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Abstract

In the two to three decades that followed World War Two, approximately three-
quarters of all New Zealand doctors, and up to ninety per cent of New Zealand
medical specialists, travelled overseas for the purposes of obtaining post-graduate
experience and qualifications. This thesis uses oral interviews, quantification
techniques, and a range of textual analyses to explore the form and function of
this large-scale professional migration, and to capture the experiences of those
doctors who participated in it.

The central argument of this thesis is that the careers of New Zealand
specialists during this period cannot be understood without making reference to a
complex and mutually influential international system of cultural and professional
conventions, institutional rules, interpersonal networks, health related policies,
and discursive formations. While powerfully centred on British medical norms
and structures, this ‘Common-health’ system facilitated the transmission of
people, ideas, technologies, and policies both within and between the nations of
the British Commonwealth, in multiple directions by multiple means, and in doing
so, was critical to the development of medical specialisation in the twentieth
century.

For New Zealand’s prospective specialists, the primary motivating force
behind these migrations was the need to access populations that were large
enough to facilitate specialist training. Britain’s much larger population and the
existence of a range of cultural and institutional commonalities, derived from
nineteenth-century colonisation, made Britain the default destination for
thousands of New Zealand trainee specialists during the second half of the
twentieth century. However, while the Common-health system was a powerful
facilitator of medical interaction and migration, it also functioned as a mechanism
of exclusion that severely curtailed the ability of women doctors and those of non-
European heritage to participate in professional medicine on their own terms. This



thesis examines this restrictive aspect of post-World War Two medical networks
with relation to women by suggesting that traditional beliefs about the role of
women in medicine, together with the strongly informal nature of many
professional interactions, not only limited the overall participation of women
doctors, but also conditioned their ability to access particular specialty fields. The
thesis also examines the reconfiguration of these patterns of connection during the
late 1960s and early 1970s, and in particular, the emergence of the United States
and Australia as important venues for post-graduate training for New Zealand’s

prospective specialists.
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Preface

This thesis has its roots in a commissioned history of Waikato Hospital, New
Zealand, that | completed between 2007 and 2009.' The process of researching
and writing Under One Roof raised a number of thematic, conceptual, and
methodological issues which could not be explored in the context of a
commissioned history, but which, | felt, clearly warranted further examination. It
is important therefore to begin this thesis with a brief outline of that earlier project
in order to clarify the origins of the its main concerns and approaches.

In July 2007, |1 was commissioned by the Waikato Health Memorabilia
Trust to write an updated history of Waikato Hospital.> Over the course of the
next two years, | conducted forty interviews with long-serving members of the
hospital’s staff, examined approximately twelve shelf-metres of hospital board
minutes and other official reports, and read a large amount of secondary material
related to the political, social, technical and economic contexts within which the
institution had developed.

As the research continued, two major insights emerged that together form
the conceptual basis of the current thesis. The first insight, derived primarily from

the interviews, related to the crucial importance of personality and interpersonal

! John Armstrong, Under One Roof: A History of Waikato Hospital (Hamilton: Half Court Press,
2009).

2A history of Waikato Hospital had been written in 1987 to mark the institution’s centenary. See
Dr Rex Wright-St Clair, From Cottage to Regional Base Hospital (Hamilton: W. Inkster and the
Waikato Hospital Board, 1987).The commissioned history of Waikato Hospital itself arose from an
earlier ten-week Summer Studentship project that | completed for the Waikato Health
Memorabilia Trust in 2006. The Waikato Health Memorabilia Trust was established in 2005 to
collect and preserve items associated with health care services in the Waikato region, and at
Waikato Hospital in particular. The Studentship, carried out at the conclusion of my Honours year
at the University of Waikato, had been established several years before as a partnership between
the Trust and the University’s History Department, with the notable support of the Department’s
Associate Professor Catharine Coleborne. Over the previous few summers, the Trust had
employed a graduate of the History Department to carry out a specific research task. My task was
to record interviews with twenty long-standing members of Waikato Hospital’s staff, who had
been identified and located by the Trust’s Chairman, Dr Peter Rothwell. | would like to
acknowledge the role of both Cathy and the Trust in laying the foundations for my research
interest.



relationships in the functioning and development of a major hospital. Every
significant development in Waikato Hospital’s history had been driven by people
who possessed personal qualities suited to facilitating change: determination,
charisma, vision, and perhaps most importantly, the ability to inspire others. Many
interviewees could recall specific, frequently informal, conversations that later
proved to be the wellspring for major service developments, from the
establishment of new clinical specialties to the restructuring of administrative
systems. In every case, the extent and quality of interpersonal relationships was an
important factor in determining whether a given project would proceed. Waikato
Hospital’s Superintendents relied on connections with their staff, with colleagues
at other hospitals, and with officials at the Department of Health to bring about
major structural changes, while the institution’s doctors and nurses also relied on
networks of relationships to establish or improve clinical services. ® The
implementation of official government policies, such as the health reforms of the
early 1990s, were materially affected by the personalities of those charged with
carrying them out. Particularly powerful personalities — both admirable and
challenging — left indelible marks not only on the memories of their colleagues,
but on the structure and functioning of the institution as a whole.

However, as the importance of personality and personal relationships in
Waikato Hospital’s history became increasingly apparent, it also became clear that
these factors were not always adequately acknowledged in the existing
historiography of New Zealand’s medical services. While the ‘doctor-historians’
who were responsible for a significant proportion of that historiography were
happy to single out noteworthy colleagues for praise, very few were willing to
even hint at the shortcomings of their fellow doctors. On the other hand, work
produced by professional historians tended to downplay the importance of
interpersonal relationships, emphasising instead such contextual factors such as
government policies, social attitudes, or economic conditions as drivers of change.
In these works, those individuals who were highlighted tended to be prominent
government figures or the leaders of professional medical organisations, who

generated change primarily at the level of policy. Everyday interpersonal

* External relationships were particularly important at Waikato Hospital, where practitioners
endeavouring to establish new specialities often seek the approval and support of their
colleagues at Auckland Hospital, a large and relatively nearby institution that had traditionally
viewed Waikato as a junior neighbour not worthy of specialist services of its own.
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relationships, it seemed, were crucial ‘on the ground’, but unevenly
unacknowledged on the page.*

The second major insight also arose from oral interviews. The
methodology employed during the interviews conducted for Under One Roof was
modelled on the ‘life-narrative’ approach, which seeks, as much as is possible, to
allow participants to shape the narrative of interviews themselves, rather than to
have it shaped by the predetermined questions of the interviewer. This
methodology can be revealing both in terms of the ways in which people choose
to construct their narratives, and by providing a space in which interviewees can
introduce ideas or themes that had not been considered by the interviewer.®

In the twenty-six interviews conducted with medical specialists in
particular, the life-narrative approach proved fruitful.® In almost every interview,
Waikato Hospital’s specialist doctors spoke about the experience of travelling
overseas — usually to Britain — for post-graduate specialist training in the years
prior to their employment at Waikato Hospital. For some doctors, discussing this
experience took up a significant proportion of the interview, with one interviewee
narrating his entire career in terms of the contrasts he had felt between his
experiences training in Dublin during the late 1950s and his subsequent time in
New Zealand. While post-graduate specialist training in the four decades
following World War Two — when all of the interviewees were active — typically
involved spending only two to four years overseas, usually at the very start of
their careers, it was clearly a deeply formative experience for many doctors, in
terms of their subsequent career trajectories and their professional identities.

Again, the significance of this theme only became apparent as | became
aware of its relative absence in existing historical literature on New Zealand’s
medical services. The written histories of New Zealand’s hospitals are invariably
framed within the context of developments at the regional or national level, while
work examining health policy also tends to be bounded in its concerns by New

Zealand’s geopolitical borders. While all such work contains numerous discreet

* This issue will be discussed in detail in Chapter 1: Conceptualising the Common-Health as a
System: Historiography, Theory, and Method.

> Methodological and theoretical issues around the use of life-narrative approaches in the
university context will also be discussed in Chapter 1.

® This number includes those interviews conducted for the previous Summer Scholarship project,
mentioned in footnote 2 above. Overall, | conducted approximately fifty interviews for the oral
history project and the subsequent book, thirty of whom were with medical practitioners.
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references to international influences — economic, legal, scientific, social, and
personal — few acknowledge the collective or cumulative importance of those
international influences in the development of New Zealand’s medical services,
choosing instead to subsume them within the metanarrative of national
development. The notable exceptions to this rule can be found among the medical
autobiographies written by New Zealand doctors. While most of these accounts
are rich with international references, a few authors take an additional step and
foreground the international aspects of their careers as a central theme in their life
stories.

This second insight resonated particularly strongly due to my recent
exposure as an undergraduate to the teaching and ideas of Peter Gibbons, a senior
lecturer in history at the University of Waikato. Over the preceding few years,
Peter had written a series of seminal essays highlighting the ways in which the
idea of ‘the nation’ had shaped historical narratives in New Zealand, and by
extension marginalised those members of New Zealand society — particularly
Maori — whose histories did not align with the widely accepted, mainly Pakeha
version.” In his essays, Peter had also suggested several possible alternatives to
‘the nation’ as an historiographical framework. One such alternative was to take a
‘world history’ approach: to ‘transform understandings of many supposedly
locally centred events’ by foregrounding international systems, linkages, and
flows.® Having recently experienced Peter’s teaching — which was deeply imbued
with these ideas — it appeared to me that the strong international inflections that |
was hearing in the narratives of my specialist interviewees both validated his
assertion of the importance of international influences, and provided an
opportunity to further explore the instrumentality of employing an international

conceptual framework in a particular historical context.

7 See Peter Gibbons, ‘A Note on Writing, Identity, and Colonisation in Aotearoa’, Sites, volume 13
(1986), pp. 32-8, ‘Non-Fiction’, in The Oxford History of New Zealand Literature in English, ed. by
Terry Sturm ( Auckland: Oxford University Press, 1991), pp. 23-104, ‘Going Native: A Case Study
of Cultural Appropriation in a Settler Society, With Particular Reference to the Activities of
Johannes Andersen in New Zealand During the First Half of the Twentieth Century’, PhD Thesis,
University of Waikato, 1992, ‘Cultural Colonization and National Identity’, New Zealand Journal of
History, volume 36, number 1, (April 2002), pp. 5-17, and ‘The Far Side of the Search for Identity:
Reconsidering New Zealand History’, New Zealand Journal of History, volume 37, number 1, (April
2003), pp. 38-49. Peter’s work will be discussed and contextualised in both the Introduction and
in Chapter 1: Conceptualising the Common-Health as a System Historiography, Theory, and
Method.

® peter Gibbons, Personal Communication.



At its heart then, this thesis is an intentional attempt to harness these two
insights to the task of re-considering one aspect of the history of New Zealand
specialty medicine during the twentieth century: that of post-graduate specialist
training. First, it seeks to frame the international aspects of New Zealand
specialists’ early careers and experiences not as contributing factors to the central
story of an emerging and unique ‘New Zealand medicine’, but as the main story
itself. Rather than describing New Zealand specialists within a national
framework, it situates their early careers in the context of an international
professional system, and examines that system from a New Zealand perspective.
While the thesis does not consider in detail the international exchange of technical
and scientific ideas, it does argue that New Zealand’s medical specialists operated
within a framework of professional training structures, qualifications, policy
concerns, and interpersonal networks that were fundamentally international in
nature.

Second, the thesis seeks to incorporate the experiences and agency of
living, breathing, interacting doctors. Initially, this was motivated by a desire to
ensure that the adoption of what is at one level a ‘structuralist’ international
framework illuminated, rather than obscured, the experiences of the people who
inhabited and constituted those structures. To that end, the thesis not only maps
the structure of an international system of migrations, policies, and discourses, but
also shows how that structure played out in the lives of the doctors who inhabited
them. As the following chapters will show, it does so by demonstrating that
informal, interpersonal relationships were no less critical to the foundation and
maintenance of international medical systems than they were to the day-to-day
functioning of Waikato Hospital. But it also argues that those interpersonal
relationships were conditioned (if not necessarily determined) by a multiplicity of
factors, including attitudes about gender and ethnicity, professional interests,
institutional traditions, and the laws of national governments. Indeed, one of the
main objectives of the thesis is to demonstrate the analytical value of conceiving
of a particular set of values, policies, discourses, traditions, institutions,
migrations, relationships and experiences as an interacting and dynamic system

that operated both within and between nation states.



For the purposes of this thesis, I am calling this network the ‘Common-
health’. In the Introduction that follows, I define the term more closely and outline

the work that I intend the term to do.



Introduction

New Zealand Medical Specialists: An International Profession

In the two to three decades that followed World War Two, approximately three-
quarters of all New Zealand doctors, and up to ninety per cent of New Zealand
medical specialists, travelled overseas for the purposes of obtaining post-graduate
experience and qualifications.” This thesis argues that these migrations occurred
within, and were shaped by, a complex and mutually influential system of cultural
and professional conventions, interpersonal networks, institutional rules, health
related policies, and discursive formations.? It suggests that the interplay of these
factors shaped the development of medical specialisation in the Commonwealth,
and in particular, the migration patterns and early career experiences of New

Zealand medical specialists.

' These figures are based on the database analysis of 770 obituaries published in the New
Zealand Medical Journal between 1939 and 2008. Of the 597 obituaries of doctors born in New
Zealand, 447, or 74.8%, mentioned either a specific overseas training programme or cited a post-
graduate qualification that could only be obtained overseas. Of the 246 obituaries of New
Zealand-born doctors identified as specialists, 219, or 89% mentioned overseas migration. The
database will be discussed in detail later in this thesis.

? ‘International’ is but one of several terms that can be used to describe systems that cross
national borders. While the term ‘Common-health’ has in part been coined to bring precision to
the discussion, ‘international’ will be used in general discussion because of its versatility; it can
refer to the interaction of sovereign nations, to networks of national organisations, and to the
interactions of sub- or supra- national organisations across national borders. Several of the other
possible terms have unhelpful associations; ‘transnational’, for example, is commonly assumed to
refer to international networks of families of ethnically based communities who remain in
contact after migration, typically assumed to be permanent. Similarly, ‘multinational’ is usually
associated with large-scale institutions such as corporations or religions whose activities take
place in multiple countries, while ‘global’ suggests a truly ‘planetary’ system. For fuller
discussions of such terminology, see Alejandro Portes, ‘Introduction: the Debates and
Significance of Immigrant Transnationalism’, Global Networks: A Journal of Transnational Affairs,
volume 1, issue 3 (2001), pp. 181-194, and Alejandro Portes, Luis Eduardo Guarnizo and Patricia
Landolt, ‘The Study of Transnationalism: Pitfalls and Promise of an Emergent Research Field’,
Ethnic and Racial Studies, volume 2, number 22 (1999), pp. 217-37. For a discussion of such terms
in the context of medical historiography, see Rosemary Stevens, ‘International Medical Education
and the Concept of Quality’, Academic Medicine, volume 70, number 7 (Supplement, July 1995),
p.S11.



In February 2007, | interviewed Dr James Faed, a cell-biologist and
haematologist at Dunedin Hospital and senior lecturer in pathology at the Otago
Medical School about his experiences obtaining post-graduate specialist training
in Edinburgh between 1979 and 1981. During the course of the interview, Dr Faed
received an urgent phone call from a colleague asking his advice about a patient.
When the phone call ended, Dr Faed reflected — in the light of our previous
conversation about international networks — that consultant medical practice relied
entirely upon ‘knowing who to ring’; medical specialists can only function
effectively within a broader network of professional relationships.® This thesis
contends that the networks of relationships that underpinned the practices of New
Zealand medical specialists during the second half of the twentieth century did not
only operate at the institutional level, but were also international in scope. This
was, in one important sense, a direct consequence of the nature of specialised
medicine. Many areas of specialist practice — although by no means all — were,
and are, devoted to treating relatively uncommon illnesses or conditions that
manifest in only a small proportion of a population at any given time.* As
specialisation began to challenge generalism as the dominant mode of medical
practice in the two decades following World War Two, it became crucial for
aspiring specialists to have access to a population large enough to provide the
volume of ‘cases’ needed to make training and professional practice viable. In
many specialist areas, New Zealand’s urban populations were simply not large
enough to support specialist training, and were usually only just large enough to
support small-scale private practise. For New Zealand doctors aspiring to train in
such specialty areas, overseas travel was therefore practically obligatory. Sources
suggest that during the 1960s, when post-graduate migration to Britain was at its

peak, more than a fifth of New Zealand’s entire active medical workforce, and

* Interview with Dr James Faed, 17 February 2011. The phrase ‘consultant’ practice is
synonymous with senior specialist practice.

¢ Many surgical specialties and sub-specialties require access to large populations in order for
practitioners to acquire and maintain the required manual skills. Specialty areas such as
obstetrics or anaesthetics, on the other hand, can be taught in the context of much smaller
populations; pregnancy, for example, is not a rare condition, while anaesthetics can be applied in
a huge range of medical situations. The distinction between specialties on this basis is explored
more fully in Chapter 6: A System of Exclusion.



more than one third of its hospital-based practitioners were working overseas,
mostly in post-graduate training positions, at any given time.’

While any sufficiently large population centre could have met the training
needs of New Zealand’s aspiring specialists, the vast majority chose Britain, and
London in particular, as their destination for post-graduate specialist training.®
London’s status as the most populous city in the world after World War Two was
an important part of its attraction, as was the presence of a number of dedicated
specialist hospitals. Of no less significance, however, were the strong historical
relationships that existed between the New Zealand medical establishment and
various British medical institutions, structures, and traditions — not to mention the
broader cultural, legal, and linguistic heritage that Pakeha New Zealanders and
British people shared. New Zealand’s first European doctors were predominantly
British-trained, and British medical education structures and traditions later came
to underpin undergraduate medical teaching in New Zealand.” Many New Zealand
doctors could trace and draw upon familial connections in Britain, and could
access British organisations that had established branches in New Zealand,
including banks, travel agencies, insurance companies, and a range of professional
medical associations and organisations. Strong trade links between the two
countries meant that transportation was relatively easily obtained. The overseas
military service of at least one third of all practising New Zealand doctors during
each of the twentieth century’s world wars generated friendships with colleagues

from Britain and other Allied countries.2 Wartime friendships sometimes led to

> In March 1969, the New Zealand Medical Register listed 4,435 doctors, of whom only 3,400
were described as active within New Zealand. The difference was accounted for in a ‘medical
manpower’ survey the following year, which reported that 990 New Zealand graduates were
working overseas. See ‘Staff in Public Hospitals’, Appendices to the Journal of the House of
Representatives, 1970, volume 4, Section H-31, p. 58, and ‘The Government’s Answer’, New
Zealand Medical Journal, volume 69 (December 1970), pp. 405-6.

® Of the 307 obituaries that included the destination of their subject’s post-graduate migration,
287, or more than 93%, specified England and / or Scotland. 264 of these specified England alone
or England and Scotland, while only 24 specified only Scotland. The difference between England
and Scotland as training venues is discussed in Chapter 3.

