more

time and using a different process to achieve the same ends.

In this case the values which underpinned the process we used were set by the family in
reciprocal negotiation with the health professional and later, the policeman. They were
processes which we all understood as Maori, but Maori of the same rural background
and from the same age cohort. Other Maori, socialised differently may not have been
able to draw on the mutual and shared understandings. The outcomes were eventually
satisfactory for the parties involved. Ideally this was a valid resolution, except that

every aspect of the process contravened departmental policy.
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The very meaning of nursing care was highly ambivalent in these situations and could

not meet the professional needs of workers needing to act in complex and non-linear

ways in order to respond with relevance to human realities. [ was attempting to practise

what Potter (2001) describes as an “ethic of care” (p. 108) which I believed met the

requirement to maintain high standards of practice and the ethical guidelines of

beneficence, non-maleficence, justice and autonomy. Potter further describes the

development of nurses as caring professionals:

As nurses deal with health and illness in their practice, they grow in the ability to care.

Expert nurses understand the differences and relationships among health, illness and

disease and become able to see clients in their own context, interpret their needs, and

offer caring acts that improve clients’ health. (p. 109)

However, it was not possible for me to access resources that would normally be

available to nurses working in the community, including the advice of experienced

nurses, without compromising them.

What this interaction clarified and confirmed for me

That formal and informal networks are utilised to help resolve many practice

situations.

That these networks are visible and systematised or invisible and

unsystematised.

That the invisible and informal networks can be highly effective, at times

more effective than the formal ones.

That the use of invisible networks leading to invisible solutions requires the

redefinition of accepted codes of ethics and creates further ethical dilemmas.

That such dilemmas often remain invisible of necessity because the formal

systems of nursing policy and management do not accommodate them.

That nurses are not able to be prepared for these practice dilemmas in their

formal education because such situations are not formally acknowledged.
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e That nurses are highly at risk personally and professionally when they are
placed in situations where trust is a negotiable factor and the boundaries of

trust are indefinable except by testing at the time of interaction.

e That the silences which are required to maintain trust are compromising for

all people involved.

e That nurses from the marginalised insider group experience ethical dilemmas

of which the health service is unaware.

e That institutional racism underpins the need to invisibilise the professional

activities of border workers in cross cultural environments.

e In order to grow in their ability to care, nurses need to be able to discuss their
practice, consult their peers and expert practitioners and to have the
confidence that their experience and views will be respected. This is often
very difficult for nurses who differ philosophically and politically from their

colleagues.

Practice Example Three: Establishing and maintaining trust

A Maori woman who had never given birth had raised thirty-six children. She was very
well known in the community for her philanthropic life but was adamant that she had
never received any state funding to help her with these children and was not about to
start asking for it at this late stage of her life. She made it clear to me that if [ wanted to
work with her I had to undertake to support her and her very mobile family (my family
was known to her), but I was not to introduce any outside agencies or to let them know
what she was doing in relation to the several children and one disabled young woman
whom she was currently caring for. Her income was minimal and the family often ate
food which was not nourishing such as flour and water pancakes sprinkled with sugar

cooked in fat, three times daily. There was little I could do but monitor the situation.

While I was working in the area, a baby girl of about three months was left on her
doorstep during the night with a label around her neck which said, “My father is a
Korean sailor, my mother is a Maori.” That was that. The child was absorbed into the
home. Because I thought that I might be of some use I accepted her terms but would

dearly have loved to have intervened in a range of ways. The old lady began
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complaining of abdominal pain and I suggested a visit to the GP. That was not
acceptable until she became acutely jaundiced. Still she refused. Eventually she agreed
to allow me to bring the GP to her and it became clear that she needed admission to

hospital for investigations.

Her refusal was based in distrust of state/pakeha interference in her way of life. This
mistrust of state intervention was based on her personal experience but she made it clear
as well that as a woman of Tainui, the history of land confiscation after the Anglo-
Maori wars and the desperation which resulted from that experience had created a
legacy of suspicion of pakeha activity in her family. She was able to recite each piece of
land which had been confiscated from her hapu and describe the resultant effects on her
people. By this time I automatically sought help from the Maori policeman in such
situations. He knew the old lady well and tried to persuade her to enter hospital. When
she had extracted a promise from us both to see that the few children at home were well
managed, that there was sufficient food and competent care, and no state interference,
she agreed. We then embarked on a community gathering up of people who knew and
respected this extraordinary woman. The policeman sold cuts of meat in pubs and dug
vegetables donated from home gardens. People gave liberally of their time and energy, I
co-ordinated activities and helped where I could, managing to get the children to Health
Camp. Two weeks later she emerged from hospital, sadly with a very poor prognosis,

but thankfully with some time to put her affairs in order.

What did this family teach me?

Again my job description said nothing about being enjoined to silence by the people I
served if I wanted to work among them. And again the ethical dilemma of keeping the
promises which we made to her while trying not to contravene our own professional
rules had created obvious stresses. The policeman and I did not overtly discuss these
matters. The complexities of establishing and maintaining trust and the wish to protect
people from the power of entrenched racism of the health system are crucial issues for
people who work on social and emotional borders. They are subjective experiences

which are integrally related to the emotions as well as to the intellect.
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Practice Example Four: The power of attitude

This example was related to the Maori Asthma Review Team of which I was a member,
at Maraeroa Marae, Porirua, November 1990. The purpose of this Review was to report
to the Minister of Maori Affairs on evidence and public submissions about asthma
among Maori people (Pomare et al. 1991). Although I was no longer practising as a
Public Health Nurse, this was my former practice locality and the people and places

concerned were well known to me.

A Maori mother of three children, two of whom were at school reported to the Review
Team that she had decided to take the baby to the Medical Centre and enquire about
immunisation. She escorted the older children to school and carried the baby on to the
Centre, without an appointment. Dressed casually she entered the Centre and
approached the nurse at the reception area. At first the nurse ignored the mother until
she had completed her current task and before the young woman spoke the nurse turned

to her with an expression of impatience and distraction.

The mother said that she felt so uncomfortable that she shrank away, excused herself
and left. There was no exchange of words yet the interaction had been so powerful that
it completely blocked access to health service. The young woman said that she felt shy
and ambivalent, did not feel able to assert herself in the Centre and in the presence of
the nurse who was exhibiting behaviour which the mother felt was an unspoken
commentary on her care of her baby, her casual appearance, her social class and her
being Maori. Whether the nurse had intended to convey a negative message was not the
issue, her professionalism should not have permitted her to behave in a way that could

have been interpreted as obstructive to contact by the mother seeking her assistance.