’ The most comprehensive discussion on the origins of New Zealand’s medical profession can be
found in Michael Belgrave’s ““Medical Men” and “Lady Doctors”: The Making of a New Zealand
Medical Profession, 1857-1941’, PhD Thesis, Victoria University of Wellington, 1985.

® Data on the proportion of New Zealand doctors serving overseas during World War Two come
from Sir Charles Hercus and Sir Gordon Bell, The Otago Medical School Under the First Three
Deans (Edinburgh: Livingstone, 1964), p. 205. However, military medical service rates may have
been much higher. According to A.D. Carbery’s The New Zealand Medical Service in the Great
War, 1914-1918: Based On Official Documents (Auckland: Whitcombe & Tombs, 1924), xii,

9



written exchanges and travel for both personal and professional reasons after the
conflicts ended. Doctors from across the British Commonwealth invited each
other to conferences, organised formal exchanges, and notified friends about the
availability of both post-graduate training opportunities and permanent jobs.
While post-World War Two post-graduate migrations relied on historical
professional and cultural connections, they also perpetuated them. For reasons
discussed later in this thesis, New Zealand doctors who gained employment in
Britain after World War Two often made positive impressions on hospital staff
and administrators, easing the way for subsequent applicants. During the 1950s
and 1960s, New Zealand doctors established strong peer-support networks in
Britain, helping each other to find accommodation and to negotiate transport
systems. They organised study groups for examinations, helped each other to find
jobs in British hospitals, and their spouses organised child-care groups. They also
gave each other invaluable social support during a busy and often stressful period

of their professional and personal lives.’

The Historiography of New Zealand Medical Migration

It is not surprising, then, to find that the autobiographies of at least two
generations of doctors who worked in New Zealand are rich with references to
international experiences and relationships. Many of those active before and
during World War One, such as the English-born Dunedin surgeon Sir Francis
Gordon Bell and the physician Bernard Myers, wrote of travelling to Edinburgh

for all or part of their undergraduate education, of wartime service, and of

“[t]hree hundred and eighty-five out of some seven hundred doctors embarked for service
overseas as officers of the medical corps”, a migration rate of fifty-five per cent of all New
Zealand doctors. However, Michael Belgrave’s thesis suggests that this figure is not definitive, as
various sources give slightly different numbers of registered doctors. See Michael Belgrave,
“Medical Men” and “Lady Doctors”’, pp. 242-3. Analysis of the database of New Zealand medical
obituaries compiled for this thesis shows that out of the 291 obituaries of doctors who graduated
between 1923 and 1945, and who would therefore be of military age during World War Two,
almost forty per cent (115) mentioned overseas war service.

’ See Chapter 5 for discussion of support networks among New Zealand doctors and their wives
working in Britain.
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subsequent training opportunities in England and the United States.™® The chapter
titles of the New Zealand surgeon Sir Frederick Bowerbank’s autobiography also
point to a lifetime of professional travel, much of it related to his role as a medical
administrator in two World Wars:**

| Reach New Zealand

Hospital Work in Egypt

To England and Back

Edinburgh and Home through America

Overseas Tours Begin

The Middle East, Italy and England

The United States, Canada, Home Again

Fiji and Japan

Similarly, the chapter titles of the New Zealand obstetrician / gynaecologist and
medical adventurer Dr Donald Matthews’ aptly titled autobiography, Medicine My
Passport, also suggest that international travel remained a part of many doctors’
lives in the decades following World War Two:*?

Journey to Edinburgh — and Medicine

Wavy Navy Doctor

Slum Voyage [Discussing his experience as a ship’s doctor]

Postgraduate Life in London

Doctor in West Africa

South American Interlude

Doctor in India

Nepalese Interlude

Doctor in the Himalayas

My Last Indian Adventure

1% Relevant chapter titles in Sir Francis Gordon Bell’s autobiography, Surgeon’s Saga (Wellington:
A. H. & A. W. Reed, 1968), include ‘Post-War London and Edinburgh’, ‘The Grand Tour’ and ‘Visits
Abroad’. Similarly, Bernard Myers’ The Reminiscences of a Physician (Wellington: A. H. & A. W.
Reed, 1949) included chapters on ‘England’, ‘A Children’s Clinic in London’, and a ‘Lecture Tour in
the USA’.

"' see Sir Fred Bowerbank, A Doctor’s Story (Wellington: Harry H. Tombs, 1958) and A. W.
Beasley, ‘Bowerbank, Fred Thompson — Biography’, from The Dictionary of New Zealand
Biography, Te Ara: The Encyclopaedia of New Zealand, URL:
http://www.TeAra.govt.nz/en/biographies/4b46/1, accessed 16 July 2012.

2 Donald Stafford Matthews, Medicine My Passport (London: George G. Harrap & Co, 1957).
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While Drs Bowerbank and Matthews are perhaps extreme examples of medical
mobility, my research suggests that it is impossible to find a twentieth century
New Zealand medical biography or autobiography that does not refer to
international travel or connections.™®

This is also true for the few histories of medical organisations published in
New Zealand. These invariably contain numerous references to the role of
‘parent’ or ‘sister’ organisations overseas, to visits by overseas luminaries, and to
the influence of changing health-related policies in other countries. In part, this
reflects the fact that many of the professional organisations that New Zealand
doctors joined were themselves international in scope. In the context of New
Zealand’s small national population, medical specialists had little choice but to
affiliate at the regional (that is, Australasian) or international levels if they wished
to make viable their collective professional activities, such as conference
organisation, journal publication, or policy lobbying.*

The histories of New Zealand medical institutions are also full of
international references.™ While this theme will be discussed in more detail in the

B This research has involved the examination of approximately thirty medical biographies and
autobiographies, listed in the bibliography. The list does not cover every medical autobiography
published in New Zealand, as some general practitioner autobiographies were not considered.
But even books by general practitioners include references to international education, training,
or travel.

" Histories of medical organisations or groups in New Zealand or Australasia include Mervyn J.
Eadie’s The Flowering of a Waratah: A History of Australian Neurology and of the Australian
Association of Neurologists (Sydney: John Libbey, 2000), Colin Hooker’s Orthopaedics in New
Zealand (New Zealand Orthopaedic Association, 1996), Rowan Nicks’ Surgeons All: The Story of
Cardiothoracic Surgery in Australia and New Zealand (Sydney: Hale & Iremonger, 1984), G. D.
Phillips and R. V Truhbuhovich, Australian and New Zealand Intensive Care Society: A Record of
Events, The First 25 Years: 1975-2000 (Melbourne: Australian and New Zealand Intensive Care
Society, 2000), Sarah (Sally) Wilde’s, Joined Across the Water: A History of the Urological Society
of Australasia (Melbourne: Hyland House, 1999) Gwen Wilson’s One Grand Chain: The History of
Anaesthesia in Australia, 1846—1962 (Melbourne, The Australia and New Zealand College of
Anaesthetists, 1995), Ronald Winton’s Why the Pomegranate: A History of the Royal Australasian
College of Physicians (Sydney, Royal Australasian College of Physicians, 1988), Josephine
Wiseman'’s To Follow Knowledge: A History of Examinations, Continuing Education and Specialist
Affiliations of the Royal Australasian College of Physicians (Sydney: Royal Australasian College of
Physicians, 1988), and Rex Wright-St Clair’s A History of the New Zealand Medical Association:
The First 100 Years (Wellington: Butterworths, 1987).

B See, for example, John Angus, A History of the Otago Hospital Board and its Predecessors
(Dunedin: Otago Hospital Board, 1984), John Armstrong, Under One Roof, A History of Waikato
Hospital (Hamilton: Half Court Press, 2009), Laurie Barber and Roy Towers, Wellington Hospital:
1847-1976 (Wellington: Wellington Hospital Board, 1976), F. O. Bennett, Hospital on the Avon:
The History of Christchurch Hospital, 1862-1962 (Christchurch: North Canterbury Hospital Board,
1962), Sir Charles Hercus and Sir Gordon Bell, The Otago Medical School Under the First Three
Deans (Edinburgh: Livingstone, 1964), B. R. Hutchinson, Green Lane Hospital: The First Hundred
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following section, a useful illustrative example is Dorothy Page’s history of the
Otago Medical School, which makes frequent references to the overseas origins
and continuing loyalties of staff, to the influence of changing international
standards and conventions, and to the difficulties that arose from the availability
of better working conditions overseas.™® In the case of medical education, the need
to provide qualifications that would be recognised in overseas jurisdictions made

international relationships of various kinds a central issue in policy formation.

Medical History and the Nation

References to international connections and colleagues are ubiquitous in New
Zealand medical autobiography and historiography. However, the significance of
those references has been consistently understated.!” | suggest that this is largely
attributable to the widespread use of the nation-state as a conceptual,
organisational, and narrative framework in much historical writing and thinking —
including medical history and medical autobiography — prior to the social and
cultural turns of the 1960s and 1970s, and indeed, after them. *®

The German historian of national narratives, Stefan Berger, argues that in
the European context, works of history designed to tell the story of a discreet
nation — usually delineated in terms of a relatively identifiable ethnic group or

groups — were produced as far back as the Middle Ages and the early modern

Years (Auckland: Green Lane Hospital Centenary Committee, 1990), Jo Kellaway and Mike
Maryan, A Century of Care: Palmerston North Hospital, 1893-1993 (Double Bay, N.S.W.: Focus
Books, 1993), and Craig Mackenzie, Hospital in the Valley: The Story of Hutt Hospital (Palmerston
North: Dunmore Press, 1983.

16 Dorothy Page, Anatomy of a Medical School: A History of Medicine at the University of Otago,
1875-2000 (Dunedin: Otago University Press, 2008).

' | should note that for the purposes of this discussion | am defining ‘medical history’ as a field of
study related to the activities and institutions of medical professionals. Health history, of which
medical history is a subset, is a much wider field, encompassing topics such as epidemiological
history, the history of disease, cultural histories of illness, and the histories of ‘non-medical’
health practitioners.

'8 For fuller discussions of the relationship between historical writing and the nation-state, see
Joyce Appleby, Lynn Hunt and Margaret Jacob, Telling the Truth About History (New York:
Norton, 1994), pp. 91-107, Writing The Nation: A Global Perspective, ed. by Stefan Berger
(Basingstoke: Palgrave Macmillan, 2007), Stefan Berger, Mark Donovan, and Kevin Passmore,
Writing National Histories: Western Europe Since 1800 (London: Routledge, 1999). The origins of
nationalist historical narratives will be discussed in Chapter 1: Conceptualising the Common-
Health as a System Historiography, Theory, and Method.
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period.™® However, as the work of historians became professionalised during the
late eighteenth and nineteenth centuries, historical scholarship achieved greater
cultural authority and thus became more widespread as a political tool for the
construction and reconstruction of national myths and identities, and for the
legitimisation of sovereign state power. ?° Recognising this value, state
governments and their agents became willing sponsors of historians’ work. The
symbiotic relationship between states and historians ensured that throughout the
nineteenth and twentieth centuries, ‘the nation’ functioned as one of the central
organisational structures not only of many official ‘national histories’, but of
much historical writing in general. The narrative trajectories of countless
biographical, institutional, social, and military histories were shaped by the trope
of ‘the rise of the nation’, while the events they describe are routinely explained
or justified in terms of the nation-state.

Medical history, which encompasses biographical, institutional, political,
and social modes, has also been shaped by nation-centred discourses. In the New
Zealand context, the titles of many early medical autobiographies — Doctor in the
Sticks; Stethoscope and Saddlebags; Back-Blocks Baby Doctor; and Doctor in the
Mountains — resonate with the popular national image of the pioneer and the
‘man-alone’, or in Dr Doris Gordon’s case, the woman alone.?* In 1950, the New
Zealand-born surgeon and medical statesman, Sir Arthur Porritt, delivered a
memorial oration for doctors killed during World War Two, in which he claimed
that New Zealand national identity — defined in terms of the pioneering spirit and
sporting and military values — served as a ‘firm rock of faith’ for doctors in times
made unstable by war, depression, and ‘moral and economic failing’.” Seventeen
years later, while writing one of the earliest surveys of the history of New Zealand

medicine, Porritt again drew upon common national myths when he noted that the

' Stefan Berger, ‘The Power of National Pasts: Writing National History in Nineteenth- and
Twentieth-Century Europe’, in Writing the Nation: A Global Perspective, ed. by Stefan Berger
(Basingstoke: Palgrave Macmillan, 2007), p. 30.

20 Berger, ‘The Power of National Pasts’, p. 33.

DA Bathgate, Doctor in the Sticks (Auckland: Collins, 1972), Eleanor S. Baker McLaglan,
Stethoscope and Saddlebags: An Autobiography (Auckland: Collins, 1965), Doris Gordon, Back-
Blocks Baby Doctor: An Autobiography (London: Faber and Faber, 1955), and W. A. Anderson,
Doctor in the Mountains (Wellington: A. W. & A. H. Reed, 1964). The central character of John
Mulgan’s Man Alone (London: Selwyn & Blount, 1939) has often been touted as the iconic New
Zealand male: single, itinerant, resourceful, rurally based, and loyal.

2 Sir Arthur Porritt, ‘Mars and Aesculapius: A New Zealand Memorial Oration’, British Medical
Journal, volume 2, number 4694 (23 December 1950), pp. 1438-40.
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first European doctors had exhibited ‘sturdy individualism’ both in their
professional lives and in their sporting achievements, and that the passing of
certain parliamentary statutes legislating health policy in advance of Britain
confirmed New Zealand as the social laboratory of the world. According to
Porritt, the sound physical and mental health of New Zealanders was a product of
their descent from ‘virile stock’, and their living ‘an essentially outdoor life’
bathed in ‘ample sunshine’.®

Such national myths proved remarkably durable. In 1984, the cardiologist
and amateur historian, Rowan Nicks, wrote that Australasia’s first cardiologists
were ‘young and vigorous’ men who worked hard to ‘blaze a trail through the
forest of cardiovascular disease’.?* Similarly, Dr Rex Wright-St Clair’s 1987
centenary history of the New Zealand Medical Association began by presenting
the image of ‘rural practitioners riding to their patients on horseback, rain, hail or
shine’ over the roughest terrain, fording rivers, and following tracks through bush,
improvising splints for broken limbs, and operating on Kkitchen tables by
candlelight.” Such images did not function as mere romantic decoration. For
these historians — all of whom, it should be noted, were doctors — the story of an
emerging national identity represented a useful framework upon which to
construct and legitimise a supposedly unique professional identity. Rex Wright-St
Clair, for example, argued that while ‘New Zealand medicine’ had started life as a
transplanted outpost of British medicine, its practitioners had quickly organised
themselves into a cohesive and distinct entity, eventually coming of age with the
achievement of organisational and political autonomy, and a unique sense of
‘national identity’.?® By the 1960s, according to Wright-St Clair, the political
views of overseas doctors and administrators were largely irrelevant because New
Zealand medicine had, by that stage, evolved to a point that it could, and should,
be considered a unique and separate professional entity. His assertion that British

connections no longer had ‘practical political advantages for New Zealand’

2 Sir Arthur Porritt, ‘The History of Medicine in New Zealand’, Medical History, volume 11,
number 4 (October 1967), p. 341.

?* Rowan Nicks, Surgeons All: The Story of Cardiothoracic Surgery in Australia and New Zealand
(Sydney: Hale & Iremonger, 1984), p. 78.

* Rex Wright-St Clair, A History of the New Zealand Medical Association: The First 100 Years
(Wellington: Butterworths, 1987), unpaginated dedication prior to foreword.

2 Wright-St Clair, A History of the New Zealand Medical Association.
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because ‘our government dealt with our Association and that was that’ can also be
read as an expression of New Zealand exceptionalism, and even isolationism.?’
The key point is that in each of these examples, and in many others, the
use of narratives that foregrounded the emergence of distinctly ‘national’
characteristics or structures often resulted in international connections being
downplayed or ignored. Despite the ubiquity of such references to international
connections in New Zealand and Australasian medical historiography,
international exchange is rarely explored as a historical theme in its own right.
Instead, international connections tend to be subsumed within the meta-narrative
of an emerging and evolving ‘New Zealand medicine’. Professor David Skegg’s
prefatory recognition of Dorothy Page’s successes in placing the history of the
Otago Medical School, with its myriad international references, ‘in the broader
context of New Zealand’s social history’ inadvertently reflects this.”® Similarly,
while the short concluding chapter of Professor Mervyn Eadie’s history of the
Australasian Association of Neurologists, The Flowering of the Warratah, seeks
to understand the development of the specialty in Australasia relative to its
evolution in Britain, the approach taken is strictly comparative; the differing rates
of development are attributed entirely to the different economic and demographic
conditions within the respective countries, and the influence of the many
professional interactions that occurred between them is ignored.?® Despite the title
of Sally Wilde’s history of the Urological Society of Australasia — Joined Across
the Waters — and the title of its opening chapter, ‘The International Context’, the
book’s content and overarching narrative structure is very much limited to telling

the story of the specialty’s development within a particular national context, or in

7 |n a similar vein, his 1987 article summarising the history of the New Zealand Medical Journal
argued that the period from 1886 to 1887 was significant for local medical professionals because
it marked the ‘beginning of their self-identification as New Zealand doctors’. For Wright-St Clair,
the establishment of the New Zealand Medical Association in 1886, the graduation of the first
locally trained doctor in 1887, and the launch of the New Zealand Medical Journal that same year
symbolised and confirmed the achievement of a distinctively ‘national’ medical culture. Rex
Wright-St Clair, ‘The Early Years of the New Zealand Medical Journal, 1987-96’, New Zealand
Medical Journal, volume 100 (14 October 1987), p. 622. The focus placed on the work of Dr Rex
Wright-St Clair here is a reflection on his prolific output rather than any exceptional strain of
medical nationalism in his work. As this Introduction has noted, the work of several other
medically trained historians and commentators, including Sir Arthur Porritt and Douglas Robb,
also regularly assumed the existence of a distinctly New Zealand medical culture.

8 Page, p.7.

» Mervyn J. Eadie, , The Flowering of a Waratah: A History of Australian Neurology and of the
Australian Association of Neurologists (Sydney: John Libbey, 2000).
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that particular case, two national contexts.® Colin Hooker’s history of New
Zealand orthopaedics is so alive to the importance of international influences such
that the book’s overall national frame seems incongruous.® It is important to note
that these observations are not intended to be critiques, but instead highlight the
almost instinctive adoption of a conceptual framework in historical works that is
often at odds with the realities of the subjects they describe. As Hooker’s short
chapter, ‘New Zealand and World Orthopaedics’ demonstrates, foregrounding
international, rather than national developments is both possible and productive.
Gwen Wilson’s One Grand Chain, The History of Anaesthesia in Australia, which
consistently depicts Australian developments as a single node or case study within
a wider, fundamentally international narrative of change, is perhaps the most
notable, and certainly the most sustained, local example of this approach.*®

The ‘Common-health’ as an Alternative Historical Framework

As mentioned in the Preface, my intention to explore the instrumentality of an
international framework in this thesis has its origins in ideas explicated by the
New Zealand historian, Peter Gibbons, in an influential series of essays written
between 1986 and 2003.3 In the last of those essays, ‘The Far Side of the Search
for Identity: Reconsidering New Zealand History’, Gibbons proposes two possible
alternatives to nation-centered historical narratives. First, he argues that New

Zealand historians might take macro-historical or ‘world systems’ approaches that

% sarah (Sally) Wilde, Joined Across the Water: A History of the Urological Society of Australasia
(Melbourne: Hyland House, 1999).