What this example clarified and confirmed for me

e That it is very possible to create active barriers to service without recourse to

spoken words.

e That there are other discourses which are unarticulated and unanalysed but

inform the behaviour of patient and professional.

e That the influence of attitude can be a powerful inhibitor, or initiator of

professional interaction.
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e That it is the responsibility of the nurse as the power holder to create an

environment which enables people to feel safe in the presence of the nurse.

e That unfavourable attitudes are easily recognised by those who have been

exposed to their negative effects.

e That those who have experienced the power of attitude imposition are always

vigilant to the possibility of its presence.

Hence my concern with the construction of trust. Most nurses who have worked in the
community have stories such as these to tell which have aspects of the stress and
dilemmas in which I constantly found myself. I suggest that they do not happen in the
way that they do for nurses who belong to marginalised groups. Because these issues
are not addressed in nursing education or in the realities of clinical experience, nurses
from the border realms are still required to say one thing officially and often to do

another in practice.

Practice Example Five: Practice and research

My education in anthropology stood me in useful stead in asking questions of new
admissions of five year olds to the public school system in Porirua. It was part of my
role as a Public Health Nurse in 1985 to undertake a physical examination of all new
entrants to the public school system. Included in the assessment were measurements of
weight, height, gait and the usual physical attributes of children of that age. Also
included were checks on the status of the testes of boy children. I had extreme difficulty
in carrying out these checks because I regarded them as an unethical invasion of the
privacy of these five year old sons of the poor. Very few children had available parents
who could comfort and support them while a complete stranger handled and
investigated their genitals. Their looks of discomfort and their utter powerlessness will
not ever leave me. Finally I refused to put children in the helpless position of having to
allow a stranger to require them to take off their underpants. Eventually I complained to
the Chief Nurse Adviser at the then Department of Health and the health check was later

revised.

Part of the assessment involved checking for head lice. I encouraged children to check

my hair in return for my being permitted to look in theirs. If we found lice in each
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other’s hair (and mine was often infested) we celebrated the opportunity to have special
shampoo. One day a small boy who was checking my hair asked me if I was from a
Maori, noting a Maori ornament which I was wearing. I replied that I was and that I
thought it was a very good thing to be from a Maori. He said that he did not think so but
could not say why. From then on I added a question about ethnicity and identity to my
assessment of five year olds. In a completely informal and undesigned survey of five
year old views of their identity, I found some interesting consistencies. There were 58

children in a two-year period.

If they were Samoan I asked the child whether they thought that it was a good thing to
be from a Samoan. Each Samoan child regarded me as though I had asked them a
ridiculous question and answered in the affirmative. No Samoan child expressed
discomfort about being Samoan. Pakeha children generally did not understand the
question and Maori children answered consistently that they did not think that it was a
good thing to be from a Maori. It seemed to me that further research into the
construction of identity in preschoolers could be encouraged and could lead to some
very useful findings in relation to parenting, the influence of the television media on
identity in children, and pre-school education. These were exciting opportunities for
nurses to undertake research which directly related to practice. I noted the responses in a
special notebook and discussed my findings with my manager. The manager spoke to
her manager and I was asked to hand over my notebook and informed that such
activities were not part of the role of Public Health Nurses and that I should confine my

investigations to the physical health checks of the children.

What this experience clarified and confirmed for me

e In that period of nursing in New Zealand post graduate education was not
fully established, and its necessity in practice was not understood by nursing

management.
e That the relationship between research and practice was not understood.

e That the relationship between the biomedical model of disease and health
and the integrated notions of holism were not generally understood and were

therefore unable to be included in nursing practice.
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e That the design of national health policies although well intentioned required
a more thorough process of community feedback, consultation and

evaluation with the nurses required to implement them.

e That nursing colleagues did not see themselves as practising in a political

context.

e That nurses were not comfortable when political action was taken and if
possible would take steps to inhibit actions that they saw as likely to create

future difficulty.

Although I found practice as a Public Health Nurse to be fulfilling in the short term, on
another level it was profoundly frustrating. Systemic institutional failure of many of the
New Zealand citizens I worked with was profoundly obvious, normalised and repetitive.
I saw the chronic disadvantage in this community as an indictment of the New Zealand

social structure but other nurses did not appear to see their work in the same context.

Moving On

I was in the unique position of working in the preschool, primary school and secondary
education system simultaneously and daily. The older siblings of the families I visited
to help with infant welfare were in the colleges euphemistically called educational
institutions. Their health status was impaired from babyhood. Dentition, nutrition and
hearing were all compromised, but probably the most severe impairment was in the
collective ethnic and emotional identity of specific groups of children. These children
were Polynesian, immigrant or indigenous their fate in terms of social indices appeared
to me, to be sealed. By repeating its patterns I felt that I was colluding in the
generational entrenchment of disadvantage in the future of the people for whom I was
involved in caring. Again I questioned the meaning of care and whether the work of
nurses in those communities was in fact making a difference in the long term. Despite
the grim realities for many in this community there was and is a spirit of resiliency,
vigour and energy to survive and to prosper. There are few existing resources on which
to build but they have been identified, used to their advantage and in some places

increased.
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Among my colleagues there were no nurses with whom 1 felt that I could discuss these
experiences and the concerns which arose from them or explore the ideas which might
offer solutions. Our English born and educated manager attached a note to my file
which was stored in the Department of Health to the effect that I spent too much time
working in what he termed were “bicultural” environments. I felt that this comment
was unjustified because it could not be explained and I discussed the matter with the
senior nurse employed by the Department as advisor to the Minister of Health (Trixie
Bradley). With the help of the anthropologist then employed by the Department (Dr
Patricia Kinloch) and the Director-General of Health (Dr George Salmond), the note

was removed.

One morning as I was testing the vision of new entrants, especially enjoying testing the
Kohanga Reo children in Maori, at a local primary school, I was approached by the
Head of Department of the newly established School of Nursing at Parumoana
Polytechnic and invited to apply for a full time teaching position. After consultation
with my family I decided to apply to become a nursing teacher. A family vote was taken
and mine was the only one against leaving practice in public health. It was not a sense
of vocation which induced me to leave Public Health nursing but family opinion and a
belief that I could eventually be of more use teaching others to nurse as a result of my
own learning than trying to help stem the social tide of disadvantage and the resulting

human struggle, as a practicing nurse.