31 Colin Hooker, Orthopaedics in New Zealand (New Zealand Orthopaedic Association, 1996)

32 Hooker, pp. 167-75.

** Gwen Wilson, One Grand Chain: The History of Anaesthesia in Australia, 1846—-1962
(Melbourne, The Australia and New Zealand College of Anaesthetists, 1995).

* See Preface, footnote 7. In his 1992 PhD thesis, Gibbon acknowledged an intellectual debt to
scholars of ‘colonial discourse and the semiotics of conquest and colonisation; the cultural
politics of representing traditional cultures; biculturalism; [and] matters of culture and identity.’
Peter Gibbons, ‘Going Native: A Case Study of Cultural Appropriation in a Settler Society, With
Particular Reference to the Activities of Johannes Andersen in New Zealand During the First Half
of the Twentieth Century’, PhD Thesis, University of Waikato, 1992, p. iv. Foremost among the
scholars Gibbons cites was the Palestinian literary theorist Edward Said, and in particular, his
seminal 1978 study, Orientalism (London: Routledge & Kegan Paul, 1978). The relationship of
Peter Gibbons’ ideas to wider scholarship is acknowledged and discussed in more detail later in
this Introduction.
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foreground economic interactions between various urban centres, rather than
between nation-states. Such approaches, Gibbons argues, might ‘transform
understandings of many supposedly locally centred events, enabling us to see the
extent to which they are responses to, and within, larger systems.’*®> Gibbons’
second alternative to nation-centred narratives is to use ‘micro-historical’
investigations of individuals or small communities in order to generate insights
into the ‘attitudes, beliefs, mentality and values of communities or classes or local
institutions’, thereby illuminating the ‘complex dialectics between person and
society’.>® He also notes that macro- and micro-historical approaches could be
used in partnership, by examining the consumption and production patterns of
individuals or small groups in order to map their involvement in long-distance
systems of exchange.*’

This thesis represents an attempt to place the individual experiences of
New Zealand trainee specialists and the various structures within which they
worked in the same analytical frame. To do this requires several apparent
dualisms to be addressed and reconciled. The first of these is the classic historical
dualism of structures and agents. The thoughts and actions of individual doctors
were not determined by the infrastructures and environments they inhabited, but
nor were they formed independently of those structures and contexts. The second
dualism is that of the national and the international. While the chapters that follow
argue that international networks underpinned specialist medical practice, they
also acknowledge the instrumentality of economic factors, organisations, cultural
traditions, and discourses as they manifested at the national, regional, and even
institutional levels. To paraphrase the French sociologist of science, Bruno
Latour, the international medical system was local at all points.*® The corollary of
this is that all localities were also influenced by their involvement in international
systems. The final, related, and necessarily imprecise dualism addressed is that of
the material and the cultural. The decisions of individual doctors and the policies

» Gibbons, ‘The Far Side of the Search for Identity’, p. 41.

3 Gibbons, ‘The Far Side of the Search for Identity’, p. 45.

*” Gibbons, ‘The Far Side of the Search for Identity’, pp. 45-6.

% Bruno Latour, We Have Never Been Modern, translated by Catherine Porter (Cambridge, MA,,
Harvard University Press, 1993), p. 117. Cited by Warwick Anderson, ‘Introduction: Postcolonial
Technoscience’, Social Studies of Science, volume 32, number 5/6 (October-December 2002), p.
649.
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of their representatives were shaped by both cultural assumptions and economic
conditions.

Fundamentally, the concept of the ‘Common-health’ used in this thesis is
conceived as a mechanism for holding the local, international, individual, and
structural aspects of professional medicine within the same analytical frame. It
also acknowledges that international networks comprised both real-world
‘patterns of connection on the ground’ and discursive ‘ideologies of connection
and community’.* Reconciling these various aspects, and their interactions, has
required the adoption of a mixed methodology, and by extension, a theoretical
foundation that combines the insights of several thinkers and their work. Unifying
these various approaches, however, is an overarching analytic stance or principle
best summarised by the term ‘perspectival dualism’, coined by the American
social theorist Nancy Fraser. For Fraser, the concept of perspectival dualism
represents an attempt to acknowledge the ‘interpenetration’ of cultural and
economic aspects of human societies without losing sight of their
‘differentiation’.*® In this thesis, Fraser’s core insight of ‘interpenetrating but
differentiated’ serves as the key guiding principle in the selection of theories and
methods, and in the interpretation and analysis of sources. Perspectival dualism is
therefore the founding concept behind a ‘Common-health’ of medicine conceived
as simultaneously international, national, and local, shaped by both individual
agency and structural conditions, and manifesting in both ‘real-world’ exchanges
and discourse-based ideologies.

While the particular ways in which various methods and theories have
been marshalled to this end will be discussed in detail in the following chapter, it
is important at this stage to note that the adoption of perspectival dualism has
ultimately resulted in a particular conceptualisation of the Common-health: that it
was a system. This is not meant to imply that the multiple connections that
characterised professional medicine after World War Two were directed towards a
specific end, but rather that the wvarious components were collectively
‘interpenetrating but differentiated’. By conceiving the networks of interpersonal

relationships, organisational linkages and medical discourses as a single, mutually

3 Peggy Levitt and Nina Glick Schiller, ‘Conceptualising Simultaneity: A Transnational Social Field
Perspective on Society’, International Migration Review (volume 38, number 145 (Fall 2004), p. 5.
40 Nancy Fraser and Axel Honneth, Redistribution or Recognition A Political-Philosophical
Exchange (London: Verso, 2003), pp. 63-4.
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interpenetrating system, the thesis is better able to tease out the interactions that
occurred both within and between these various modes of exchange.

From the outset, it must be emphasised that while the term Common-health
Is used to refer to an interconnected and mutually interacting network of cultural,
political, professional, and interpersonal relationships, it is not intended to imply
any easily demarcated cultural, geographical, or interpersonal space. While the
term intentionally implies a strong association with the British Commonwealth, it
does not refer exclusively to the activities of Commonwealth doctors working
within the context of Commonwealth nations. The Common-health was shaped in
powerful ways by migrations, laws, technologies and ideas originating from
nations outside the British Commonwealth, as well as within.** Similarly, while |
will use the term to refer to a particular set of traditions and cultural
understandings, few, if any, of these were unique to the British Commonwealth. In
addition, the particular characteristics of the Common-health changed over time,
under the influence of factors that were not always under the control of the
medical profession. Broader political, social, and economic changes influenced
medical politics, training practices, and migration patterns. The following chapters
acknowledge, where appropriate, the ‘unboundedness’ of what was a highly
complex and far-reaching network of interactions and relationships.

The mutual interaction of the Common-health’s many components is
perhaps a more useful defining characteristic than its ‘boundaries’. At one level,
the Common-health comprised a network of interpersonal relationships and
individual migrations. However, this network was conditioned and patterned by a
range of factors including institutional and professional policies, economic
pressures, social attitudes, cultural conventions, and the relative sizes of national
and municipal populations. Together, these factors influenced the particular
training institutions that New Zealand doctors chose in Britain, the distribution of
doctors of different genders and ethnicities between institutions, and even between
different medical specialties. What is more, all of these aspects of the Common-

health system were deeply intertwined. A change to any one of them could

o Germany and Japan, for example, became important suppliers of medical equipment during
the post-World War Two era, while doctors from Continental Europe, South America, and South
Asia also interacted with New Zealand doctors on a regular basis and through a variety of means.
The changing relationship with the United States is explored in Chapter 7: The Fragmenting of the
Common-health.
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resonate throughout the system and lead to changes elsewhere. An adjustment to
the pass-rate of an Australasian professional examination, for example, could, and
did, have a profound influence on the volume and pattern of medical migration to
Britain, while the invention of a new medical technique could alter the economics
of a particular specialty to such a degree that opportunities were created for
women practitioners where no such opportunity had existed before. It is in this
sense that the ‘Common-health’ concept draws together individuals, structures,
and discourses into a single framework for historical analysis.

Clearly, the concept of a ‘Common-health’ system generates associations
with the Commonwealth system, and by extension, with British imperialism. This
Is also intentional, and is in part a reaction to nation-centred narratives that often
depict British influence as little more than an unfortunate colonial backstory.*
However, the emphasis that this thesis places on the relationship between British
medical structures and the broader international ‘Common-health’ system should
not be read as an assertion of the ‘centre and periphery’ model of colonial
relations, which depicts social, political, and economic influence radiating
unilaterally from the metropolitan centre to its passive and receptive colonies.*®
While the following chapters often highlight the penetration of British structures
and ideas into the broader Common-health, they will also demonstrate that the rich
and intimate connections that characterised the system transmitted people, ideas,
and influence in multiple directions, by multiple means.** As a number of scholars

have noted, this often resulted in ostensibly ‘British traditions’ being strongly

* pocock suggested that the work of the New Zealand historical nationalist, Keith Sinclair, was in
part a reaction to Britain’s turning away from its former colonies and towards Europe. ‘Being
denied his inheritance [by Britain’s joining the EEC], [Sinclair] denied that he ever had one.’ J. G.
A. Pocock, The Discovery of Islands (Cambridge: Cambridge University Press, 2005), p. 21.
Sinclair’s most influential works included A History of New Zealand (Harmondsworth: Penguin,
1959); A Destiny Apart: New Zealand's Search for National Identity (Wellington: Allen & Unwin,
1986); The Native Born: The Origins of New Zealand Nationalism (Palmerston North: Massey
University, 1986); and The Oxford Illustrated History of New Zealand, ed. by Keith Sinclair
(Auckland: Oxford University Press, 1990).

* Trevor M. Simmons’ review article, ‘Conceptualizing the Geography of Empire’, Journal of
Historical Geography, volume 37, number 1 (January 2011), pp. 127-30 provides a very useful
brief survey of the historiography of the concept of ‘centre and periphery’ in the colonial context.
* This does not suggest that British doctors necessarily invented these ‘British’ medical traditions.
Investigating the roots of these ideas is beyond the scope of this thesis. Comprehensive
examinations of ‘the roots of medicine’ can be found in Roy Porter, The Greatest Benefit to
Mankind (London: Fontana, 1999 [first published 1997]), and Lawrence Conrad, et al, The
Western Medical Tradition : 800 B.C.-1800 A.D. (Cambridge: Cambridge University Press, 1995).
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shaped by activity in the colonies.”® In addition, while long lasting networks of
interaction certainly ensured that commonalities existed between ‘metropole’ and
‘periphery’, variations also developed as ideas and structures were applied in
different political and cultural settings at different times.*® To assert that Britain
had an important, or even central, place in the Common-health medical system is
therefore not to deny the myriad ways in which the resulting interactions shaped
British medicine. Indeed, reconceptualising the development of specialised
medicine across the Common-health as the outcome of a system of international
exchange inflected with British norms and traditions might represent a useful
starting point for a re-evaluation of the ways in which extra-local norms and
traditions have shaped, and continue to shape, health-service delivery in ‘post’
colonial societies.

In 1972, the sociologists of the British medical profession, Terence
Johnson and Marjorie Caygill, felt justified to argue that ‘at various points in the

historical development of the [medical] profession any distinction between the

* See Warwick Anderson, “Postcolonial Histories of Medicine’, in Locating Medical History: The
Stories and Their Meanings, ed. by Frank Huisman and John Harley Warner (Baltimore: Johns
Hopkins University Press, 2004), pp. 462-82, ‘How's the Empire? An Essay Review’, Journal of the
History of Medicine and Allied Sciences volume 58, number 4 (2003), pp. 459-465, and
‘Introduction: Postcolonial Technoscience’, Social Studies of Science, volume 32, number 5/6
(October-December 2002), pp. 643-658. Other notable examples include David Arnold, Imperial
Medicine and Indigenous Responses (Manchester: Manchester University Press, 1988), Tony
Ballantyne, Orientalism and Race: Aryanism in the British Empire (Basingstoke: Palgrave, 2002),
Roy MacLeod, ‘On Visiting the “Moving Metropolis”: Reflections on the Architecture of Imperial
Science’, in Scientific Colonialism: A Cross-Cultural Comparison, ed. by Nathan Reingold and Marc
Rothenberg (Washington: Smithsonian Institute Press, 1987), pp. 219-49, Roy MacLeod and
Milton Lewis, eds, Disease, Medicine and Empire: Perspectives on Western Medicine and the
Experience of European Expansion (London: Routledge, 1988), and Douglas M. Haynes, ‘Victorian
Imperialism in the Making of the British Medical Profession’, in Decentring Empire: Britain, India
and the Transcolonial World, ed. by Durbha Ghosh and Dane Kennedy (Hyderabad: Orient
Longman, 2006), pp. 130-56, and Alan Lester, ‘Imperial Circuits and Networks: Geographies of the
British Empire’, History Compass, volume 4, number 1 (January 2006), pp. 124-41.

* The New Zealand historian, Derek Dow, has noted that British medicine evolved in social
conditions and historical circumstances radically different to those encountered in nineteenth-
century New Zealand. In addition, the dissatisfaction which motivated at least some migrants to
leave Britain was likely to result in an unwillingness to perpetuate certain aspects of British
society. See Derek Dow, ‘Springs of Charity?: The Development of the New Zealand Hospital
System, 1876-1910’ in A Healthy Country: Essays on the Social History of Medicine in New
Zealand, ed. by Linda Bryder (Wellington: Bridget Williams, 1991), pp. 44-5. Deborah Gordon
makes a similar point in her study of the cultural aspects of western medicine. She stresses that
identifying a set of foundational ideas and beliefs should not imply that ‘western medicine’ is
monolithic. Rather, she argues that it is instead comprised of a multiplicity of biomedicines,
differing along economic, national, regional, and ethnic lines. See Deborah R. Gordon, ‘Tenacious
Assumptions in Western Medicine’, in Biomedicine Examined ed. by Margaret M. Lock and
Deborah R. Gordon (Dordrecht: Kluwer Academic Publishers, 1988), p. 22.
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profession in Britain and overseas, while geographically significant, was in a

1.>4" While this claim clearly supports my contention

number of ways socially unrea
that the New Zealand and British medical establishments were parts of a single
system, it also risks overstating these commonalities by assuming that medicine
throughout the Commonwealth was a simple geographic extension of British
medical culture and structures. While useful as a corrective against claims of
national distinctiveness, this is perhaps to err too far in the other direction. Not
only does it risk overlooking important differences that existed between the
various parts of the Commonwealth, but it also risks obscuring significant
variations between and within the nations, localities, institutions, and social groups
that together constituted ‘Britain’ in the period under discussion. With this in
mind, this thesis does not endeavour to summarise ‘British values’ or ‘British
medical values’ in an ethnographical or psychological sense. While the thesis uses
terms such as ‘Britain’ and ‘British’ frequently, I have endeavoured to limit their
use, respectively, as a signifier of geographical location and as a referent to aspects
of society or professional organisation that might be considered as generally stable
or universal across most of the British Isles. More often, however, the topics under
discussion require more careful contextualisation, and where this is the case, the
particular national, regional, or institutional setting will be used. In terms of
national contexts, the thesis focuses mainly on England and Scotland, as these had
the strongest influence over professional medicine in New Zealand. Drilling down,
other discussions are framed in terms of the relationship between London
institutions and their regional counterparts, or between particular kinds of

institution within London.

“In 1968, between 22,000 and 24,000 members of Britain’s health workforce were from
overseas and the majority were from the Commonwealth. Of these, approximately 5,500 were
doctors holding training appointments in hospitals. Terence J. Johnson and Marjorie Cayzgill,
Community in the Making: Aspects of Britain’s Role in the Development of Professional
Development in the Commonwealth (London: Institute of Commonwealth Studies, University of
London, 1972), p. 33.
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Structure of the Thesis

With these conceptual foundations in mind, the remainder of this Introduction will
outline the content and purposes of the seven substantive chapters that comprise
this thesis. Chapter 1: ‘The Common-Health as a System: Historiography, Theory,
and Method’, is largely devoted to mapping out the theoretical positions that this
thesis uses to engage with each of the three dualisms discussed above.
Understanding and representing the relationships between localities and wider
extra-local networks, between individuals and structures, and between material
and cultural systems together account for a significant mass of historical
scholarship, and a significant proportion of current scholarly debate. Chapter 1
surveys those aspects of these debates that relate to the concept of the Common-
health, to the selection of sources, and to the design and implementation of the
research methodologies that are used to analyse and interpret those sources.
Overall, the adoption of perspectival dualism as an underlying analytic position
has necessitated a mixed methodology that includes the analysis of oral
interviews, the textual analysis of autobiographies, government reports,
professional surveys, and institutional histories, and the qualitative and
quantitative analysis, using a computerised database, of 770 obituaries published
in the New Zealand Medical Journal between 1939 and 2008.

Chapter 2: ‘The Origins of the Common-health’ outlines the origins and
development of those aspects of British professional medicine that later became
important features of the Common-health system.*® As is the case with this thesis’
attempt to map the Common-health itself, this chapter’s exploration of the

system’s origins is less an exercise in definition than of articulating complexity.

®ltis acknowledged that the phrase ‘regular medicine’ is loaded and therefore contested.
However, there is no uncontroversial alternative. ‘Conventional’ has similarly hegemonic
connotations, ‘Western’ medicine ignores the profound influence of non-European practitioners,
and ‘allopathic’ medicine is often perceived to be pejorative by ‘regular’ practitioners. On the
other hand, terms such as ‘alternative’, ‘complementary’, and ‘irregular’ tend to define particular
practices in relation to a normative ‘regular approach’. In the context of this thesis, the ‘medical
profession’ refers to doctors working within ‘conventional’ regulated professional frameworks.
For discussions on the terminology of medical practice, see Roberta Bivins’ ‘Introduction’ in
Alternative Medicine?: A History (Oxford: Oxford University Press, 2007), pp. 1-40, and Bivins,
‘Histories of Heterodoxy’, in The Oxford Handbook of the History of Medicine, ed. by Mark
Jackson (Oxford: Oxford University Press, 2011), pp. 578-97. In the New Zealand context, see
Joanna Bishop, ‘The Role of Medicinal Plants in New Zealand’s Settler Medical Culture, 1850s-
1920s’, PhD Thesis, University of Waikato, forthcoming.
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To this end, it argues that ‘British medicine’ was actually far less unified and
homogeneous than the term implies. Important differences existed between
Britain’s various national medical establishments, between hospital-based doctors
and general practitioners, between doctors working in urban and provincial
settings, and between physicians and surgeons. These differences manifested in
the form of income discrepancies, differing educational approaches and emphases
between countries and institutions, varying attitudes to medical specialisation, and
in a rigid occupational hierarchy that gave immense power to a numerically small
group of elite practitioners: the London-based physicians.

In Chapter 3: ‘The Development of the Common-health’, I suggest that the
dynamic and often competing blend of personal and collective interests that
characterised British medicine contributed directly to its internationalisation, and
thus to the development of the Common-health system. From the mid-nineteenth
century, domestic conditions and an expanding Empire together encouraged
thousands of British doctors to move overseas. British professional organisations,
institutional systems, clinical standards, and medical qualifications were also
transmitted, in various forms, to the colonies. Soon after, Britain in turn became a
destination for colonial subjects seeking undergraduate medical education.*® Then,
in the four years from 1914 to 1918, the unprecedented migration of thousands of
already-qualified doctors from around the world to Britain transformed and
revitalised interaction between British and colonial medical personnel and
structures, most significantly by stimulating the development of Britain’s
previously limited structures for post-graduate training. When World War Two
generated another surge of medical migrations, Britain was much better prepared,
and quickly became a hub for post-war specialist training across the
Commonwealth. Through this process, the Common-health system was born.

Chapter 4: ‘New Zealanders in the Common-health’ considers the
interaction of New Zealand medical structures and the Common-health system,
with particular regard to the effects of that interaction on medical migration
patterns. The chapter suggests that those interactions were such that many aspects

of New Zealand’s domestic medical structure might be usefully reconceptualised

* For a discussion of the close relationship between New Zealand and British health and medical
education systems, see Dow, ‘Springs of Charity?’, pp. 44-5, and Page, Anatomy of a Medical
School, particularly Chapter 2, ‘An Outpost of Edinburgh’, pp. 25-33.
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as extensions or parts of the broader Common-health system. The motivations and
patterns of New Zealand’s domestic medical migration had much in common with
international patterns, while expectations and conventions originating in the
British system influenced the ability of New Zealand doctors to enter and
negotiate the Common-health network. Chapter 5: ‘The Migration Experience’
extends this discussion by examining the experiences of New Zealand doctors
who travelled to Britain during the 1950s and 1960s, when the Common-health
system was operating at its peak. Chapter 5 considers migrants’ objectives,
discusses some of the challenges that New Zealand doctors faced while trying to
meet those objectives, and examines the informal, interpersonal relationships that
both facilitated migration and helped migrants to deal with the challenges that
arose. The chapter concludes with a discussion of the ways in which the ‘outsider’
status of some New Zealand doctors, in the contexts of both New Zealand
undergraduate education and British post-graduate training, seemed to contribute
to their professional success, rather than to the professional marginalisation that
might be expected.

Together, Chapters 1 to 5 of this thesis serve to outline the development of
the Common-health system, and to highlight the ways in which that system
facilitated migration and promoted the careers of New Zealand specialist doctors.
Chapter 6 explores the ways in which the Common-health system functioned as a
mechanism for exclusion, or at least, for heavily prescribed forms of inclusion.
For women doctors and those of non-white ethnicity, the deep interrelation of
cultural norms, individual attitudes, professional structures, and employment
opportunities functioned as powerful inhibitors of professional choice. The
chapter begins with a discussion of the ways in which those white, male doctors
who identified themselves as outsiders, considered in Chapter 5, still managed to
access and utilise the informal networks that were so vital to establishing
specialist careers. It then surveys the participation of women in medicine, paying
particular attention to the ways in which traditional attitudes about women doctors
influenced their ability to form the informal relationships that facilitated access to
Common-health training structures, to migrate, and by extension, to forge careers
in specialised medicine.

Chapter 7 discusses the ways in which the Common-health system

changed and ‘fragmented’ during the 1960s and 1970s. This chapter suggests that
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many of those processes and factors that contributed to the development of a
heavily Anglo-centric Common-health system up to World War Two, and to its
continuing operation for twenty years afterwards, also contributed to the
decentralisation of Britain in that system, and, from a New Zealand point of view,
to a more multilateral system in which the United States and Australia became
prominent. Chapter 7 also looks at some of the ways in which leading doctors in
Britain and New Zealand attempted to preserve international connections in the
face of fragmenting political and professional systems.

Together, the following chapters map the form and function of an
international system that, during the three decades that followed World War Two,
influenced the careers of New Zealand medical specialists far more than any
national professional structures, policies, or organisations. New Zealand medical
graduates drew upon international interpersonal networks to access overseas
specialist training opportunities, pursued overseas post-graduate qualifications,
and developed long-lasting relationships with colleagues and institutions from all
over the world. Personal, professional, and institutional conventions and
hierarchies, often of British origin, influenced their selection of specialty fields
and shaped their subsequent career trajectories. By evaluating a range of historical
sources through a range of analytical and interpretive methodologies, this thesis
brings into focus a complex system of international exchange, and takes a first
step towards the re-evaluation of New Zealand medical history through an

international, rather than national, lens.
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Chapter 1

The Common-Health as a System:

Historiography, Theory, and Method

Fundamentally, the ‘Common-health’ concept is an acknowledgement of the
complexity of human societies and historical change. As discussed in the
Introduction to this thesis, the concept represents an attempt to bring within one
analytical frame the actions and experiences of individual people and the many
structures within which they operate: institutional, social, professional, legislative,
economic, and cultural. It also acknowledges the complex interaction of local and
international conditions and events.

This chapter outlines some of the historiographies and theories that have
contributed to the Common-health concept, and which underpin the ways in
which that concept has functioned as a tool for analysis and interpretation in this
thesis. It also makes a case for the value of the Common-health concept by
highlighting some of the shortcomings in the existing medical historiography. The
concept of the Common-health system is but one of a series of ‘models’ that have
attempted to conceptualise the international movements and activities of
Commonwealth doctors during the nineteenth and twentieth centuries. | suggest
that all of these models have been associated with particular historiographical
emphases and methodological approaches. Further, | suggest that these
conceptualisations and approaches have contributed to particular characterisations
of the medical profession. This chapter begins with a brief review of some
influential models of international connection and their associated
historiographical emphases, before considering the ways in which these models
have framed and represented medical practitioners as a group. The first part of this

discussion focusses on work which has examined colonial scientific networks, as
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these have served as the main frame of reference for the study of international
medical relationships and movements in the nineteenth century. It then reviews
the literature on medical migration, which is a leading field of research into
international relationships and movements in the twentieth century.

The chapter then discusses some of the theoretical underpinnings of the
Common-health concept, with a view to clarifying the ways in which it seeks to
address some of the shortcomings discussed in the opening section. The most
influential ideas in this regard are those which grapple with the complex
interconnectedness of historical actors and factors. The work of the French
sociologist and social theorist, Pierre Bourdieu, for example, has proved useful for
conceptualising the connections between individuals and the structures within
which they interact, and for imagining social formations beyond national borders.
The final section of this chapter describes the ways in which these ideas have
influenced the selection of sources that this thesis draws on to describe the various
aspects of the Common-health system, and also the particular methodologies and
forms of analysis that have been used to interpret them.

Medical Imperialism

Until the middle decades of the twentieth century, most works of medical history
produced in the Anglophone world emphasised the achievements of a few
eminent physicians, framed within metanarratives of an inexorably advancing
medical enterprise.’ In the historiographical sub-field of imperial medicine, this
metanarrative typically led to the portrayal of colonial medical services as
exemplars of metropolitan beneficence, providing ‘modern’ health-care services

to colonists while simultaneously civilising colonised peoples.? The biographies

' Avaluable survey of the historiography of imperial medicine is provided in Warwick Anderson’s
chapter, ‘Postcolonial Histories of Medicine’, in Locating Medical History: The Stories and Their
Meanings, ed. by Frank Huisman and John Harley Warner (Baltimore: Johns Hopkins University
Press, 2004), pp. 462-82.

? Indicative examples include H. Harold Scott, The History of Tropical Medicine, 2 vols. (Baltimore:
William and Wilkins, 1939-42), Charles Morrow Wilson, Ambassadors in White: The Story of
American Tropical Medicine (New York: Henry Holt, 1942), Michael Gelfand, Tropical Victory: An
Account of the Influence of Medicine on the History of Southern Rhodesia 1890 — 1923 (Cape
Town: Juta & Co, 1953), and Paul Russell, Man's Mastery of Malaria (London: Oxford University
Press, 1955).

30



of prominent colonial doctors and the histories of institutions such as the British
School of Tropical Medicine regularly framed the activities of their subjects as
triumphs of the humanitarian spirit, or of western scientific medicine in general .®
While these themes were typical of much historical scholarship at the time, the
tendency of medical historians to focus on elites and narratives of progress was
perhaps accentuated by the fact that a significant proportion of those writers were
themselves medical practitioners.*

This metanarrative of progress was tied to a particular conception of the
nature of international relationships. In ‘The Spread of Western Science’,
published in 1967, George Basalla argued that scientific influence radiated
outwards from metropolitan centres to their colonial peripheries, in a pattern
analogous to the spokes of a wheel.® Basalla’s model characterised the
development of colonial science as progressive; initially, colonies inherited
science carried out in the metropole, then served as sites for scientific research
directed from the metropole, before reaching a ‘mature’ state in which science
was carried out locally in response to local imperatives.® While Basalla’s model
referred to the spread of science generally, rather than of medicine specifically, its
inherent assumption of progress was the same as that which underpinned those
histories that depicted British medicine as a progressive force. At the same time,
its emphasis on the development of ‘national science’ reflects the
historiographical tendency to describe the development of medicine in the context

of particular national settings.’

3 Biographical examples include Howard Kelley, Walter Reed and Yellow Fever (New York,
McClure, Phillips and Co., 1906), Ronald Ross, Memoirs, with a Full Account of the Great Malaria
Problem and its Solution (London: J. Murray, 1923), Victor Heiser, An American Doctor’s Odyssey:
Adventures in Forty-Five Countries (New York, W. W. Norton, 1936). More general examples
include H. Harold Scott, A History of Tropical Medicine (Williams and Wilkins: Baltimore, 1939), J.
S. Boyd, ‘Fifty Years of Tropical Medicine’, British Medical Journal, volume 1, number 4644 (7
January, 1950), pp. 37-43, Michael Gelfand, Tropical Victory: An Account of the Influence of
Medicine on the History of Southern Rhodesia, 1890-1923 (Juta: Cape Town, 1953), Philip
Manson-Bahr, The History of the School of Tropical Medicine in London, 1899-1940 (London:
School of Hygiene and Tropical Medicine, 1956).

* For a useful discussion on this topic, see John C. Burnham, ‘A Brief History of Medical
Practitioners and Professional Historians as Writers of Medical History’, Health and History,
volume 1, number 4 (1999), pp. 250-73.

> George Basalla, ‘The Spread of Western Science’, Science, volume 15 (1967), pp. 611-21.

® Jan Todd, Colonial Technology: Science and the Transfer of Innovation to Australia (Cambridge:
Cambridge University Press, 1995), pp. 7-8.

"The particular nature of the relationship between historiography and models of connection is
considered in the Conclusion to this thesis.
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Beginning with the work of Henry Sigerist in the late 1930s, but
increasingly from the late 1960s, historians with formal academic training, rather
than medical training, broadened the scope of medical history and began to take a
less adulatory approach to examining the profession. Rather than focussing on the
lives and work of prominent practitioners, professional historians emphasised the
social role and status of the medical profession as a whole, or wrote about the
institutions in which they worked. Some historians began to look beyond
practitioners as the main subjects of medical history, investigating topics such as
the epidemiology and social effects of diseases, the evolution of public health
measures, and the experiences of patients. As a consequence of this ‘social turn’
in medical historiography, professional historians began to interrogate the
metanarrative of progress that had long characterised their discipline, noting, for
example, the role that medical professionals had played in resisting the
introduction of ‘socialised’ health systems, the subordination of ‘rival’ service
providers such as midwives and nurses, and the ways in which their activities
could harm, as well as help, individuals and communities.? Other scholars — often
working in, or under the sponsorship of, newly independent nations — produced
histories that foregrounded local agency in the development of public health
programmes and institutions, while simultaneously downplaying the legacies of

the departed colonising powers.’

8 Key examples of more socially oriented works of medical history or historiography include Roy
Porter, ‘The Patient’s View: Doing Medical History From Below’, Theory and Society, 14 (1985),
Howard S. Becker, Boys in White: Student Culture in Medical School (New Brunswick: Transaction
Books, 1977 (first published 1961)), Gesler, William M., The Cultural Geography of Health Care
(Pittsburgh: University of Pittsburgh Press, 1991).For work in the New Zealand context, see A
Healthy Country: Essays on the Social History of Medicine in New Zealand, ed. by Linda Bryder
(Wellington: Bridget Williams, 1991) was a key example of the social history approach to medical
history in New Zealand. Derek Dow’s Safeguarding the Public Health: A History of the New
Zealand Department of Health (Wellington: Victoria University Press in association with the
Ministry of Health, 1995) is also an example of social history, to the degree that it discusses the
social context within which the New Zealand public health system has evolved.

° Examples of the first kind include Ann Beck’s A History of the British Medical Administration of
East Africa (Cambridge, Mass.: Harvard University Press, 1970), Nancy Gallagher’s Medicine and
Power in Tunisia 1780-1900 (Cambridge: Cambridge University Press, 1983), David Arnold,
Colonizing the Body: State Medicine and Epidemic Disease in Nineteenth-Century India (Berkeley:
University of California Press, 1993), and Disease in African History: An Introductory Survey and
Case Studies, ed. by Gerald W. Hartwig and K. David Patterson (Durham, North Carolina: Duke
University Press, 1978). Histories of developments in newly independent nations include Ralph
Schramm, A History of Nigerian Health Services (Ibadan: Ibadan University Press, 1971), Nigerian
Pioneers of Modern Medicine: Selected Writings, ed. by Adelola Adeloye (Ibadan University Press,
Ibadan, 1977; and Ahmed Bayoumi, The History of Sudan Health Services (Nairobi: Kenya
Literature Bureau, 1979).
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This growing emphasis on social factors and local contexts, and the related
interrogation of ‘progressivist’ historical narratives that occurred during the 1960s
and 1970s, was again related to changing conceptualisations of international
scientific and medical exchange. Before this time, Basalla’s ‘modernisation
model’ had been attractive because it both reinforced and reflected the dominant
historiographical narratives of nation-building.** However, by the 1980s, scholars
such as Roy Macleod were recognising that Basalla’s wheel metaphor
oversimplified colonial relationships by overlooking the influence of local
colonial administrators, subjects, and conditions. Macleod argued that colonial
relationships were never as linear as the ‘metropole to periphery’ model implied,
but were instead closer in character to the multi-centred structure and shifting
centres of imperial Rome.*? As an alternative, Macleod proposed the notion of a
‘moving metropolis’ to highlight both the dissemination of authority around the
colonies, and the agency of local actors. Writing about the structures of colonial
science in which he specialised, MacLeod argued that colonial linkages were
characterised by the ‘considerable circulation of scientists and administrators
among widely dispersed colonial worlds’, who communicated through personal
visits, periodicals, and commodity exchanges.*?

In the 1980s and 1990s, historians of colonial medicine began to produce
work that foregrounded the medical profession’s contribution to the process of
colonisation. Focussing in particular on encounters between Western doctors and
indigenous peoples, or, conceived at another level, between Western medical

paradigms and ‘non-Western’ cultures, these studies argued that the importation

%11 the section that follows, the emphasis is generally on scientific, rather than explicitly medical
international relationships. The relevance of models of scientific networks derives from the fact
that medicine is often, if not universally, portrayed as a scientific enterprise. Medical
professionals often based their claims for autonomy and professional status on the scientific
nature of medical practice, although, as will be discussed in the next chapter, these were often
tempered by apparently contradictory claims that medicine’s status arose instead mainly from
the humanist qualities of its practitioners. These differences notwithstanding, the discussion
assumes that similar conceptualisations of international relationships underpinned the work of
historians of imperial science and of imperial medicine.

" Roy MaclLeod, ‘On Visiting the “Moving Metropolis”: Reflections on the Architecture of Imperial
Science’, in Scientific Colonialism: A Cross-Cultural Comparison, ed. by Nathan Reingold and Marc
Rothenberg (Washington, D.C.: Smithsonian Institution Press, 1987), p. 226.

2 MacLeod, ‘On Visiting the “Moving Metropolis”’, pp. 217-49.

B See also MacLeod’s ‘Introduction’, Osiris, 2nd Series, volume 15, Nature and Empire: Science
and the Colonial Enterprise (2000), pp. 1-13. Warwick Anderson notes that the phrase ‘moving
metropolis’ was originally coined by the imperial historian, W. K. Hancock.
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of western medical models and practices into colonial settings had not always
been beneficial, but had often led to the suppression of indigenous health
practices, sometimes to the detriment of indigenous health and broader social
structures. Histories of ‘colonial medicine’ began to acknowledge the ways that
indigenous peoples had resisted the imposition of foreign medical ideas and
methods.**

Once again, these ideas were connected to changing conceptualisations of
international relationships. In the early 1990s, historians Paolo Palladino and
Michael Worboys argued that historians of imperial science could no longer take
for granted the idea that science was an instrument of civilisation and
enlightenment, wielded and shaped solely by colonising powers. They argued that
historians needed to acknowledge the degree to which the development of science
was influenced by the ‘historical and cultural heritage of both the imperialists and
the indigenes.’* Similarly, in 2000, Roy MacLeod argued that the “traffic of ideas
and institutions has always been reciprocal’, not only between Europeans at home
and overseas, but between Europeans and indigenous peoples.'® Ann Laura Stoler
took these ideas further when she challenged colonial historians to examine the
‘overlapping and cross-cutting circuits of persons and policies that make their way
from metropole to centre and the other way around . . . as well as those that
connected metropolitan centres, cut along horizontal axes within colonised
regions, and produced circuits of knowledge that traversed imperial borders and

were not confined by them’."’

" The two most influential early examples were Roy MacLeod and Milton Lewis's Disease,
Medicine and Empire: Perspectives on Western Medicine and the Experience of European
Expansion (London: Routledge, 1988), and David Arnold's Imperial Medicine and Indigenous
Responses (Manchester: Manchester University Press, 1988). Important later contributions were
made in Philip Curtin, Death by Migration: Europe's Encounter with the Tropical World in the
Nineteenth Century (Cambridge: Cambridge University Press, 1989), Western Medicine as
Contested Knowledge, ed. by Andrew Cunningham and Bridie Andrews (Manchester: Manchester
University Press, 1997), Deborah Dupton, Medicine as Culture, 2" edn (London: Sage, 2003)
Cultures of Empire: Colonizers in Britain and the Empire in the Nineteenth and Twentieth
Centuries: A Reader, ed. by Catherine Hall (Manchester, St. Martin's Press, 2000), W. F. Bynum,
The Western Medical Tradition: 1800-2000 (Cambridge: Cambridge University Press, 2006) and
Health, Disease and Society in Europe, 1800-1930, ed. by Deborah Brunton (Manchester:
Manchester University Press, 2004).

> paolo Palladino and Michael Worboys, ‘Science and Imperialism’, Isis, volume 84, number 1
(March 1993), p. 102.