I joined the inaugural second year of the nursing course of the polytechnic. Here was an
opportunity to help create a course with a curriculum which could address those health
and disease issues experienced in colonial countries throughout the world. By
understanding the problems which beset indigenous peoples we could design and teach
educational material that would alter nursing service and therefore make a difference to
the health status of all New Zealanders. Surely, I thought, if a country is to be judged by
its service to the most vulnerable members of its communities then excellent nursing
service for the tangata whenua would have the effect of reaching others who were also
in need of excellent care. I believed, as hooks has said, that “the classroom for all its

limitations does remain a location of possibility” (1994, p. 206).

Bright eyed I commenced work at Parumoana Polytechnic with recent education in

liberal social science and a complementary practice base, only to be asked to teach
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surgical nursing, an area in which I had last had experience almost twenty years before.

Working in formal education began the public section of my activities.

I look back on my nursing training and years as a practitioner first in hospital and then
later as a Public Health nurse and try to remember the questions I asked myself over that
time. One of the questions was: how could I offer some insight and ideas about positive
change in the health service to those people working in proximity to Maori? The
conclusion I have come to in trying to separate my point of view from my political
stance is that, for me, that cannot happen. The cliché that the personal is political is how

my life was and is. There is nothing I can do about it so that is what I have offered.

Working in a highly urbanised area only twenty minutes from the government
parliamentary buildings taught me about abject and grinding poverty and about the
control of the education process by pakeha teachers and administrators in schools which
had mainly Maori and Polynesian rolls and high failure rates. Public Health nursing
enabled me to see the children from pre-school to college, and to see bright youngsters
become sullen and closed, or struggle to push through. Working in homes put me in
touch with sole mothers struggling to educate, feed and clothe their children, and cope

with the financial stress of it all.

Working there also showed me the the strength and determination, courage and energy
of many of those people to retain their cultures and to make something good out of the
colonial and the migrant experiences. I came away with enormous respect for those

bound in there, and with cynicism for the systems which bound them.

The establishment of trust, learnt in those homes and communities, was to become a
critical factor in my later work on Cultural Safety. This meant divesting myself of the
ideas that I had the answers to their needs or that I even understood their questions. I
was a privileged stranger and it was necessary for me to understand the rights of people
to their full humanity and to learn, as I also had from the experience of working in the
Tb ward, that I had power and the proper use of that power should be a negotiated
process. My nursing experience to date had taught me that to understand this process,
nurses and midiwives needed to understand the influence of attitude as a powerful

inhibitor, or initiator of professional interaction. Unfavourable attitudes are easily
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recognised by those who have been exposed to their negative effects. Nurses and
midwives are highly at risk personally and professionally when they are placed in
situations where trust is a negotiable factor. Nurses and midwives needed to recognise
this fact and accept that it is the practitioners responsibility, as the power holder, to

create an environment which enables people to feel safe in their presence.

My own situation as a nurse from a marginalised insider group meant that I experienced
ethical dilemmas of which the health service is unaware. Much of the difficulty lay with
the institutional racism which underpins the need to invisibilise the professional
activities of border workers, like myself, in cross cultural environments. In order to
grow in their ability to care, nurses need to be able to discuss their practice, consult their
peers and expert practitioners and to have the confidence that their experience and
views will be respected. This is often very difficult for nurses who differ philosophically

and politically from their colleagues.

My own experience had been one of comparative intellectual and emotional isolation
from the beginning of my education as a nurse. Perhaps as a teacher I could teach from
the ideology which I had developed from these experiences and help students to
construct a political vision and a wider context from which to practice. Perhaps I could
help them to think critically about issues relating to the health and disease of the tangata
whenua. And perhaps, from that standpoint, they could expand their vision to their

whole practice.
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He Huarahi Hou

A New Pathway

Section II of the thesis addresses the development and evolution of Cultural Safety,
building on the personal and professional story established in Section 1. This section
traces the transition process and movement forward of the Cultural Safety concept more

fully into the public arena.

This initial movement is set primarily within the nursing and midwifery professions.
However, I begin by focusing on national issues surrounding Maori identity and
ethnicity, formal and informal, in order to explore the historical relationship between the
status of Maori health, the Treaty of Waitangi and health services in New Zealand at the
time of Cultural Safety’s development. The clarification of these issues was necessary
to enable me to work effectively in the teaching environment and introduce what was

essentially new and revolutionary material to nursing and midwifery students.

A chronological overview to the evolution of Cultural Safety following the immediate
period after my initial teaching experiences in 1988 through to 2001 is presented in
Chapter Seven and refers to the supplementary material contained in Volume Two.
There are two main reasons why I have chosen to present this section of the work as a
separate volume. Firstly, my purpose was to convey to the reader some essence of the
sheer speed, over this thirteen year period, at which Cultural Safety development has
taken place within New Zealand nursing and midwifery professions. Secondly, I have
identified four eras in the evolution process of Cultural Safety which build on the
private and public narratives which are features in this work showing the increasing

movement from the personal to the public, and eventually, political domains.

Each of the eras reflect something of the level of leadership and influence that was
necessary in order to move the concept forward, whether that was consulting with

Maori, building relationships with the Nursing Council of New Zealand, publishing in
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nursing and midwifery journals, informing government committees or taking part in
public debate. While some of this work is well known in some circles and to some
groups, particularly those I have presented papers to or those who have read the
published articles, a lot of the work has not been easily accessible to everyone who
might have a use for it. This is a key reason for bringing together a number of papers in

a separate volume.

This section concludes with an international perspective, that is a consideration and
comparative overview of Cultural Safety and Transcultural Nursing viewed as theories,
one arising from an indigenous reality, the other based within a traditional western
anthropological approach. This chapter is important in providing a background and
perspective on much of the misunderstanding and public reaction to Cultural Safety

education in New Zealand which is detailed in the final section of the thesis.

Some excerpts from the interviews have been included in this section as a number of
relevant issues concerning concepts of bi-culturalism, multiculturalism and power
relationships were part of the interview schedule. Where quotes directly arising from the
interviews are inserted, this will be made clear in the text. The speaker will be

identified in brackets as an ‘interviewee’.
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Towards Cultural Safety

There is ongoing debate surrounding the definition of Maori ethnicity. Having referred,
in Chapter One, to some of the complexities involved in obtaining data on students who
may enter or exit the nursing and midwifery programmes at differing stages of their
emotional identity, it is worthwhile elaborating on the concept of Maori used in this

work.