16 Roy Macleod, ‘Introduction’, p. 8 (see footnote 13 above).

Y Ann Laura Stoler, Carnal Knowledge and Imperial Power: Race and the Intimate in Colonial Rule
(Berkeley: University of California Press, 2002), p. 210.
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Overall, the development of models of international interaction over the
last forty years can be summarised as a shift from linear relationships through
which influence travelled in one direction, to multi-centred networks characterised
by exchanges in all directions.™® In one respect, the notion of a Common-health of
medicine is a continuation of this trend, as it also views influence travelling in
multiple directions by multiple means. However, the Common-health concept
differs slightly from these earlier models, to the extent that the connections and
exchanges that constitute it are conceived as a system, rather than a network. This
differentiation is not presented here as a radical departure from previous models,
but is instead an attempt to highlight a particular conception of the ways in which
Commonwealth doctors, institutions, professional bodies, cultural conventions,
and a range of other factors, interacted.'® | suggest that the metaphor of the
network, or alternatively, the web, brings potentially misleading connotations of
linearity and directionality; people and information travel between particular
points, and the ‘influence’ of those movements travels with them. Studies of
medical migration, for example, usually restrict their analyses to the effects of
movements at the points of departure and arrival, and often, to only one of these.
The systemic approach instead views ‘influence’ as non-linear and more diffuse,
manifesting in a range of legal, economic, social, and personal changes, in both
the receiving and sending societies, and in other parts of the system. This is not to
say that that the system was ‘perfect’, in the sense that every action had
ramifications across the entire system. However, the conceptualisation of
Commonwealth medical networks in systemic terms does generate valuable
insights into the complex and multi-layered nature of international relationships,

and the diverse ramifications of their effects.

18 Roy Macleod, ‘Introduction’, p.1 (see footnote 13 above).

' palladino and Worboys, for example, made a similar claim when highlighting the ways in which
so-called ‘cores’ and ‘peripheries’ in fact influenced each other. Nathan Reingold and Marc
Rothenberg came even closer to an assertion of systemic relationships when they noted that
‘understandling] science fully requires an understanding of the ecology of its environment.’
Nathan Reingold and Marc Rothenberg, ‘Introduction’, in Scientific Colonialism: A Cross-Cultural
Comparison, ed. by Nathan Reingold and Marc Rothenberg (Washington, D.C.: Smithsonian
Institution Press, 1987), citation 31, p. xii. In New Zealand, Tony Ballantyne advocated for what
can be viewed as a systemic model when he challenged historians to ‘move beyond the nation-
state as the organising unit for the writing of the history of imperialism [and to replace it with] a
multi-site imperial history that uses webs as its organizing analytical metaphor, an approach that
views empires as integrative structures that knit, often forcibly, previously disparate and
unconnected points together into a shared space.” Tony Ballantyne, Orientalism and Race:
Aryanism in the British Empire (Basingstoke, Hampshire: Palgrave, 2002), p. 194.
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A much more important difference between the Common-health concept
and earlier models is their respective portrayal of medical professionals. The
American historian of colonial medicine, Douglas Haynes, has argued that the
increasingly critical nature of colonial medical historiography has contributed to
the essentialisation of the medical profession.? Because such work tends to focus
on the negative outcomes of the profession’s activities, ‘colonial medicine’ has
come to be understood as work fundamentally oriented to the task of colonisation,
with its practitioners cast firmly as perpetrators.”* While such research leaves little
doubt that the activities of medical professionals did contribute to the process of
colonisation, it may also overestimate the degree to which the activities of doctors
in colonial settings were ‘geared to the needs of Empire’, rather than to their own
personal or collective professional ends.?

Treating the medical profession as an undifferentiated collective with
common motivations underestimates its heterogeneous and even fragmentary
nature. In the nineteenth century, surgeons, physicians, and apothecaries
competed for patients, occupational status, and autonomy, despite the often
overlapping nature of their work.?® The rise of the hospital in the late nineteenth
century and the development of medical subspecialisation during the first half of
the twentieth resulted in the profession becoming even more strongly demarcated,
both organisationally, and in terms of the range of practice or individual
practitioners.  Hospital-based specialists and community-based general
practitioners undertook significantly different post-graduate training, inhabited

very different occupational spaces, and carried out very different kinds of work,

20 Douglas M. Haynes, ‘Victorian Imperialism in the Making of the British Medical Profession’, in
Decentring Empire: Britain, India and the Transcolonial World, ed. by Durbha Ghosh and Dane
Kennedy (Hyderabad: Orient Longman, 2006), pp. 130-56.

! 1n the ‘Introduction’ to Disease, Medicine and Empire, for example, Roy MaclLeod argues that
the historiography of imperial medicine consists of the ‘histories of medical regimes as
participants in the expansion and consolidation of political rule’. MacLeod, Disease, Medicine and
Empire, p. 2. It should be noted that the image of a unified profession was also actively supported
by medical spokespeople striving to present a united voice in various political debates.

% This is not to suggest that medical practice in Britain’s colonies was driven entirely by individual
or professional self-interest. Rather, it is an assertion of the diversity of professional and personal
motivations that underpinned the work and decisions of medical practitioners. The phrase
‘geared to the needs of Empire’ is taken from Terence J. Johnson and Marjorie Cayagill,
Community in the Making: Aspects of Britain’s Role in the Development of Professional
Development in the Commonwealth (London: Institute of Commonwealth Studies, University of
London, 1972), p. 303.

> p. W. J. Bartrip, Mirror of Medicine: A History of the BMJ, 1840-1990 (Oxford: Oxford University
Press, 1990), p. 5.
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as, indeed, did practitioners within particular specialties, who were often in direct
competition. Writing in the 1970s, the sociologist of medicine, Eliot Freidson,
characterised professional medicine as a collection of ‘warring factions each
struggling for jurisdiction and control over various areas of work.”?* Michael
Belgrave’s observation that the New Zealand medical profession ‘was more of an
abstraction than a social reality’ in the nineteenth century could also be applied to
the twentieth.®

Haynes also argues that the tendency to focus on the effect that colonial
medicine had on patients has contributed to a lack of research into the
ramifications of colonial practice for the medical profession itself. He argues that
much of the scholarship on medical professionalisation in Britain, for example,
has ignored the imperial context entirely, and has thus portrayed
professionalisation as a process that was shaped almost exclusively by domestic
events and conditions.?® The Common-health concept explicitly foregrounds the
movements, motivations, and experiences of individual doctors as critical factors
in the development of specialised medicine. As discussed in the Preface to this
thesis, individuals and interpersonal relationships were at least as influential in the
development of medical services as formal health-related policies and laws.

Over the last forty to fifty years, medical history, like many other social
sciences, has been reformed under the influence of the civil rights and women’s
liberation movements and the increased demographic diversity of its practitioners,
and has become much more attuned to the experiences of marginalised members

of human societies. > The American medical historian Robert Baker has

** Eliot Freidson, Professional Dominance: The Social Structure of Medical Care (New York: Aldine,
1970), p. 16.

> Michael Belgrave, ‘““Medical Men” and “Lady Doctors”: The Making of a New Zealand Medical
Profession, 1857-1941’, PhD Thesis, Victoria University of Wellington, 1985, p. 60.

?® Haynes, ‘Victorian Imperialism’, p. 133.

%’ New social history is a broad field, but is generally characterised by its emphasis on the lives of
‘ordinary’ people in society, and particularly on marginalised groups such as women, children,
and ethnic minorities. Its practitioners foreground both broad social processes and structures
using quantitative demographic analysis and other macro-level techniques, and also the lives and
experiences of ordinary people, accessed through the analysis of sources such as diaries and oral
interviews. Useful surveys of the development and methods of social history include Theory,
Method, and Practice in Social and Cultural History, ed. by Peter Karsten and John Modell (New
York: New York University Press, 1991), New Methods for Social History, ed. by Larry Griffin and
Marcel van der Linden (New York: Cambridge University Press, 1998), Miles Fairburn, Social
History: Problems, Strategies and Methods (New York: St. Martin's Press, 1999), Geoff Eley, A
Crooked Line: From Cultural History To The History Of Society (Ann Arbor: University of Michigan
Press, 2005).
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summarised the ‘social turn’ as a change whereby social scientists stopped writing
about what was right with society and began to discuss what was wrong with it.”®
In the field of academic history, one consequence of this change has been the
adoption of a more critical approach to assessing the influence of those social
elites — politicians, military figures, and doctors — who had previously dominated
the written historical record. This change in focus has not only been true in
historical examinations of colonial medicine performed in the nineteenth century,

but is also evident in the literature on human migration during the twentieth.

Migrations

Physical migration has been a part of many doctors’ lives during the twentieth
century. Doctors moved in huge numbers during each of the century’s two world
wars, both for the purpose of military service and as refugees. After World War
Two, improved transportation technologies allowed doctors to move in pursuit of
professional opportunities facilitated by rapid economic growth and the expansion
of technical medical knowledge. The introduction of Britain’s National Health
Service in 1948 led to large numbers of British doctors travelling to less regulated
and better remunerated Western jurisdictions, primarily in North America. As this
thesis will demonstrate, large numbers of Commonwealth doctors migrated in
pursuit of post-graduate training and qualifications during the three decades that
followed World War Two.

However, the growing historical interest in the experiences of
marginalised peoples since the 1960s has meant that the movement of medical
professionals and other skilled workers is often overlooked within the broader
migration literature. By far the greater part of research conducted on twentieth
century migration has focussed on the movements of marginalised groups, such as
refugees and labour migrants. A useful illustrative example of this tendency can
be found in the Cambridge World Survey of Migration, in which only one chapter

out of ninety-five discusses a group who have not been subject to marginalisation,

% The Codification of Medical Morality: Historical and Philosophical Studies of the Formalisation
of Western Medical Morality in the Eighteenth and Nineteenth Centuries, Volume Two: Anglo-
American Medical Ethics and Medical Jurisprudence in the Nineteenth Century, ed. by Robert
Baker (Dordrecht: Kluwer Academic Publishers, 1995), p. 8.
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either in their communities of origin or in their ‘host’ societies.”® Tellingly, the
one exception to this rule describes its subject — the migration of skilled workers —
as an ‘invisible phenomenon’.** The chapter’s author, Allan M. Findlay, argues
that this invisibility refers in part to the fact that professional migrants were often
not as easily identifiable as groups marginalised by poverty, gender, age or ethnic
background. He also argues that professional migrants are invisible in the
literature because their movements ‘pose no threat in terms of perceived social
and economic burdens for the sender and host societies’. >

The social turn has also shaped research on the migration of doctors during
the twentieth century. During the 1950s, the emigration of British doctors began
to represent a serious challenge for the new nationalised system, which generated
primarily sociological research into the so-called ‘brain drain’ phenomenon.*
However, migration into Britain soon began to attract attention as doctors from
low income Commonwealth countries such as India and Pakistan moved to
Britain in large numbers to take advantage of the vacancies that medical
emigration was creating.*® A similar pattern emerged in New Zealand, as growing
numbers of locally trained doctors sought temporary training or permanent work
opportunities overseas, to be replaced by overseas-trained practitioners from low
income countries. Initially, research into these movements focussed on their

repercussions for receiving countries. However, in the late 1960s and early 1970s,

? The Cambridge Survey of World Migration, ed. by Robin Cohen (Cambridge: Cambridge
University Press, 1995). An indicative sample includes Ong Jin Hui’s chapter ‘Chinese indentured
Labour: Coolies and Colonies’, Robert Scally’s ‘The Irish and the Famine Exodus’, Shubi Ishemo’s
chapter ‘Forced Labour and Migration in Portugal’s African Colonies’, and Helmut Loinskandl’s
‘lllegal Migrant Workers in Japan’. The few entries which do not study marginalised groups do
not study specific groups at all, but focus instead on theoretical or thematic approaches or policy
topics: Roger Daniels compares international immigration policies, Daniél Joly brings a similar
approach to asylum policies, Ewa Morawska explores a regional-system approach in her
investigation of East European migration, and Giovanna Campani considers migration through
the lens of gender.

% Allan M. Findlay. ‘Skilled Transients: The Invisible Phenomenon?’, in The Cambridge Survey of
World Migration, pp. 515-22

*! Findlay, p. 515.

%2 See David Wright, Nathan Flis and Mona Gupta, ‘The 'Brain Drain' of Physicians: Historical
Antecedents to an Ethical Debate, 1960—-79’ in Philosophy, Ethics, and Humanities in Medicine,
2008, volume 3, number 24, pp. 24-42 of online version, URL: http://www.peh-
med.com/content/3/1/24, accessed 21 August 2009, and Judith Fortney, ‘Immigrant
Professionals: A Brief Historical Survey’, International Migration Review, volume 6, number 1
(Spring 1972), pp. 50-62.

3 ‘Low income country’ is the currently accepted term for countries previously described as
‘developing’ or ‘third world’. See World Bank, ‘How we Classify Countries’, URL:
http://data.worldbank.org/about/country-classifications.
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led by the European trained health economist Oscar Gish, research began to
highlight the ethical problems associated with wealthy nations receiving doctors
from countries that could not afford to lose them.**

Research into this aspect of twentieth century medical migration is entirely
justified by its potential ramifications for the health-care capabilities of low
income countries.*> However, it has also meant that the movement of doctors from
high income countries in the years after World War Two has received
comparatively little academic scrutiny. This is particularly true for the New
Zealand context, where the importance of international movements in the careers
of New Zealand specialists stands in stark contrast to the amount of research,
historical or otherwise, concerning those movements.* Much of the New Zealand
scholarship on post-World War Two medical migration focusses on issues around
workforce depletion and the integration of migrants coming into New Zealand,
and focusses almost exclusively on contemporary, rather than historical,

movements.®’

3 Wright, Flis and Gupta, pp. 24-42. Important articles by Gish included ‘Overseas-Born Doctor
Migration 1962-66’, British Journal of Medical Education, volume 5, number 2 (June 1971), pp.
92-109, ‘British Immigration, 1955-1968’, International Migration Review, volume 3, number 1
(Autumn 1968), pp. 19-37, and ‘Commonwealth Medical Immigrants’, Lancet, volume 2, number
7567 (7 September 1968), pp. 566-67.

* Rather than citing a small selection of the many examples of research into medical migration
from low income countries, | refer the reader to the extensive references listed in Wright, Flis
and Gupta (footnote 32 above).

*® Much of the extant scholarship focuses on the experiences of immigrant doctors to New
Zealand during the period of formal colonisation, or on the influence of their primarily Scottish
educations on the development of health services in New Zealand. See James Beattie, ‘Natural
History, Conservation and Scottish-trained Doctors in New Zealand, 1790-1920’ (forthcoming).
References to the immigration of doctors to New Zealand can be found in several early medical
biographies such as Sir James Elliott’s Scalpel and Sword (Sydney: Angus & Robertson, 1936) and
Bernard Myers’ The Reminiscences of a Physician (Wellington: Reed, 1949). Short references also
exist in Rex Wright-St Clair's Medical Practitioners in New Zealand, 1840 to 1930 (Hamilton: Self
Published, 2003) and Robert Valpy Fulton’s succinctly titled Medical Practice in Otago and
Southland in the Early Days: A Description of the Manner of Life, Trials, and Difficulties of Some of
the Pioneer Doctors, of the Places in Which, and of the People Among Whom, They Laboured
(Dunedin: Otago Daily Times, 1922). See also Bob McKerrow’s Ebenezer Teichelmann: Pioneer
New Zealand Mountaineer, Explorer, Surgeon, Photographer and Conservationist: Cutting Across
Continents (New Delhi: Tara-India Research Press, 2005), and Gerda Elizabeth Bell’s Ernest
Dieffenbach: Rebel and Humanist (Palmerston North: Dunmore Press, 1976).

7 Examples of such work in the New Zealand context include Edward Miller, et al, ‘Emigration of
New Zealand and Australian Physicians to the United States and the International Flow of
Medical Personnel’, Health Policy, volume 43, issue 3 (March 1998), pp. 253-70, J. Barnett,
‘Geographical Impacts of Restricting Foreign Medical Immigration: A New Zealand Case Study,
1976-87’ in Social Science & Medicine, volume 33 (1991) pp. 459-70, Steven Lillis, lan St George,
Ruth Upsdell, ‘Perceptions of Migrant Doctors Joining the New Zealand Medical Workforce’, New
Zealand Medical Journal, volume 119, number 1229 (17 February 2006), R. Kearns, J. Myers and
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Further, the tendency to treat the medical profession as a single,
homogeneous collective, as discussed above, has contributed to a general failure
to acknowledge important demarcations within the profession, and the effects of
those demarcations on migration experiences and patterns. Most research
investigates what might be called ‘career’ migrations, or movements undertaken
by fully qualified doctors in pursuit of new jobs.®® Movements carried out for
other purposes, such as the pursuit of post-graduate training and qualifications,
have received far less attention. There has also been little differentiation between
general practitioners and hospital-based doctors, between the practitioners of
different specialties, or between doctors of different genders. Later chapters will
demonstrate that these differences could have a profound effect on migration
patterns and experiences, and on subsequent career trajectories.

Finally, the essentialisation of the medical profession, together with the
tendency to focus on the motivations and experiences of migrant doctors from low
income countries, has sometimes led to a failure to differentiate between doctors
from different high or mid-income countries. David Smith’s comprehensive 1978
survey of medical migrants working in Britain’s National Health Service, for
example, routinely grouped doctors from New Zealand, Australia, South Africa,
Canada and Rhodesia (now Zimbabwe) under the blanket term ‘white
Anglophone’ doctors.®® In Smith’s work, this led to generalisations that obscured

important differences between doctors from those countries. For example, Smith

V. Adair, ‘What Makes ‘Place' Attractive to Overseas-Trained Doctors in Rural New Zealand?’,
Health and Social Care in the Community, volume 14 (2006), pp. 532-40.

® Important historical work on permanent medical migration of ‘Anglophone’ doctors in the
Common-health context includes L. Hogg, ‘Migration of a Professional Class: Case Study of
Scottish-trained Doctors Who Have Emigrated to the Greater Wellington Area (BA Thesis,
Victoria, 1981), Sarah (Sally) Wilde, ‘Practising Surgery: A History of Surgical Training in Australia,
1927-1974’, PhD Thesis, University of Melbourne, 2003, David Wright, Sasha Mullally, and Mary
Colleen Cordukes, ““Worse than Being Married”: The Exodus of British Doctors from the National
Health Service to Canada, c. 1955-75’, Journal of the History of Medicine and Allied Sciences,
volume 65, number 4 (October 2010), pp. 546-575, and Wright, Flis and Gupta. For work on
undergraduate migration, see |. Wotherspoon, ““The Most Powerful Medical Magnet in Europe”:
Edinburgh University’s Medical School and the Overseas World, 1880-1914’, Journal of the Royal
College of Physicians of Edinburgh, volume 34, number 2 (2004), pp. 153-59.