Kawa Whakaruruhau: Maori Issues

Definitions of Maori have changed over time. For example, according to the Williams
Dictionary (Williams, 1971) the word Maori means normal, usual and ordinary (p.
179). ‘Maori’ denoted ordinary citizens as opposed to non-Maori who entered their
environment and were considered different and unusual (Buck, 1950). The New
Zealand settler government redefined its meaning by using the word Maori for census
purposes from 1858 to describe people as “half caste” Maori/European or more based
on the notions of race and blood quantum. This was still in practice in the Maori Affairs
Act 1953 (Mako, 1998). The Maori Affairs Amendment Act 1974 responded to Maori
concerns that many Maori were not eligible to identify as Maori in relation to the Act
and the census, even though they were of Maori descent, being Maori had meaning for
them, and they emotionally identified as Maori. Concepts of ethnicity became accepted
as more relevant and the first major change was made to the census question on race in
1976 (Reid & Robson, 1998). In 1986 the definition based on ethnicity was adopted

followed by a question on self-identification in the 1991 census.

For the purposes of this work, Maori are accepted as people who have descent from a
Maori and who may or may not claim that descent, or may be located at any position on

the identity gamut. The emotional identity spectrum experienced by people of Maori
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descent is acknowledged and supported. Generally the people of Maori ancestry referred
to in this study have self-identified as Maori although that identity may change
according to social and emotional pressures which they may experience over their
lifetimes. Statistics New Zealand (2001) acknowledges that ethnicity is a dynamic
concept and that individuals can belong to more than one ethnic group at a time and can

move between ethnic groups over time.

The effects of colonisation and the growing awareness through the 1970s and 1980s of
the ongoing and long term impact of the colonisation process on Maori health outcomes
were a critical impetus for the development of Cultural Safety. As political awareness
and activity among Maori during this time began to increase, gatherings of Maori
people working in, education, welfare and justice and health were also meeting together,

many for the first time, to discuss those areas of concern in relation to Maori.

The attention of health authorities to the state of Maori health had been reinforced by
the participants of a hui held at Hoani Waititi Marae Auckland, in March 1984. Primary
Maori concerns had formerly been land, education and welfare. Now the attention
turned to health. This well attended gathering of Maori health professionals was the first
national hui to be held on Maori health and was a focus for a large number of concerns
including the need for research, the requirement that Maori should be involved in Maori
health service design and delivery, and the need for government to recognise the
growing body of evidence that Maori health and disease issues were different from

those of the general population.

Durie (1994) states that there were hui throughout the country in the early part of the
decade which accepted a model of health incorporating, taha wairua (spiritual health),
taha hinengaro (mental health), taha tinana (physical health) and taha whanau (family
health), and that this became widely accepted as the preferred Maori definition of health
Hui Whakaoranga also recommended that health and education institutions recognise
culture as a positive resource. Spiritual and emotional factors as contributors to health
and wellbeing were emphasised at the hui. Although Durie admits that the Whare Tapa
Wha model is simple, “even simplistic”, it had immediate appeal to Maori and pakeha
alike. For example the model was adopted widely by nursing schools and formed the
basis for the philosophy of the inaugural curriculum of the Waiariki Polytechnic nursing

school at Rotorua which was set up in 1985. A further model appeared during this
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period which has enjoyed a level of acceptance, Te Wheke (Pere, 1991), which
represents the tentacles of an octopus, each concerned with an aspect of health or illness

or community and family.

The Treaty of Waitangi

The formal agreement between Maori hapu and the British Crown took the form of a
treaty written in both Maori and English which was signed initially at Waitangi in the
Bay of Islands in 1840. Later versions were signed at several other sites around the

country (Appendices 3a, 3b, 3c¢).

Although the first article in Maori ultimately accommodated a very loosely worded
transfer of sovereignty, the Treaty of Waitangi made significant guarantees of Crown
protection of Maori taonga/treasures while guaranteeing that Maori also retained control
over Maori resources in article two. In article three the treaty guaranteed Maori the
same rights and privileges as British subjects enjoyed in 1840. In common with all
treaties this one was written with the future in mind. Although the treaty was declared a
simple nullity in 1877, because it had never been incorporated into New Zealand law by
a specific Act of Parliament, it was acknowledged as the founding document of New

Zealand in 1992 (Durie, 1994).

Contact with introduced diseases, war and poverty contributed to a dramatic reduction
in the Maori population from 1769 to 1890. The Maori population, although
inaccurately measured, was clearly in continuous decline. Mason Durie states that the
Maori population had dropped by a third in less than a century and quoted a prophecy
from 1884 in ‘Whaiora:

Just as the Norwegian rat has displaced the Maori rat, as introduced plants have displaced

Maori plants so the white man will replace the Maori. (1994, p. 32)

Fortunately this prophecy was not fulfilled but the Maori population remained
essentially rurally based until post 1945 when the migration to cities accelerated. As
most of the non-Maori population was already urban based there was little real contact
between Maori and non-Maori until the mid 1970s when Maori began to recover

numbers, and make a critical impact on the social climate of New Zealand.
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There has been much debate and speculation over the contemporary relevance of the
treaty to health care and the application of the words of the treaty as agreed to in 1840.
Debate has also been consistent over the meanings and interpretation of the differing
texts in Maori and in English. Fiduciary obligations although unwritten are understood

to mean that both parties must act in good faith toward each other.

The practice has emerged of extracting and addressing principles of the treaty rather
than to attempting to analyse and understand the exact intention of every word in the
English and the Maori texts. Although Durie states that extracting principles and
applying them to contemporary health situations has its limitations, the practice has
acquired popularity in assisting people to translate the treaty guarantees into
possibilities for action (Durie, 1989). There are a range of principles which have been
developed over time by different organisations but the ones which have acquired the
most currency in daily society are the three which were produced by the Royal
Commission on Social Policy (1988). They are the principles of partnership,
participation and protection. The ideas behind these principles have been variously

interpreted according to the organisation which has employed them.

Graphic evidence of the status of the health of Maori people was recorded in a report to
the Minister of Maori Affairs called, Progress Towards Closing Social And Economic
Gaps between Maori and Non-Maori (Te Puni Kokiri, 2000). Comparison with non-
Maori as demonstrated in this report upholds the argument of many Maori that since the
Crown took over the management of Maori health and disease status, Maori have been
consistently failed by all Crown agencies concerned with health service and delivery to

the indigenous people of New Zealand.

Since the Treaty of Waitangi Act 1975 the treaty has grown steadily in the public
attention. Pushed largely by Maori urban activism to address the social and economic
consequences of legislatively induced poverty (Durie, 1994), the establishment of the
Waitangi Tribunal was seen as a significant outlet for Maori frustrations. Publicity
given to the succession of cases and the landmark decisions that it made in respect of
tribal claims against the Crown, enabled treaty issues to assume an importance which
they had not had over the previous 100 years. The treaty became a focus for race
relations activity, particularly in respect to property rights. Maori attempts to assert their

arguments regarding these matters often caused vituperative comment from all levels of
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New Zealand society, ranging from radio talkback to the 1975 Court of Appeal

decisions on the role and function of the Waitangi Tribunal.

Political issues in relation to the Treaty of Waitangi or health and economic disparity
were unexplored in nursing education and evolving approaches to matters relating to the
health of the indigenous people were happening from a “biculturalist or multiculturalist”
angle in which the primary emphasis is on ethnicity and exotic cultural difference. All
exotic or etic, outside groups of people, came to be included in the multicultural

paradigm.

In New Zealand the term biculturalism came to represent the relationship between
Maori and others, particularly the Crown. This gave rise to a constant argument that
other cultures were not being given adequate consideration in any or all contexts in
which Maori were contesting for resources or arguing for attention to Maori defined
political issues. The impression was given that Maori were activating simply for their
own purposes and that other cultures needed patronising and defending. The idea that
there were intact groups of people which could be called cultures was considered to be
commonsense and normal and was referred to in everyday conversation as though

cultures were measurable and easily definable.

Many Maori have identified health as a major issue worthy of a case to be taken before
the Waitangi Tribunal. Although such a case has not yet been constructed there is
continuous discussion of the possibility of doing so in Maori circles. Maori nurses have
been involved in these discussions at an informal level and would certainly be involved
in a case against the Crown in respect to Maori health. (Waitangi Tribunal, personal
communication, Wellington, 2000). Because the New Zealand public, including most
Maori, had so little knowledge of the treaty, its content and its future implications, the
response of the public was volatile and usually ad hoc. Loud protest erupted against
Maori activism or non-Maori support for Maori activism, on the radio, in the bias of
television and newspaper reporting and letters to the Editors. Cartoons which drew on
negative Maori stereotypes and other media further enhanced a climate of vitriolic and

angry attitudes and behaviour toward Maori attempts to make change.

Terms which applied to the study of issues of Maori health and disease varied at this

period but the most commonly employed were: biculturalism, cultural differences,
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cultural awareness, and cultural sensitivity. None of these terms addressed the political
context in which Maori ill health was happening. The political link between the treaty
and its guarantees of equity including the possibility of equal health status with other
New Zealanders in article three had not been correlated in the teaching of nurses. The
discussion of issues of power and Maori representation in the health service lay in the
very near future. It was in this climate that I first encountered classes of nursing

students.
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Learning and Teaching: Students as Teachers

Although I had an undergraduate university degree which was unusual for a nurse
practitioner or a nursing teacher in 1986, I had no theoretical training in teaching let
alone teaching in the delicate area of antiracism or attitude formation and change. I had
little formal analysis of the situations around me and no classroom experience. I entered
the teaching environment with few tools other than my own nursing education and

practice and a deep commitment to help create positive change.

The following year, the Standing Committee on Maori Health (1987) recommended that
the Treaty of Waitangi be regarded as a foundation for good health. I was beginning my
teaching practice at a very interesting time in New Zealand history. Although my first
attempt to include Maori health issues in the curriculum of the Parumoana Polytechnic,
a 35-hour paper called ‘Intercultural Nursing’, was the subject of congratulations in a
letter from the Nursing Council of New Zealand, there was no formal agreement
between the Council as a professional body set up under statute, and Maori, based on

the Treaty of Waitangi.

The idea of a cultural checklist in which heavily stereotyped cultures were able to be
predicted by nurses leading to insight on the part of the nurse and conformity and
compliance on the part of the patient, (Bruni, 1988), was something which I later came
to describe as a cultural smorgasbord (Ramsden, 2000). The metaphor was one of
“cultural tourism” or “voyeurism” where the nurse stood outside, secure in the culture
of nursing, and surveyed the patient from the viewpoint of their interesting exoticism.
The interesting exoticism was usually in deficit compared with the culture of nursing
and allowed the nurse to be patronising and powerful. There were no grounds for the
nurse to consider that change in their own attitude and self knowledge was needed

before any trust could be established.
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It was also assumed that nurses could speak for the perceived needs of people from
other ethnic groups. The popular concept of culture remained ethnicity based while
groups of people with clearly defined commonalities, sharing kinship, world views and
ways of existing in the world such as religious groups, for example Jehovah’s
Witnesses, closed religious sects, or the Salvation Army were not seen as exotic
cultures. Nor did nurses see themselves as having the right to investigate or provide

commentary on groups of people in the way that they felt they could about Maori.

A further philosophical underpinning of the multicultural debate, discussed in the
previous chapter, and relevant to the nursing and midwifery education context, arose
when Maori tried to assert political status as First Peoples. The disagreement lay in the
nursing notion that all people should be nursed equally regardless of their difference
from nurses or from each other. This ideology was expressed by the National Action
Group in The Aims and Scope of Nursing (1988) that saw nurses as being providers of
care irrespective of differences such as nationality, culture, creed, colour, sex, political
or religious belief or social status. Very similar words are reiterated in the International

Council of Nurses Code for Nurses which states:

The need for nursing is universal. Inherent in nursing is respect for life, dignity, and
rights of man (sic). It is unrestricted by considerations of nationality, race, creed, colour,

age, sex, politics or social status. (Johnstone & Ecker, 2001, p. 403)

The report which I wrote in 1990, Kawa Whakaruruhau, Cultural Safety in Nursing
Education in Aotearoa (Ramsden, 1990a), refuted the premise that people could be
nursed regardless of all the elements which made them unique in the world. In the

introduction I wrote:

The idea of the nurse ignoring the way in which people measure and define their
humanity is unrealistic and inappropriate...People are still prepared to die in order to
maintain their cultural, religious and territorial integrity. It is not the place of the nursing
service to attempt to deny the vital differences between people however altruistic the

rationale may be. (p. 1)

In the graduation speech to the Diploma of Nursing students at Nelson Polytechnic, I

wrote that:
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Only one word needs to be altered in order to suitably change the old nursing philosophy
to become appropriate for the end of the 20™ Century and onward into the 21*. That word
is irrespective...Nurses must become respective of the nationality of human beings, the
culture of human beings, the age, the sex the political and the religious beliefs of other

members of the human race. (Ramsden, 1988)

These statements lay two years into the future. Initially, I too adopted the
multiculturalist/ethnic approach. Although I was uncomfortable about it from the
beginning of my teaching experience I was not clear about how to analyse or express
my diffidence. Fuimaono Karl Puloto Endemann, then Deputy Head of School
Palmerston North Polytechnic School of Nursing, commented passionately on

multiculturalism in his interview for this project:

I hate multiculturalism...yes I do...I hate it. Hate to me is a very powerful word. Because
what multiculturalism does, it actually demeans people. I always say that for us Pacific
Islanders it makes us into the hula girls, and the chop suey and rice kind of sentiment, like
that’s what we are right across the board.... If we are all the same, how come you are rich

and I’m not? (Karl Puloto-Endemann, interviewee)

The ideology of multiculturalism was deeply held by students and were expressed by

many of them in a microcosm of New Zealand society. Common statements were:

“We are all the same in New Zealand.”

“What is different about Maoris?”

“Why should they have more than us?”

“We are all one people. I grew up/went to school with Maoris and they were the same as

we were.”

“Maoris have special privileges that we don’t such as scholarships.”

“New Zealand is a multicultural society, what about all the other cultures?”

I realised that it was essential to place this kind of discourse into a social context and

then somehow teach what I had found to nursing students (Wetherall & Potter, 1992).
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From the beginning I tried to introduce an analysis of racism in New Zealand
communities and describe its effect on Maori people. I began by describing differences
between Polynesian and United Kingdom based cultures indulging myself, in a naive
way, in stereotypes of each group. The cultural checklist approach (Figure 3) was
satisfying for most students because it gave them something to quantify and to repeat
back in assignments. For a short while I found it more convenient to teach from this
position but my own life experience imposed itself on the information I was dispensing.
It was clear that cultural stereotypes were simplistic and untrue and that the complexity
of post colonial cause and effects on New Zealand society must be taught. I came to
struggle hard against the checklist mentality and consequently made my own work
much harder. Later I became able to use the treaty as a teaching framework but as yet
there was no backup from the statuary nursing institution which could help teachers to

formulate and uphold such a framework.

FeR A TuST SELECTION
EVERYRopY HAS TO TAKE
THE SAME EXAM . PLEASE

CL(MB THAT TREE

Figure 3
Levelling the playing field?

Source: Unknown
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In 1994 the Nursing Council of New Zealand, the statuary regulatory body for nurses
and midwives, acknowledged the Treaty of Waitangi in a three-year strategic plan
(Nursing Council of New Zealand, 1994). Part of this plan identified the role of the
Council in relation to the Treaty of Waitangi as a critical strategic issue. As a Crown
agent, the Nursing Council is morally bound to observe the principles of the Treaty of
Waitangi as are all Crown agencies although the Treaty of Waitangi does not appear in

the Nurses Act 1977.

The Nursing Council of New Zealand is in effect, an agent of the Crown through its
statutory role in the maintenance of standards of education and practice for nurses and
midwives. It is empowered by the Nurses Act 1977 to act as such an agent by setting and
monitoring standards to ensure safe and competent care for the public of New Zealand.

(Papps, 2002, p. 98)

In an environment of assimilation and denial of difference this was the worst place to
start teaching. Students were largely from the New Zealand islands and descended from
United Kingdom immigrants. They were mostly young female school leavers with little
travel or cross cultural experience. The polytechnic was situated in a low socio-
economic area. Although the ratio of people from Pacific island communities was much
higher in Porirua than other parts of Wellington, anecdotally, intimate interaction

between groups was low apart from public activities such as attendance at schools.

These young people had come to be nurses and the work on racism, cultures and
difference that I was offering appeared to have little bearing on nursing which was a
profession in their view which cared for people regardless of who they were. Students
were very clear about expressing their opinions. If they did not see the relevance of
what 1 was teaching they protested loudly, ignored my presentations, spoke during
visiting speakers’ presentations and eventually boycotted my classes. At one point I had
only three students attending class, one was an older Samoan woman, another a
scholarship student from the Solomon Islands and the third, a pakeha who had arranged
her hair into three stiffly pointed projections dyed bright green. These three students
stayed with me all year and I am grateful to them for their gentleness and patience to

this day.
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What I did learn from the students’ challenges?

Like me, the students lacked the capacity to analyse what was happening to them in my
classes. They had less knowledge of the Treaty of Waitangi than I did and they were
confronted and affronted by my challenges to their lifetime beliefs about race relations
in New Zealand. Patti Lather (1991), in discussing the development of emancipatory
social theory, is clear that an empirical stance is required which is open ended and
grounded in respect to human capacity but also needs to be profoundly sceptical of

appearances and “common sense” (p. 65).

While I was learning to explain issues in a professional context it was not quick enough
to meet the students’ immediate educational and emotional needs, and their responses
became collective and punitive. They exercised what power they could by refusing to
participate in my classes as much as possible and I exercised what power I could by
presenting them with information which I thought important for their practice. It was
also critical that I did not demonstrate the passion I felt for this topic; although it was
permissible for me to show stimulation, excitement and enthusiasm in the teaching of

my other subject, surgical nursing.

Systems of education are not neutral (Freire, 1973) and are established to meet a set of
agendas. Roy Shuker (1987) argues that the schooling system functions as a state

construction to reproduce labour power and the means of production:

This involves producing a labour force with ideas values and practices which are

consistent with, and in acceptance of existing power relations. (p. 21)

There was little question that the students who were entering nursing courses and had
been educated in New Zealand (the majority) were fixed in their views on race relations
and the locus of power. The power clearly lay with Anglo derived middle to upper
middle class members of New Zealand society and not with Maori or other marginalised

groups of people.