** David J. Smith, Overseas Doctors in the National Health Service (London: Policy Studies
Institute, 1980), pp. 8-10, 36. In part, this grouping likely derives from the small number of
‘Anglophone’ doctors working in the British health service compared to ‘non-white’ doctors.
Smith’s survey found that seventeen per cent of all overseas doctors and twenty per cent of
hospital-based doctors practising in England in 1977-8 came from the Indian sub-continent, while
doctors from New Zealand, Australia, South Africa, Canada and Zimbabwe together made up only
three per cent.
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concluded that the relatively low proportion of Anglophone doctors who sat
formal College examinations while in Britain suggested that their main motivation
was to have a leisurely ‘Grand Tour’ type experience, in contrast to the more
focussed professional motivations of doctors from India, Pakistan, and the Middle
East.*” But this conclusion failed to acknowledge important differences between
so-called ‘Anglophone’ countries. Several interviewees for this thesis expressed
the opinion that New Zealand doctors were more highly motivated than most of
their ‘Anglophone’ colleagues, due mainly to the personal and financial costs of
travelling literally half way around the world.** The low examination rates also
reflect the fact that by the 1970s, New Zealand doctors were generally more
interested in accruing practical experience in British hospitals than in securing
post-graduate qualifications.** Another critical point of difference between most
Anglophone countries and New Zealand was the small population of the latter,
which had ramifications for the style of undergraduate teaching available in its
medical school, for the viability of its specialist training schemes, and for the
country’s ability to employ specialists once they were trained and qualified.
Treating Anglophone doctors as a single group almost certainly obscures
important differences between other Anglophone countries also.

Through its investigation of a small subset of twentieth century medical
migrants, that is, New Zealand doctors travelling for post-graduate training and
qualifications, this thesis seeks to explore some of these hitherto overlooked
variations, and to contribute to a more nuanced understanding of medical
migration in general. The adoption of an international frame, and the related
contention that the medical profession was in many ways fundamentally
international, does not imply that medicine or its practitioners were the same
across the globe, or even across the particular network under discussion. While
mechanisms of international exchange operated within and through interpersonal
networks and institutions, they were also influenced by the particular regional,
national, or local contexts within which their colleagues and their institutions

worked. Factors such as population size and distribution, economic conditions,

a0 Smith, Overseas Doctors in the National Health Service, p. 36.

* canadian doctors, for example, had a reputation for taking an almost cavalier approach to their
examination preparation in Britain. Personal communication, name withheld by request.

* This change is discussed in detail in Chapter 7: The ‘Fragmenting’ of the Common-health, 1965-
75.
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institutional rules, and the backgrounds and personalities of individual
practitioners all contributed to the form and function of international medical
exchange. Indeed, in many ways, the Common-health system was the interaction
of local factors.

Pierre Bourdieu: Theories of Integration

In 2005, the New Zealand-born imperial historian, J. G. A. Pocock, called for
historians to consider the relationships between individuals, organisations, and the
particular nation-states within which they are situated, framed within a broader
‘archipelago’ or ‘star-cluster’ of connected national histories.*® Two years later,
the Canadian historians Sasha Mullally and David Wright called for researchers
on medical migration to augment ‘the analysis of macro-data, broad trends, and
policy documents’ that typifies such studies with approaches that considered the
‘individual and group experiences’ of physicians.** In effect, these calls are very
similar to Peter Gibbons’ suggestion, discussed above, that ‘micro’ and ‘macro’
level studies be used, singly or in partnership, as an alternative to nation-based
analytical and narrative frames.

Fundamentally, the ‘Common-health’ concept is a shorthand term for the
complex international system of interpersonal relationships, professional
organisations, discourses and policies that has emerged from a research
programme based on these ideas; the Common-health concept is the outcome, and
not the starting point, of this thesis. As such, the Common-health concept
therefore reflects the theoretical models that | have used throughout this research
project to conceptualise, identify, and communicate the complex interaction of the
system’s many ‘components’. As discussed in the Introduction, the underlying
analytical principle of this thesis is the idea that the various aspects of
international professional exchange were deeply interconnected, but not mutually

reducible, an idea best summarised by Nancy Fraser’s concept of of ‘perspectival

. G. A. Pocock, The Discovery of Islands (Cambridge: Cambridge University Press, 2005), pp. xi,
19, 42-3.

* Sasha Mullally and David Wright, ‘La Grande Séduction: The Immigration of Foreign-Trained
Physicians to Canada, c. 1954-74, Journal of Canadian Studies, volume 41, number 3 (Fall 2007),
p. 19.
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dualism’. For the purposes of this thesis, the most valuable existing model for the
application of Fraser’s principle is found in the work of French sociologist and
social theorist Pierre Bourdieu. Fundamentally, Bourdieu’s work represents an
attempt to investigate individuals and their social contexts without reducing one to
the other.”® The theoretical formulation that Bourdieu proposes to achieve this
involves several key concepts interacting within a particular ‘generative’
relationship, the most important of which are the habitus and the social field. *°

The habitus refers to the complex set of values, preferences, beliefs, fears,
desires and prejudices — conscious, subconscious, and unconscious — that
‘dispose’ an individual to behave in certain ways. A person’s habitus is formed
partly under the influence of formal and semi-formal teaching over the course of
his or her life, but also by their informally absorbing social and cultural norms.
Bourdieu viewed this latter process as a more important method of habitus
formation, because those aspects of an individual’s personality that are absorbed
and developed unconsciously are less easily accessible to self-reflection than are
conscious thoughts, with the result that the behaviours they produce are less
amenable to being controlled or changed.*’

However, this does not mean that the habitus determines an individual’s
behaviour. While people are disposed to act in certain ways by their particular
attitudes and beliefs, the decisions that they make are also shaped by their position
within a range of social structures, or social fields. Bourdieu does not conceive

these as ‘domains’ or easily defined spaces, but as dynamic structures consisting

> Although Bourdieu emphasised the application of theory over theory as an end in itself, several
of his publications explored the theoretical aspects of his work in detail. Useful examples include
Outline of a Theory of Practice, translated by Richard Nice (Cambridge: Cambridge University
Press, 1977), Reproduction in Education, Society and Culture, with Jean-Claude Passeron (London:
Sage, 1990 [first published in French, 1970]), In Other Words: Essays Toward a Reflexive Sociology
(Cambridge: Polity, 1990), Language and Symbolic Power (Cambridge: Polity, 1991), The Logic of
Practice, translated by Richard Nice (Cambridge: Polity, 1992), and Practical Reason : on the
Theory of Action (Cambridge: Polity Press, 1998). Valuable secondary works on Bourdieu’s theory
include An Introduction to the Work of Pierre Bourdieu: The Practice of Theory, ed. by Richard
Harker, Cheleen Maher and Chris Wilkes (Basingstoke: MacMillan, 1990), Richard Jenkins, Pierre
Bourdieu (London: Routledge, 2002 [first published 1992]), Bourdieu: A Critical Reader, ed. by
Richard Shusterman (Oxford: Blackwell, 1999), ‘Theorising Practice’, in Understanding Bourdieu,
ed. by Jen Webb, Tony Shapiro and Geoff Danaher (Crow’s Nest, New South Wales: Allen and
Unwin, 2002), pp. 45-62, and Peter Jackson, ‘Pierre Bourdieu, the “Cultural Turn” and the
Practice of International History’, Review of International Studies, volume 34 (2008), pp. 155-181.
6 Harker, Maher and Wilkes describe Bourdieu’s central thesis as ‘generative structuralism’, in
reference to the ‘mutual penetration of objective and subjective structures’ that characterises his
work. Harker et al, pp. 3, 15.

47Jenkins, p. 165.
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of related sets of positions within a relatively autonomous social world, related to
each other by particular expectations, customs, and rules. ®® The field of
professional medicine, for instance, comprises positions for practitioners, patients,
researchers, teachers, students, and administrators, all of which have particular
expectations, rules, or customs attached to them. Importantly, it was Bourdieu
who insisted that research into social formations should begin with an empirical
investigation of particular practices, and should only then attempt to delineate the
extent and character of the social field within which those practices occur.*
Bourdieu does not suggest that any social formations ‘discovered’ through this
method are any more objectively real than those previously identified. Rather, he
argues that this theoretical and empirical approach supports researchers to
minimise the extent to which their work perpetuates preconceptions associated
with existing social formations, such as the nation.*® As alluded to above, the
social field concept and its associated methodological sequence has provided the
template upon which the Common-health system has been constructed as an
alternative to nation-centred analytical and narrative frames.

For Bourdieu, human behaviour is the outcome of habitus-bearing
individuals participating, negotiating, and strategizing in the context of the many
social fields that they occupy: families, professions, artistic communities,
religions, and others. He also argues that this interplay constitutes and
reconstitutes the habitus and fields themselves: individuals are constantly
reshaped by their immersion in social fields, and they in turn transform social
fields ‘as world[s] of meaning’.51 Bourdieu’s conception of society, therefore, can
be seen as an exemplar of Fraser’s concept of ‘interpenetrating but differentiated’.
While acknowledging that individuals and their social contexts are not the same
phenomenon, he insists that it is impossible to analyse one without making
reference to the other. Individual minds and their surrounding structures —
cultural, social, economic, and discursive — are understood to be mutually

constitutive and inseparable.

8 Harker et al, p. 8.

* Harker et al, p. 15.

% Jen Webb, Tony Shapiro and Geoff Danaher, Understanding Bourdieu (Crows Nest, Australia:
Allen and Unwin, 2002), pp. 45-62.

> Harker et al, p. 170.
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While habitus and social fields are the main two concepts in Bourdieu’s
theoretical formulation, several other conceptual tools are required before the
theory can do the work demanded of it. One of these is the idea of capital, which
Bourdieu defines as ‘all things, material and symbolic . . . that present themselves
as rare and worthy of being sought after in a particular social formation.”>? Capital
can therefore take many forms, from material and economic assets to forms of
‘cultural capital’ such as intelligence, the ability to articulate ideas, or familiarity
with technical language, the mastery of which enables a person to succeed within
a particular social field. Bourdieu also suggests that the power of a given form of
capital increases in proportion to the ease with which it can be ‘converted’ into
other forms within a social field, or ‘transposed’ between social fields.>® In the
field of specialised medicine, for example, medical knowledge has value not only
because it can help patients, but because it can be converted into financial capital
through lucrative hospital appointments or successful private practices, or
transposed into political influence through public comments on health policy. In
this regard, the most valuable form of capital is the symbolic, which is, in effect,
capital manifesting in a disguised form. Material wealth, for example, can appear
in the form of an individual’s accent, physical carriage, and personal ‘style’. The
value of symbolic capital is that it often retains potency across many social
fields.>* Bourdieu claims that symbolic capital allows those who possess it to
represent their own values and preferences as ‘natural’, thereby ensuring their
acceptance by other participants in the social field.>®

For the purposes of this thesis, the value of the concept of capital is
twofold. First, it facilitates an awareness of motivations for medical migration
beyond the economic, thereby avoiding economic reductionism in source analysis
and interpretation. Secondly, it enables a more nuanced understanding of the ways
in which various actors and organisations within the Common-health system
accessed, accumulated and retained various forms of capital, including specialised
knowledge, personal contacts, professional autonomy, social status, and

institutional power, among many others.

>? pierre Bourdieu, Outline of a Theory of Practice (Cambridge: Cambridge University Press, 1977,
published in French 1972), p. 178.

>3 Harker et al, p. 13-14, and Jenkins, p. 78.

>* Harker et al, p. 13-14.

> Harker et al, pp. 13-14, and Jackson, pp. 165-71.
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Perhaps the most useful aspect of Bourdieu’s formulation is that his ideas
about the interaction of habitus, social fields, and capital are not presented as a
rigid template into which data should be entered in pursuit of a particular
‘answer’, but instead represent a set of conceptual tools designed to explore the
complexity of human societies.*® For this reason, the following chapters make no
attempt to use Bourdieu’s terminologies to describe the ways in which the social
backgrounds of doctors influenced their career paths, or to tease apart the
changing distribution of various forms of capital in particular professional settings
over time. Nonetheless, these concepts serve as the theoretical basis for the
Common-health as an analytical frame. The following chapters reflect Bourdieu’s
awareness of the unboundedness of social fields, their intersections, the influence
of doctors’ personalities, and the constant negotiation that occurs between people
and their surroundings. Bourdieu’s ideas also help to clarify the particular
processes that lead to both historical change and historical continuity. If, as
Bourdieu suggests, social formations are sustained by the accumulation of capital,
then the corollary must be that formations change as the many things that doctors

valued shift within and between them.®’

Sources and Methodology

To borrow the phraseology of sociologists Peggy Levitt and Nina Glick Schiller,
the Common-health system comprised both connections ‘on the ground’, such as
personal friendships, institutional ties, and the international branches of
professional organisations, and ‘ideologies of connection’ such as shared
professional beliefs and conventions, and common policy goals.® In order to
acknowledge all of these aspects, and their interaction, this thesis uses a mixed
methodology to examine a broad range of historical sources, including New
Zealand medical autobiographies and biographies, governmental and professional

medical workforce surveys, institutional and organisational histories, New

*® Harker et al, p. 3.

57Jackson, p.171.

*® These phrases come from Peggy Levitt and Nina Glick Schiller, ‘Conceptualising Simultaneity: A
Transnational Social Field Perspective on Society’, International Migration Review (volume 38,
number 145 (Fall 2004), p. 5.
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Zealand medical obituaries, journal articles and editorials, recorded interviews,
and personal letters.*

Michel Foucault, the French social philosopher and historian, stated that
‘whenever, between objects, types of statement, concepts, or thematic choices,
one can define a regularity (an order, correlations, positions and functionings,
transformations), we will say that we are dealing with a discursive formation.”®®
Together, the written texts and spoken testimonies in which medical professionals
from New Zealand and Britain referred to some aspect of international
professional exchange represent the primary site of analysis for this thesis. These
texts provide useful information about the workings of the Common-health,
including quantitative data about the numbers of New Zealand specialists who
travelled overseas, their destinations, the duration of their visits, and the outcomes
of their overseas travel in terms of the attainment of specialised experience,
formal qualifications, membership of professional associations, or affiliations with
overseas hospitals. They also provide insights into the motivations, meanings, and
consequences of medical migration for individual doctors, for their families, for
professional bodies, and for the structure of the medical profession as a whole.

Crucially, this discursive formation can also provide insights into the
various contexts — social, economic, cultural, political, and personal — within
which they were produced.®® In this regard, the discursive analysis of various
medical texts complements Bourdieu’s formulation, which foregrounds the
relationship between individual subjectivities and social structures, by providing
insights into collective perceptions and understandings of the form and function of
international medical structures. This is important because collective perceptions

and characterisations had immense politically instrumentality, and as such, played

**The relatively recent appearance of specialised medicine meant that it did not figure
prominently in any survey of the New Zealand medical workforce until 1968, when the
establishment of a public subsidy for specialist medical treatment made it necessary to create a
specialist register.

® Michel Foucault, Archeology of Knowledge, trans. A. M. Sheridan Smith (New York: Pantheon
Books, 1972), p. 38. Foucault’s definition suggests that no discourse exists objectively, waiting to
found or identified. Instead, discursive formations are constituted by their selection for the
purpose of addressing a particular research problem.

*1 Ove K. Pedersen, ‘Discourse Analysis’, Working paper No. 69, International Centre for Business
and Politics, Copenhagen Business School (2009), unpaginated. Accessed online at URL:
<openarchive.cbs.dk/bitstream/.../WP%20CBP%202009-65.pdf?...1Similar>, 28 June 2012.
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a significant role in the development of the Common-health system over time, at
all of its various levels.

The remainder of this chapter describes the various sources used in this
thesis, outlines the ways in which they have been analysed and interpreted, and

considers their limitations.

Published Sources

Perhaps the key methodology employed in the research for this thesis has been the
re-evaluation of various published works relevant to post World War Two New
Zealand medical migration for the insights that they can provide into international
patterns, structures, and relationships. As discussed in the Introduction, reading
the autobiographies of New Zealand medical practitioners and the histories of
New Zealand medical institutions and organisations through an international lens
leaves no doubt about the scale and importance of international connections. In
several cases, the evidence for this is apparent in the titles and cover images of the
books concerned. The autobiographies of Donald Matthews and Sir Douglas
Robb, entitled Medicine My Passport and Medical Odyssey respectively, are the
most obvious examples of this, while Sarah Wilde’s history of the Urological
Society of Australasia, Joined Across the Waters, is perhaps the drollest.®* The
cover image of Gwen Wilson’s history of Australian anaesthesia, One Grand
Chain, also highlighted international connections by depicting a golden chain
looping between New Zealand and Australia, before heading off the back cover in
a north-westerly direction, presumably towards the United Kingdom (See Figure 1

below).

®2 Donald Stafford Matthews, Medicine My Passport (London: George G. Harrap & Co, 1957), Sir
Douglas Robb, Medical Odyssey: An Autobiography (Auckland: Collins, 1968), Sarah (Sally) Wilde,
Joined Across the Water: A History of the Urological Society of Australasia (Melbourne: Hyland
House, 1999), and Gwen Wilson, One Grand Chain: The History of Anaesthesia in Australia, 1846—
1962 (Melbourne, The Australia and New Zealand College of Anaesthetists, 1995). Also notable is
Rex Wright-St Clair’s biography of Sir David Monro, Thoroughly a Man of the World (Christchurch:
Whitcombe and Tombs, 1971).
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Figure 2: Front Cover, Gwen Wilson, One Grand
Chain: The History of Anaesthesia in Australia,
1846-1962 (Melbourne: Australia and New Zealand
College of Anaesthetists, 1995).

The text of such works also demonstrates the enormous variety and
ubiquity of international connections. The published histories of New Zealand,
Australian, or Australasian medical associations and societies tend to emphasise
formal connections, such as the often complex links between local organisations
and ‘parent’ British bodies, or the organisation of ‘official’ visits, conferences,

and exchange programmes.®® Less overt references can be found in membership

6 Examples beyond those cited in the previous note include Colin Hooker’s Orthopaedics in New
Zealand (Wellington: Orthopaedic Association of New Zealand, 1996), and Rex Wright St Clair’'s A
History of the New Zealand Medical Association; The First 100 Years (Wellington: Butterworths,
1987), Ronald Winton’s, Why the Pomegranate: A History of the Royal Australasian College of
Physicians (Sydney, Royal Australasian College of Physicians, 1988), Josephine Wiseman’s To
Follow Knowledge: A History of Examinations, Continuing Education and Specialist Affiliations of
the Royal Australasian College of Physicians (Sydney: Royal Australasian College of Physicians,
1988), and Mervyn J. Eadie’s The Flowering of a Waratah: A History of Australian Neurology and
of the Australian Association of Neurologists (Sydney: John Libbey, 2000).
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lists, which sometimes provide information about post-graduate qualifications and
the institutions at which they were obtained, and in references to the
dissemination of medical technology between countries. The autobiographies of
individual New Zealand doctors tend to contain fewer references to formal modes
of connection, but are often rich with references to informal professional
friendships, often maintained over very long periods of time and over long
distances.® These autobiographies also contain valuable clues about the specific
ways in which international relationships and experiences influenced their
authors’ subsequent careers.