I learned that unless I could show an effect in the environment of health and disease
then teaching the cause, ie land deprivation, social injustice and/or racism, was almost
pointless. This was material students had never been exposed to. It was critical that like

any other historical facts they made sense to the student and should be presented in the
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correct framework of their education. I needed to ask myself, why were they in the
course? Then I had to address the facts that I was wishing to teach to the reason for the
presence of students, which was to become graduate nurses and to deliver excellent

service.

The next part of my developing pedagogy was to relate the facts to nursing practice.
Here my nursing practice in the Porirua community stood me in good stead. I was able
to illustrate the relationship of history to the people and communities around us and to
the disparities and facts of life with which most of the students were more than familiar.
It was also possible to link the Treaty of Waitangi breaches to health and social
disparity. When I began to draw on practice my classes refilled and I was able to learn
as | went along with students. Although we were learning different facts, we were both
learning about power, mine to create emancipatory change in students’ view of the
world and students to create teaching which would match their needs to become nursing
professionals. Since I was also working with students in clinical practice it became
possible to translate classroom teaching to the hospital or community environments and
again back to the classroom. The following three practice examples illustrate particular

aspects of this.

Practice Examples

The importance of attitude, recognising and understanding the powerlessness of patients
and the power of nurses, and the centrality of open-mindedness and self-awareness, are

illustrated in the following practice examples.

Practice Example One: Attitudes matter

Attitudes matter and when people need a nurse or need health care they are in a
vulnerable state, extremely vulnerable, and they need respect and they need to be treated

with love and justice. (Isabelle Sherrard, interviewee)

A Maori woman was admitted to a local hospital seriously ill from a rupture of a
hydatid cyst in her abdomen. She was deeply unconscious when the student nurse and I
came to help with her care in the Intensive Care Unit. We joined the ward round and
were present during a full staff meeting around her bed as she lay unconscious her

breathing maintained by a respirator. Apart from her present condition the woman did
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not look as though she had been healthy or prosperous prior to admission. She was tired
looking, had no teeth and was clinically obese, white roots were growing through her
hair. Although comment was made only on her obesity it was clear by the attitude that
staff did not consider this woman to have been compliant when first diagnosed and that
she had presented an extreme surgical risk. There was general conversation about her
non-compliance with attendance at clinics and her irresponsible attitude toward her
condition. The atmosphere during the discussion between surgeons was that she had
brought a great deal of her trouble upon herself by not turning up at clinics and

disappearing from the surgeons’ supervision until the dramatic rupture of the cyst.

It was clear that the student nurse was listening to the conversation carefully and that
she was also absorbing the non-verbal communication that was happening between the
lines. We decided to do some investigation into the background of this unfortunate
woman. As we went carefully through her notes we discovered that she was a sole
caregiver of eight children, some of whom were pre-school grandchildren. She had been
trying to keep her family together by working a little piece of land with sheep and share
milking, hence the exposure to the possibility of hydatids. The pressures of child
rearing, poverty and prioritising for the needs of others had caused her to forgo her trips
to town to attend at the hospital. There was one phone call of apology for inability to

attend the clinic in the notes.

When the student had put together the background to the situation this woman was in I
asked her to present her findings to the class, including the unspoken communication.
The student nurse made an excellent and clearly thought out analysis of what she had
seen and heard, as well as not heard but had understood and she unknowingly gave me

two of the objectives that I later brought to Cultural Safety. They were:

e To educate student nurses and midwives not to blame the victims of

historical process for their current plights.

e To educate student nurses and midwives to examine their own realities and

the attitudes they bring to each new person they encounter in their practice.
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Practice Example Two: Recognising powerlessness and power

A student and I were working together in a busy surgical ward. A young man was
admitted from Western Samoa for elective surgery for an inguinal hernia. The young
man spoke very hesitant English and preferred to sit quietly cross-legged on his bed
waiting for something to happen. The student and I were anxious that there was no
interpreter to assist with the preparation for surgery and as the time for his
premedication approached it became obvious that nobody had spoken with this young
man or helped him with his preparation. He still required a pubic shave, skin preparation
and theatre garb. Finally we went to the nurse who was caring for him and asked about
his preparation and suggested that an interpreter would be helpful, she told us to find
one for him. Finally as the time for theatre approached we found a young Samoan nurse
from another ward, negotiated her release from her ward and got to the bed just as the
nurse arrived to shave the patient, the nurse with the intramuscular pre-medication hove
into view and the theatre trolley arrived. The patient became frustrated as the interpreter
tried to explain the procedures and each health worker pushed to complete their tasks.
The patient was insulted by the attempts of the female nurse to shave his groin,
something unacceptable in his own cultural environment, the staff were also frustrated

as time passed.

This confusion had clearly arisen because of a poor initial nursing assessment and
resultant inadequate planning on the part of the primary care nurse and the patient did
his very best in a foreign setting to cope with the nursing mismanagement that had been
visited upon him. Had the patient responded in ways that the staff considered
inappropriate, for example by shouting or physically resisting attempts to touch him, the
possibility of his being blamed for behaving in ways which were upsetting to staff and
ward routines would have been very high. Intervention by the interpreter, who
fortunately was a nurse (often non-health professionals are informally involved as
interpreters) and could explain what was happening, and the locating of a male nurse to
do the shave, saved the situation from being potentially quite disruptive to all
concerned. The sheer grace and patience of the young man also made it possible to

negotiate his way through the mosaic of dilemmas.

The students analysed this situation and applied the objectives of Cultural Safety to it

recognising the powerlessness of the patient and the power of the nurse to create an
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environment in which these quandaries need not have developed. Had the nurse made
an accurate assessment of the patient’s language status at admission most of the
confusion could have been avoided. The issue therefore lay with the practice of the

nurse rather than the behaviours of the patient.

Practice Example Three: Open-minded, self-aware

At the afternoon shift report the senior nurse giving the overview of the ward
commented that a Samoan woman patient had had over twenty visitors who said they
were family that morning, most of whom insisted on staying close to the patient. As the
nurse gave this information she rolled her eyes, sighed and looked frustrated. She did
not say anything pejorative about the patient or the amount of visitors or them being in
the way of nursing cares being carried out, but it was clear that this was what she was
thinking. Each time she mentioned the patient she non-verbally expressed impatience

and gave the impression that the afternoon staff were in for a trying time.

This dilemma is a particularly good one for student group discussion because it
highlights the rapid socialisation of student nurses. Most students by year two of their
degree programme in my experience, agree with the nurse conveying the non-verbal
messages relating to “inappropriately” sized family groups and other visitors upsetting
ward routines and other patients. It takes an exceptional student to detect the underlying
racism relating to the definition of family, and to see that the nurses on the previous
shift should have negotiated their way through this situation with the large kinship
group of the patient and should not have left this situation to become the legacy of the
afternoon staff. There can be a range of solutions depending on the circumstances all of
which can lead to successful negotiation and mutually beneficial outcomes. From this

type of situation the final two objectives of Cultural Safety were drawn:

e To educate student nurses and midwives to be open minded and flexible in
their attitudes toward people who are different from themselves, to whom

they offer and deliver service.

e To produce a workforce of well educated, self aware registered nurses and
midwives who are culturally safe to practice, as defined by the people they

S€rve.
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The issues highlighted by these practice situations and the teaching which was evolving
from them produced dilemmas of their own. Questions arose not only in relation to how
such material should be taught but who should teach it, how it should be assessed, even
where and when it should be taught. Because cross cultural issues in the New Zealand
context were perceived to be between Maori and non-Maori, most practice exemplars
and test questions were based in this primary New Zealand relationship. Culture was
uncompromisingly seen as ethnicity and it remained difficult to present the diversity of
notions of culture which my anthropological training had given me. It was frustrating to
see stereotyping questions used which were pejorative, patronising, treated Maori as
exotic and did not relate to the ill health or otherwise of Maori people. Above all, they
did not test nursing or midwifery practice. As highly diverse, colonised and urbanised
people with mostly inter ritual contact with pakeha, there was little that Maori had to
show apart from the postcard and tourist imagery. This is what appeared to be built

upon when teaching and testing nursing assessments.

In some ways I think it was easier for pakeha institutions to dump Cultural Safety on a
Maori or a Maori Department and then it could be, as so many Maori things are,
marginalised. That, in the first few years of the programme, was my main fear about how
it was developing. I don’t particularly want nurses to know how to sing waiata, I want

them to treat my mother properly if she’s unwell. (Moana Jackson, interviewee)

The newly established Maori Studies Departments in polytechnics were called in to
provide Maori teachers who were non-nurses, to assist in this process. This served to
enhance the Maori Studies view of Maori health and to entrench it in the systems of
teaching nurses and midwives. Maori Studies teachers were not teaching nursing and
midiwfery because it was not possible for them to do so. In some schools, students were
being taught to recite prayers in Maori and being tested on their capacity to remember
the prayers, and in others to sing Maori songs and perform dances. Unfortunately

remnants of this period still persist in some Schools of nursing and midwifery.

The political and economic realities of life for many Maori people became subsumed by
romantic and sentimentalised colonial constructs (Bell, 1992). There was further debate
over the place of teaching Maori issues and for several years it was thought useful to
take students to traditional Maori locations to learn about “the habits and the customs of

the natives.” (Ramsden & Spoonley, 1994, p. 163). This was comfortably in line with
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Transcultural Nursing theory (Leininger, 1991) and is discussed in more detail in
Chapter Eight. Although the Nursing Council of New Zealand was clear that this
practice, if followed at all, should relate to nursing and midwifery educational aims, it
remained popular as a group familiarisation process and an enjoyable class outing

(Nursing Council of New Zealand, 1996).

For some groups the outings were not so enjoyable as politicised Maori began to
challenge their audiences in a range of ways. My experience taught me that contentious
issues such as race relations in New Zealand should not be raised in the first year of any
nursing diploma, or later degree programme, for a range of very cogent reasons. A level
of trust had not evolved within the class group by early in the first year (sometimes in
the first week) when students were often taken out to marae for the ‘Maori experience’.
Another reason was that Maori students were placed in very emotionally vulnerable
situations when they had often not defined their own identities. Students usually did not
possess the social or educational building blocks on which to base such information in
relation to nursing. By the second year, students had settled as a group and had some
clinical experience to compare to classroom theory. As I began to learn the pedagogy
which the students helped to teach me, and was more able to integrate practice
exemplars having acquired some educational theory, I found my classes remained well

attended.

Appointment to the Department of Education

Late in 1987 1 was approached by the Department of Education to consider a
secondment to research the health needs of young Maori trainees on government pre-
employment schemes. This meant relocation to downtown Wellington and entry into
education and research politics. At this time I was also appointed to the Education
Committee of the Nursing Council of New Zealand, the first Maori appointment to this
significant and powerful committee or to any committee on the Council. Nursing and
midwifery education was the obvious place to start the work which became known as
Cultural Safety and the juxtaposition of the appointment to the Education Committee
and the opportunity to gain a national overview and national influence through the

Departmental secondment, were extremely fortuitous.
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On completion of the research project and the production of the educational video and
poster package that emerged from it, I was further employed by the Department of
Education to set up and facilitate a hui which was to be concerned with the recruitment

and retention of Maori students in nursing courses.

At this period the Department of Education had a position called Senior Education
Officer, Nursing, filled by Ms Janet Davidson (who was interviewed for this project),
which had responsibility for the overall educational co-ordination of the fifteen
polytechnics providing nursing courses. Such was the concern of the Department of
Education to respond to the principles of the Treaty of Waitangi and to get Maori health
issues successfully integrated into nursing education, that the position offered to me was
especially created. The position was called Education Officer, Nursing and Maori
Health, and was one of several which were involved with Maori issues in the tertiary

sector.

Looking back it is possible to see that my time in the Department of Education provided
an amazing opportunity to translate my prior experience, concerns and emerging
insights as a teacher to conceptual and practical strategies for nursing education at a
national level. It also provided opportunity to bring together issues of Maori health and

the role and place of nurses within healthcare to make a critical difference.

My role was to help co-ordinate curriculum development and course content in all the
polytechnics at a national level. This involved a series of visits over the next two years
and resulted in the production of A Model for Negotiated and Equal Partnership
(Ramsden, 1989a) (presented in Figure 4), which was accepted by all polytechnics and
implemented regionally according to their own community settings. Relationships
between local iwi, and nursing schools were critical to the model. A most innovative
response was the relationship that the Otago Polytechnic Department of Nursing
developed with Ngai Tahu, the local tangata whenua, where the School of Nursing and

Ngai Tahu co-own the Cultural Safety curriculum to this day.

In the years following the writing and introduction of the model, discussions with
educators teaching in polytechnics at that time have shown me that they regarded it as

revolutionising for their thinking and for their practice. It provided a structure and
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