Medical journals represent the other main source of information about the
structure and operation of the Common-health system. Medical journals
represented — and continue to represent — one of the main conduits for the
international exchange of ideas in the field of medicine. During the post-World
War Two period, major journals such as the Lancet, the British Medical Journal,
and the New England Journal of Medicine had significant international
readerships. Many smaller specialist journals also had international audiences.
During the period that this thesis examines, many specialist fields were still
becoming established, with the result that the number of specialists working in
any one country was often small. In order to generate the professional interactions
required to share ideas, develop new approaches, and to promote professional
interests, specialists often formed associations and journals with regional, rather
than national foci.®®

Much of the content of these medical journals was scientific in character,
describing new innovations in diagnosis and treatment. However, this thesis
focuses primarily on their ‘non-scientific’ content, and in particular on items that

provide insights into the structure and operation of the Common-health system.®®

* While this is true for both the autobiographies of New Zealand specialists and general
practitioners, references to international connections among the latter group tend to be the
result of migration for the purposes of receiving undergraduate education, rather than post-
graduate specialist training. The reasons for this are discussed in Chapter 3: The Development of
the Common-health.

® In Australasia, a number of specialty journals appeared in the years following World War Two,
in the sub-disciplines of surgery, medicine, radiography, ophthalmology, psychiatry, and
obstetrics and gynaecology.

® In part, this is because the contention that medical science was international in nature is
largely self-evident and requires no academic verification. This is not to claim that science was
acultural and as such unaffected by the particular national settings within which it was pursued.
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This narrowed focus still leaves for consideration an enormous range of topics,
discussed in a number of discursive modes. Lead articles and editorials, policy
statements, surveys, reader correspondence, and contributions from non-medical
figures such as government ministers all spoke to debates about immigration
policies, overseas working conditions, medical education and post-graduate
training standards, ‘medical manpower’ shortages, and proposals to expand or
alter various ‘nationalised’ health services. When analysed through an
international lens, it is clear that international factors such as practitioner mobility
were central to all of these debates.®’

This thesis focuses primarily on material published in the New Zealand
Medical Journal and the British Medical Journal, but also draws on topical
journals such as the British Post-Graduate Journal and the Journal of Medical

Discussions about the influence of place or culture on scientific enquiry can be found in works
such as David N. Livingstone’s Putting Science in Its Place: Geographies of Scientific Knowledge
(Chicago: University of Chicago Press, 2003), Timothy Lenoir’s Instituting Science: The Cultural
Production of Scientific Disciplines (Stanford: California University Press, 1997), Sarah Franklin’s
‘Science as Cultures, Cultures of Science’, Annual Review of Anthropology, volume 24 (1995), pp.
163-84, S. Harding's ‘Is Science Multicultural? Challenges, Resources, Opportunities,
Uncertainties’, Configurations, volume 2, number 2 (Spring 1994), pp. 301-30, and Adi Ophir and
Steven Shapin’s ‘The Place of Knowledge: A Methodological Survey’, Science in Context, volume
4, number 1 (1991), pp. 3-21. For discussions about the relationship between culture and medical
science, see Christopher Lawrence, ‘Incommunicable Knowledge: Science, Technology and the
Clinical Art in Britain 1850-1914’, Journal of Contemporary History, volume 20, number 4
(October 1985), pp. 503-520, Ronald Numbers and John Harley Warner, ‘The Maturation of
American Medical Science’, in Scientific Colonialism: A Cross-Cultural Comparison, ed. by Nathan
Reingold and Marc Rothenberg (Washington: Smithsonian Institute Press, 1987), pp. 191-216,
and William A. Glaser, Social Settings and Medical Organisation: A Cross National Study of the
Hospital (New York: Atherton Press, 1970).

&7 During the late-nineteenth and early twentieth centuries, such debates covered issues such as
the terms of employment for lodge practice, statutes against irregular practice, prospects for
remuneration or general work conditions, and overall recommendations about whether
migration was advisable under the prevailing conditions. Examples relevant to New Zealand
include ‘The Prospect of Medical Practice in New Zealand and Australia’, British Medical Journal,
volume 2, number 1288, (5 September 1885), pp. 455-464, ‘To Those Going To the Colonies’,
British Medical Journal, volume 2, number 1677, (10 December 1892), p. 1323, ‘Friendly Societies
in New Zealand’, British Medical Journal, volume 1, number 1747, (23 June 1894), p. 1370,
‘Medical Legislation in New Zealand’, British Medical Journal, volume 1, number 2161, (31 May
1902), p. 1352-3, and ‘New Zealand’, British Medical Journal, volume 2, number 2439, (28
September 1907), pp. 847-8. For examples of internationally orientated content in the latter part
of the twentieth century, see ‘Specialists' Register and Consultation Benefit in New Zealand’,
British Medical Journal, volume 4, number 5678, (1 November 1969), pp. 290-2, D. S. Cole, ‘Post-
graduate Medical Education: The Graduate Phase in New Zealand’, New Zealand Medical Journal,
volume 78, number 496, (8 August 1973), pp. 118-24, ‘Medical Manpower in Australia’, New
Zealand Medical Journal, volume 84, number 577, (8 December 1976), pp. 427-32, ‘Editorial: Too
Many Doctors in Australia?’, New Zealand Medical Journal, volume 90, number 639, (11 July
1979), pp. 14-15, and ‘Editorial: The NHS in Britain Under Review’, New Zealand Medical Journal,
volume 90, number 643, (12 September 1979), pp. 197 -8.
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Ethics, and specialty Australasian journals such as the Australia and New Zealand
Journal of Surgery and the Australia New Zealand Journal of Obstetrics and
Gynaecology. Although these publications together represent only one small
‘branch’ of the broader Common-health system in terms of their geographic
location, they all functioned as conduits for a range of issues with origins and
ramifications well beyond Australasia and Britain. The decision to focus on
journals from one geographical branch therefore does not diminish the ability to
re-imagine the broader Common-health system, but arguably strengthens it by
highlighting the presence of internationally oriented content in small, ostensibly

‘national’ publications.

Recorded Interviews

As noted in the Preface, this thesis project arose from earlier research into the
history of Waikato hospital, and specifically from a series of twenty-six recorded
interviews with specialists who had worked in that institution for large parts of
their careers. Those interviews were conducted using a ‘life narrative’
methodology, designed to provide participants with the freedom to dictate the
course and structure of their interviews by raising, suppressing, or emphasising
those aspects of their experience that were most significant to them. In theory, this
approach provides interviewees with greater freedom to shape their narratives
than is the case in interviews arranged around a set of pre-determined questions.
By extension, the creation of interviewee-led narratives also provides the
researcher with greater opportunities to identify and consider the importance of
various contextual factors, by noting the degree to which they are emphasised in,

or excluded from, interviewee narratives.%

® For a discussion of life narrative methodology, see Valerie J. Janesick, Oral History for the
Qualitative Researcher: Choreographing the Story (New York: Guilford Press, 2010), The Oral
History Reader, ed. by Robert Perks and Alistair Thomson (New York: Routledge, 2006),
Alessandro Portelli, The Battle of Valle Giulia: Oral History and the Art of Dialogue (Madison,
Wis.: University of Wisconsin Press, 1997), particularly section 1, pp. 3-88, Appendix 1 of Alistair
Thomson’s Anzac Memories: Living With the Legend (Melbourne: Oxford University Press, 1994),
pp. 225-39, Methods of Life Course Research: Qualitative and Quantitative Approaches, ed. by
Janet Z. Giele and Glen H. Elder Jr. (London: Sage, 1998), and Donald Ritchie, Doing Oral History:
a Practical Guide, Second Edition (New York: Oxford University Press, 2003).
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In practice, however, it is impossible for any interviewer to avoid
exercising some form of influence over the form and structure of the interviews
they conduct. Pierre Bourdieu has argued that all interviews are conducted within
a constructed ‘postulate of meaning’ that varies according to a range of factors,
including the interview setting, the nature of the relationship established between
the interviewer and the interviewee, and the relative ‘social position and
trajectory’ of participants.®® Social anthropologist and oral historian Elizabeth
Tonkin makes a similar point when she argues that ‘one cannot detach the oral
representation of pastness from the relationship of teller and audience in which it
was occasioned.” " In the initial Waikato hospital project, for example, all
interviewees were aware that the institutional focus of the project required them to
speak primarily about their professional lives. However, they were also assured
that the project aimed to incorporate biographical details, and were therefore
encouraged to discuss their careers within the wider context of their personal and
family lives. It was with this understanding that many doctors spoke about aspects
of their lives outside of Waikato hospital, such as their experiences travelling
overseas to secure post-graduate training and qualifications.

The intellectual rationale behind the life narrative methodology has proved
much more difficult to sustain in the current thesis project. This is due to the
combined effects of a more focussed research topic and the more stringent
requirements for informed consent associated with research in the University
environment. To satisfy these requirements, all participants were informed in
advance about the scope, purposes, and methods of the research project. While
this is a necessary and valuable exercise, it all but negated the possibility of
obtaining interviewee-led narratives using themes that diverged far from those
that had been suggested during the consent process. For this reason, several of the
life narrative interviews conducted during the Waikato Hospital history project
have been re-analysed, with the interviewees’ permission, for use in this thesis.
Four participants in the original project were also re-interviewed, while ten new

interviews were conducted with doctors from other parts of New Zealand.” In

% pierre Bourdieu, ‘The Biographical lllusion’, in Identity: A Reader, ed. by Paul du Gay, Jessica
Evans, and Peter Redman (London: Sage, 2000), p. 300.

"% Elizabeth Tonkin, Narrating Our Pasts: The Social Construction of Oral History (Cambridge:
Cambridge University Press, 1992), p. 2.

" The selectivity of the interviewee sample used here is discussed in final section of this chapter.
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total, this thesis draws upon twenty-two interviews with doctors who travelled
overseas for post-graduate training during the three decades that followed World
War Two."

Each ‘set’ of interviews — and indeed every participant — required different
approaches in terms of the kinds of questions that were asked and the subsequent
analysis of the resulting testimonies. Of those doctors who had already
participated in the Waikato hospital project, specific questions were asked about
aspects of their initial interviews that were of particular relevance for the thesis.
However, several of those °‘repeat’ participants had found that the initial
interviews had stimulated memories that they were eager to recount. These
interviews were largely participant-led, and often provided valuable additional
insights. Interviews with new participants also varied from person to person, but
were in general more interactive than those conducted under the life narrative
methodology. While all new interviewees were given freedom to shape their
narratives, direct questions were also used to extract additional detail and meaning
from the participants’ own statements.

Techniques of analysis also varied according to the structure of the
interview. All interviews were analysed, in part, in what historian Michael Roper
describes as the ‘reconstructive’ mode, to find information about each doctor’s
migration experiences and their interactions with various international networks
and relationships.” I also used more ‘interpretive’ discursive analysis techniques
to examine the ways in which they characterised themselves and their profession,
structured their narratives, assigned causation to particular events or attributes.

However, | tended to use this approach more circumspectly in those interviews

72 New Zealand historian Dorothy Page generously provided some excerpts from interviews she
conducted during her research for Anatomy of a Medical School: A History of Medicine at the
University Of Otago, 1875-2000 (Dunedin: University of Otago Press, 2008). As this material did
not figure strongly in my subsequent analyses, | do not discuss it here.

” The historian, Michael Roper, used these terms to describe different ‘periods’ of oral history
methodology: up until the 1970s, oral accounts tended to be used by historians as unproblematic
sources of ‘factual evidence’ (the reconstructive mode), whereas recent practice acknowledges —
and makes use of —the inherent subjectivity of spoken accounts (the interpretive mode). See
Michael Roper, ‘Oral History’, in The Contemporary History Handbook, ed. by Brian Brivati, Julia
Buxton and Anthony Seldon (Manchester: Manchester University Press, 1997), p. 346. While |
acknowledge the problems of taking spoken accounts at face value, it also seems clear that not
all spoken content is inherently problematic: the ‘reconstructive’ mode of analysis continues to
have value. These ideas are discussed in more depth by Anna Green and Kathleen Troupe in ‘Oral
History’, The Houses of History, ed. by Anna Green and Kathleen Troupe (Manchester:
Manchester University Press, 1999), pp. 230-52.
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where interviewer questions played a larger part in framing the narrative. Mainly,
this is because | felt that drawing conclusions about the relationship between an
individual’s statements or silences and the trajectories of their careers was both
methodologically problematic and ethically dubious when those silences and
statements arose in response to questions arising directly from my research

agenda.”

Obituary Database

Obituaries do not only report the ‘fact’ of someone’s death. They also represent
useful ‘potted histories’ of their subjects’ lives, often including information about
family backgrounds, places of birth and schooling, career changes, hobbies, and
personal qualities. But, as an ‘idealised account of a citizen’s life . . . for public
consumption’, the obituary also provides insights into the particular qualities that
are valued by those commemorating the deceased.” Medical obituaries therefore
represent an important source for information about the lives of individual
doctors, and about the discourses of self-characterisation that were used to define
the profession as a whole.

This thesis draws upon a database analysis of 770 New Zealand Medical
Journal obituaries; half of all obituaries published in that Journal between
January 1939 and December 2008. This research method was initially made viable
by Dr Basil Hutchinson’s bibliographical database, compiled in 2003 and updated
in 2008, which provides references for all 1,805 obituaries published in the New

Zealand Medical Journal since its inception in 1887.”® The final sample of 770

" This is not to say that such interviews did not offer any insights into the ways in which doctors
conceptualised themselves and their profession; all participants contributed in this regard.
Rather, it reflects my general discomfort about claiming knowledge of an interviewee’s inner
processes. On two occasions, | contacted interviewees again to gauge their responses to
interpretations | had made. Both were favourable, and the resulting conversations were as
valuable as the interviews themselves.

7 Janice Hume, Obituaries in American Culture (Jackson: University Press of Mississippi, 2000),
pp. 11-13.

’® This database greatly alleviated the time-consuming task of locating obituaries by browsing
individual issue indexes. Initially, Dr Hutchinson’s database was intended to reference only those
articles and obituaries related to anaesthesia in New Zealand since the Journal’s inception in
1887. He later expanded this original project into a bibliographical database of all obituaries
published in the Journal before 2005. The database was updated again in 2008, producing a list of
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obituaries was the result of several decisions about the appropriate study period
and the volume of analysis that was feasible within the project’s time constraints.
While the thesis started as an exploration of post-World War Two medical
migration, it soon became clear that the movement of New Zealand doctors
during World War Two had played a critical part in establishing post-war
patterns, with the result that obituaries published after the start of 1939 were
included.”’ For logistical reasons, | then decided to analyse fifty per cent of the
1,508 post-1939 obituaries, achieved by ordering all references chronologically
and selecting every second obituary for analysis.”

As expected, this selection strategy excluded roughly half of the one
hundred obituaries of women doctors published after 1939, leaving only fifty-six
to be analysed. However, the importance of gender as a category of analysis in
this thesis made it necessary to augment this small sample by re-including the
forty-six women excluded by the initial selection process. These supplementary
cases were not reintroduced into the total 770-strong sample, but were instead
placed in a separate database populated solely by the one hundred post-1939
obituaries of women doctors.”® The use of two separate databases enables the
thesis to draw upon the largest possible sample of women’s obituaries without
compromising the main database’s numerical proportionality, and by extension,

its ability to generate findings about the profession as a whole.

1,805 references to the obituaries of 1,697 men and 107 women. The combined total men’s and
women’s obituaries add up to less than the total number of listed references because one male
doctor is listed under two names: Dr K. V. V. Satyanarayana and Dr K. V. V. S. Murty.

"7 1t was not until the second year of this research that an anonymous commentator on a
submitted journal article pointed out the importance of World War One medical migration. While
this did inspire additional research into this aspect of twentieth century medical migration, time
constraints meant that | was unable to retrospectively include and analyse post 1914 obituaries
in the database.

78| used this selection method to ensure that the final sample could reflect as ‘even’ a
distribution across the time period as possible. The chronological selection criterion was also
designed to avoid distortions that may have arisen by selecting the sample of the basis of
doctors’ names; it was possible, for example, that such an approach might have generated a bias
towards doctors whose names began with common prefixes such as ‘Mc’ or ‘Mac’. In the event,
Dr Hutchinson’s database contained a number of errors which made it difficult to locate the
obituaries concerned without going back to the original sources. Due to time constraints, |
decided that the approximately twenty missing obituaries, which were scattered relatively evenly
throughout the time period, would not be replaced. As a result the final database sample
represents slightly less than fifty per cent of the 1,508 post-1939 obituaries published in the New
Zealand Medical Journal.

”® The seven obituaries of women doctors published in the NZMJ before World War Two were
still excluded.
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Most of the obituaries published in the New Zealand Medical Journal
during this period followed a relatively common template, containing similar
kinds of information, often in a similar order. These characteristics reflect
traditional obituary formats, and — at least in recent years — prescriptive guidelines
about the specific form and content of obituaries submitted to the New Zealand

Medical Journal.®°

Most of the Journal’s obituaries begin by recording their
subject’s place of birth, the professional background of their parents, and the
schools they attended during childhood. Most go on to note the medical school at
which the doctors trained, and the hospitals in which they worked as house-
officers. Usefully for this thesis, a large number then outline their subjects’
overseas post-graduate experience, before describing their subsequent careers in
New Zealand. Most obituaries conclude with a discussion of the personal qualities
of their subjects, both in direct terms, such as ‘humble’, ‘kind’, or ‘tough’, and
through references to the kinds of activities that the doctors were involved in
outside of their professional lives, such as work in community organisations,
involvement in church or sporting clubs, artistic endeavours, scientific interests,
and a range of informal leisure pursuits such as gardening, boating, or reading.
Most medical obituaries end with an acknowledgement of the deceased doctor’s
spouse and children.

After carrying out some preliminary analyses, a database was constructed
using the ACCESS program to enable the quantitative analysis of the obituary
sample. The database contains sixty-six data fields on twenty-three different

aspects of obituary content, listed next page:®

% The New Zealand Medical Journal’s website provides six criteria for medical obituaries. These
are date of birth, date of death, qualifications and honours (and years, if known), details of family
surviving the deceased, details of the author of the obituary notice (occupation and city/town),
and ‘the person's professional achievements, best personal qualities, and (if possible) their
interests and pastimes including club and society memberships.” URL:
http://journal.nzma.org.nz/journal/obituaries.html, accessed 11 September 2012.
Correspondents at the Journal were unable to specify whether such guidelines had always been
in place.

1 For analytical purposes, several categories had to be divided into multiple fields; for example,
‘post-graduate destination’ was divided into sub-fields with separate discrete values for
‘England’, ‘Scotland’, ‘United States’, ‘Australia’, and ‘Other’.
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Name

Gender

Place of Birth (New Zealand or Overseas)
Year of Birth

Year of Death

Secondary Schooling

Parent’s Profession

Medical School

Year of Graduation

Military Service (Yes/No)

Overseas Training (Yes/No)

Venue for House-Officer Training

Venue for Overseas Post-graduate Training
Duration of Overseas Post-graduate Training
Names of Professional Mentors Mentioned
Marital Status

Parental Status

Main Place of Employment in New Zealand
Specialty

Overseas Qualifications / Year of Qualifications
Non-Medical Interests

Character Description

Involvement in Medical Organisations (political or Professional)

The database was used to provide simple descriptive statistics — such as
frequency distributions, measures of central tendency and variation — and also to
cross-tabulate value counts of different fields against each other to discover likely
correlations between variables. Counting references to overseas migration, to
specific overseas venues, or to overseas qualifications has been a central tool in
creating an overall picture of post-World War Two migration patterns, while the
cross-tabulation of the various fields has allowed a more nuanced picture to be
formed, by considering, for example, the ways in which the gender and social
backgrounds of doctors influenced migration patterns and the selection of
specialties. Detailed descriptions of the specific statistical techniques used are

included where appropriate in the following chapters.
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Obituaries therefore provide an almost unique opportunity to map
quantitative patterns alongside qualitative descriptions. While New Zealand
historians such as Michael Belgrave have made creative use of official New
Zealand Medical Registers, the qualitative aspects of medical obituaries makes

them better suited to the multiple objectives of the present thesis.

Notes on Source Selection

Together, these interviews, published life stories, obituaries, and items of journal
content represent the main primary source material for this thesis. These ‘sets’ of
sources have been augmented by several ‘one off” sources, including a series of
guidebooks about post-graduate travel published informally by the Dean of the
Otago Medical School between 1958 and the mid-1980s, and an invaluable
collection of approximately three hundred personal letters written by the New
Zealand ophthalmologist Dr Colin Fenton while living and training in Britain
between late 1954 and late 1960.

Yet these sources together represent only a fraction of the material that
could have been examined in an attempt to understand the form and function of
the Common-health system. The thesis does not refer in detail to parliamentary
debates on legislative issues surrounding medical migration, and makes only
minimal use of the administrative records of medical institutions or professional
organisations. In addition, the relatively late development of specialist medicine in
New Zealand means that there is very little data available on the distribution of
specialists within New Zealand, or on their overseas movements, before the mid-

1960s.% The first formal register of New Zealand specialists only appeared in

8 Despite their comprehensive coverage, and aside from the useful information they provide
about post-graduate qualifications, Medical Registers contain little else of real relevance to this
study. Another potentially useful set of sources are the application forms for specialist
registration collected and stored by the New Zealand Medical Council since 1968. These forms
include detailed information about the post-graduate training venues, duration, and experience
of almost every New Zealand specialist active at, and since, 1968. However, accessing these
records in any useful number proved prohibitively expensive, which was unfortunate given their
potential historical value.

® David Smith made a similar point about specialist records in Britain, while David Wright, Sasha
Mullally, and Mary Colleen Cordukes note the scarcity of official records on migration into

60



1968, when the establishment of a specialist ‘benefit’ or government subsidy
made it necessary to identify formally those doctors who were recognised as
specialists.®*

The process whereby various historical sources were selected or omitted
from consideration in this thesis must be taken into account during analysis,
particularly when specific findings are extrapolated into generalised statements
about the profession as a whole. A potential distortion is the over-representation
of prominent or successful doctors in obituaries, autobiographies, and within the
interviewed group. However, consideration of the various sources suggests that
this is not as significant an issue as might be anticipated: while medical
biographies do typically discuss prominent practitioners, New Zealand medical
autobiographies represent a broad cross section of practitioners, from medical
leaders with state honours to provincial general practitioners, and from a range of
social and familial backgrounds. The analysis of these works takes such variance
into account, and indeed has been aided by the contextual information that it
provides. The use of autobiographies does not appear to distort findings in any
particular direction.

In her 2007 study of the use of the obituary as a form of collective
memory, Bridget Fowler argues that the chances of any given person receiving an
obituary rested primarily on their ‘talent’ or their ‘class origins’.® However,
Fowler’s study was based on an analysis of obituaries published in leading
newspapers such as the Guardian, The Times, Le Monde, and the New York
Times. It is not surprising that obituary space in such publications is usually
devoted to prominent members of society. In comparison, the obituaries published
in a specialised professional publication such as the New Zealand Medical
Journal are much more likely to be representative of its general readership,
particularly given New Zealand’s small domestic population. An analysis of the
obituaries published in the New Zealand Medical Journal between 1969 and 1979

suggested that about fifty-six per cent of all doctors who die in New Zealand each

Canada. See Smith, Overseas Doctors in the National Health Service, p. 4., and Wright, Mullally,
and Cordukes ““Worse than Being Married”, p. 558.

¥ Before World War Two, the vast majority of hospital-based doctors were either general
surgeons or general physicians. While some were recognised to have ‘special interests’, it was
relatively rare for doctors to devote themselves entirely to a particular sub-field.

& Bridget Fowler, The Obituary as Collective Memory (New York: Routledge, 2007), pp. 8-9.
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year receive an obituary.®® The Journal’s only ‘selection’ criteria for publishing
obituaries were that their subjects must have been qualified medical doctors who
trained or worked in New Zealand.®” The chances of receiving an obituary in the
New Zealand Medical Journal therefore appear to be governed less by
achievement or status than by peer esteem, and in particular ‘the willingness of
someone who knew [the deceased] to write one’. ®® The high degree of
representativeness of New Zealand medical obituaries is supported by the close
conformity of the rates of specialisation of doctors in the database sample —
approximately forty per cent — compared to that of the profession as a whole in
New Zealand. However, the proportion of women doctors’ obituaries in the
database — approximately seven per cent — is notably lower than the rate of
women doctors who were graduating from medical school in New Zealand at any
point after World War Two.%® Low rates of obituaries for women possibly reflect
the concentration of many New Zealand women medical graduates in
government-sponsored positions such as the New Zealand School Medical
Service, which were generally low status positions in the medical hierarchy, and
typically afforded fewer opportunities for peer interaction than did hospital
practice, and even some urban general practice. With this in mind, the low rates
might be read as evidence for one of the core conclusions of this research project:
that women doctors in the period studied were primarily marginalised through
informal means, such as exclusion from social events and informal networks of
interpersonal relationships. The proportionately lower number of obituaries for
women might well be another manifestation of this. As noted above, the creation
and use of a second, female-only database is designed to compensate, as far as is

possible, for distortions in this particular sample.

% ndex of Obituaries of Women Practitioners’, in Women Doctors in New Zealand: Historical
Perspectives, 1921-1986, ed. by Margaret Maxwell (Auckland: IMS, 1990), p. 197. 491 names
were removed from the medical register due to death during these ten years, while 278
obituaries were published.

¥ The New Zealand Medical Journal also publishes some obituaries of doctors who trained in
New Zealand but subsequently worked overseas. Brennan Edwardes, Production Editor for New
Zealand Medical Journal, personal communication.

8 professor Ross Lawrenson, Head of the Waikato Clinical School, personal communication.

8 Between the mid-1930s and the mid-1970s, the number of women among new medical
graduates in New Zealand hovered between ten and fourteen per cent. After that, it rose
significantly, to twenty-five per cent by the end of the 1970s to almost forty per cent by the end
of the 1980s, to more than half by the end of the century.
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The final issue to be addressed around source selection and possible bias is
the selection of interviewees. In the initial Waikato hospital history project,
selection was influenced by seniority and longevity within the institution, by
accessibility, and by a desire to secure testimonies from people across the
institution, including doctors, nurses, engineers, dieticians, and managers. Among
doctors, the same desire for representativeness led to the selection of practitioners
who had worked in a range of specialty areas. When the thesis project began, four
participants in the earlier project who had spoken in detail about their post-
graduate migration experiences were approached and asked to participate again.
All agreed.” Another doctor from Waikato hospital who had not been involved in
initial hospital history project, the endocrinologist Associate Professor John
Conaglen, also volunteered to be interviewed. Methods used to secure
interviewees from outside the Waikato region included following up word-of-
mouth recommendations, placing advertisements in the Otago Medical School
Alumni magazine, and distributing flyers at a reunion of the residents of Knox
College, one of the Otago Medical School’s main halls of residence. The
organisers of two other smaller Otago graduating-class reunions were also
contacted, and notices were distributed to their mailing lists. All notices asked for
expressions of interest from New Zealand-born doctors who had carried out post-
graduate training in Britain between 1945 and 1985.

As a result, sixteen doctors made contact with me expressing a willingness
to be interviewed. Interestingly, five of these were New Zealand-born and trained
doctors who are now resident in the United States. Although | was keen to
interview these doctors, the logistical challenges involved could not be resolved,
with the exception of Dr Quentin Durward, a New Zealand-trained neurosurgeon
based in South Dakota, who was interviewed during a trip back to New Zealand.
One Auckland-based doctor changed his mind about participating after being sent
information about the objectives of the research, which he thought were ‘too
political’. T was later interested to hear another interviewee speculate that my
interest in informal networks would probably limit responses from doctors in
Auckland (New Zealand’s largest city), who he described as ‘sensitive’ to

insinuations that appointments in that city’s major hospitals were made more on

% These ‘return’ participants were Dr Peter Rothwell, Dr Colin Hooker, Dr Peter Stokes, and Dr
Martin Wallace.
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the basis of personal connections than clinical expertise or qualifications. | later
interviewed one retired Auckland-based doctor after making a direct approach.
Other potential ‘geographical’ biases arose from the fact that I did not interview
any doctors from Christchurch, New Zealand’s third largest city, due to funding
limitations and the effects of two major earthquakes that occurred during the
preparation of this thesis. Funding issues also meant that none of the doctors
interviewed came from one of New Zealand’s provincial cities or larger towns, as
no more than one person from any one place expressed interest. Regrettably, this
made it difficult to justify travelling long distances to conduct a single interview.*
As a result, all nine ‘new’ New Zealand-based interviewees came from either
Wellington or Dunedin. Of the sixteen original respondents, only one was a
woman, and that interview was not conducted due to her subsequent
unavailability. To compensate for this, | made contact with a number of women
specialists whose overseas training met the study’s criteria. Again, personal
circumstances meant that only two interviews could be arranged, with cardiologist
Dame Norma Restieaux, and academic pathologist Professor Barbara Heslop.

As suggested by their titles, both of these women had attained significant
prominence in their respective fields. Several of the male interviewees had also
attained leadership positions; Dr Graham Hill was Professor of Surgery at the
University of Auckland, Dr David Stewart was Head of the Health Sciences
Division of Otago University, Dr John Conaglen is currently Associate Professor
of Medicine at the Auckland School of Medicine, Dr Peter Rothwell is an ex-
President of the Australasian Thoracic Society and John Sands College Medal
recipient, and Dr Colin Hooker served as President of the New Zealand
Orthopaedic Association in 1984 and 1985. It is difficult to ascertain whether the
high personal profiles of these interviewees had any material effect on the content
of their testimonies. Clearly, their success reflects personal attributes that may not
have been found in every medical graduate, and may have contributed to a
different experience of international interpersonal networks than others. This is an
important issue in relation to the objectives of this thesis, and is therefore

considered in some detail in Chapter 5: The Migration Experience. In the context

* The small number of responses from doctors outside New Zealand’s largest cities may partially
reflect the overall distribution of specialists in New Zealand, which is strongly inclined towards
the larger cities, and weaker collegial networks among retired doctors in small towns.
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of the present discussion, however, it is enough to note that the interviews of these
doctors did not depart in any notable way from those of participants who had not
elected to pursue academic medicine or leadership positions, and indeed, were
sufficiently different from each other, in terms of their experiences and narrative
structures, to dispel the idea that they were in some way unique.

Overall, these issues, together with the small sample size, means that
these interviews cannot be interpreted as representative of New Zealand medical
migrants as a group. Initially, I had hoped to speak with doctors from both gender
groups, from a range of specialties and cultural backgrounds, and with different
marital and parental statuses from across the time period. As noted above, this
was not achieved. In addition, my initial assumption that the Common-health
system served mainly to facilitate, rather than to limit participation in specialised
medicine meant that | did not consider interviewing non-specialists for insights
into the reasons why they became non-specialists. | hope to address these
shortcomings in future research. However, the richness of the testimonies that
have been gathered here demonstrates the immense potential that oral history
techniques have to provide insights into aspects of medical migration and
international exchange that cannot be accessed through documentary sources.
Along with the other qualitative techniques described in this chapter, they
represent a vital element of a research programme explicitly designed to
acknowledge the deep interaction of social structures and the people who inhabit

them.
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Chapter 2

The Origins of the Common-Health

During the second half of the twentieth century, New Zealand specialists
functioned within an occupational space that was powerfully international in
nature. Medical knowledge, technology, politics, and discourses were all shaped
by events and conditions manifesting within and across multiple national
jurisdictions. Together, the volume and complexity of these connections was such
that it is possible to conceive professional medicine as a global phenomenon, in
the sense that very few societies, if any, were wholly disconnected from it.
However, as discussed in the previous chapter, this did not mean that professional
medicine was globally homogeneous. Conditions within particular local, national,
or regional jurisdictions led to specific patterns of organisation and modes of
practice, while pre-existing social and cultural contexts shaped the ways in which
those patterns and practices developed.

This chapter maps out the origins of some of the structures and conventions
that later came to underpin that ‘branch’ of the Common-health medical system
that connected New Zealand medical specialists to British colleagues, institutions,
and organisations. It traces the ways in which the interaction of social, economic,
and professional factors in Britain, over a long period of time, created conditions
that enabled Britain to become an important international hub for post-graduate
medical training during the middle decades of the twentieth century. At one level,
those conditions derived from the hierarchical structure of British professional
medicine, and from the sophisticated system of formal organisations that served
both to support and to challenge that hierarchy. Evolving over centuries, this
structure came to play a crucial part in shaping twentieth-century migration

patterns and migrant experiences. The chapter therefore outlines the development
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of those aspects of this structure most relevant to twentieth-century migration: the
Royal Colleges of medicine and surgery, the British Medical Association, and
most importantly, the British medical education system. This chapter also outlines
the development of specialist medicine in Britain, both in terms of institutional
development and professional attitudes. In doing so, it provides a historical and
conceptual foundation for Chapter 3, which considers the ways in which the
various structures, organisations, and attitudes considered here were later
internationalised to form the basis of the Common-health system of medical

exchange.

The Development of Professional Structures in British Medicine

The process of professionalisation was complex and multifaceted. Sociologists and
historians alike have traced the many ways in which certain occupational groups
have gained control over the regulation of their work and the people who are
allowed to perform it. In the field of medicine, often highlighted as the ‘classic’
professional group, this has involved the establishment of formal organisations,
education standards, ethical guidelines, and the creation of particular kinds of
relationships with state authorities, allied health workers, patients, and the public.?

'The following discussion is not meant to suggest that these structures and conventions were
necessarily invented by British doctors. As Roy Porter and others have shown, many of the
underlying values and assumptions of Western medicine, including those of the British medical
establishment, can be traced back to antiquity and the beliefs of Hippocrates and Galen.
Investigating the roots of these ideas, and indeed the various routes for their transmission, is
beyond the scope of this thesis. The most comprehensive survey of the origins of ‘Western’
medicine remains Roy Porter’s The Greatest Benefit to Mankind (London: Fontana, 1999 (first
published 1997). See also Irvine Loudon, Western Medicine: an lllustrated History (Oxford: Oxford
University Press, 1997), Lawrence Conrad, et al, The Western Medical Tradition: 800 B.C.-1800
A.D. (Cambridge: Cambridge University Press, 1995)

? Valuable studies of the process of professionalisation include Eliot Freidson, Profession of
Medicine: A Study of the Sociology of Applied Knowledge (New York: Dodd Mead & Company,
1970), Freidson, Professional Dominance: The Social Structure of Medical Care (New York: Aldine,
1970), Noel Parry and José Parry, The Rise of the Medical Profession: A Study of Collective Social
Mobility (London: Croom Helm, 1976), Magali Sarfatti Larson, Rise of Professionalism: A
Sociological Analysis (Berkeley: University of California Press, 1977), Sociology of the Professions:
Lawyers, Doctors, and Others, ed. by Robert Dingwall and Philip Lewis (London: MacMillan,
1983), Toby Gelfand, ‘The History of the Medical Profession’, in The Companion Encyclopaedia of
the History of Medicine, Volume 2, ed. by W. F. Bynum and Roy Porter (London: Routledge,
1993), pp. 1119-50, Keith M. Macdonald, The Sociology Of The Professions (London: Sage, 1995).
In the context of New Zealand medicine, the most thorough treatment is Michael Belgrave’s PhD
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While all aspects of professionalisation are important, the following section
focuses primarily on those aspects that are most relevant to post-World War Two
British post-graduate training structures, and by extension, the migration of New
Zealand doctors.

Although the mechanisms of professionalisation are relatively clear, there
iIs much debate about the motivations behind it. Prior to the 1960s, most
sociologists, following the work of Talcott Parsons, portrayed professional groups
as ‘honoured servants of the public need’, whose efforts to control their
occupational spaces were understood as a welcome countermovement to the
invidious spread of free market philosophies and practices.® However, as part of
the broad re-evaluation of elite agency that emerged across the social sciences
during the late 1960s, a new generation of sociologists began to take a more
critical view. Eliot Freidson highlighted the ways in which professional groups
used their status to influence relevant government policy; Terence Johnson
examined the relationships between professionals and various economic and
political elites; while Magali Larson viewed professionalisation as an aspect of the
development and maintenance of class systems.*

Common to all these approaches is the idea that professionalisation was
driven by a desire for autonomy. According to Freidson, professions are
effectively defined by their efforts to control the ‘content and terms of their work’,
to obtain ‘positions of legal or political privilege’, to act as gatekeepers, or to
‘control the production and application of knowledge’.> The following discussion
follows this convention to the extent that it views the pursuit of autonomy as a key
part of the process of professionalisation. However, it is critically important to
make a distinction between the desire for autonomy and the pursuit of self-interest.
Often, the re-evaluation of elite agency that characterised the ‘social turn’ in

academic history has resulted in critiques that interpret professional medical

thesis, ““Medical Men” and “Lady Doctors”: The Making of a New Zealand Medical Profession,
1857-1941’, PhD Thesis, Victoria University of Wellington, 1985.

* The Codification of Medical Morality: Historical and Philosophical Studies of the Formalisation of
Western Medical Morality in the Eighteenth and Nineteenth Centuries, Volume Two: Anglo-
American Medical Ethics and Medical Jurisprudence in the Nineteenth Century, ed. by Robert
Baker (Dordrecht: Kluwer Academic Publishers, 1995), p. 8.

* Eliot Freidson’s chapter, ‘The Theory of the Professions: State of the Art’, in Sociology of the
Professions: Lawyers, Doctors, and Others, ed. by Robert Dingwall and Philip Lewis (London:
MacMillan, 1983) provides a useful survey of the sociological literature on professionalisation.

> Freidson, Professional Dominance, pp. 135-7.
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activity as a means to secure the economic or status positions of practitioners. As
the American historian and bioethicist Robert Baker has noted, such conclusions
typically require the expressed intentions of practitioners — which typically frame
arguments for autonomy in terms of the need to maintain clinical or ethical
standards — to be interpreted either as contrivances designed to conceal the pursuit
of economic or social self-interest, or otherwise discounted altogether.® In reality,
it is difficult for the historian to gauge whether a given claim for autonomy was
motivated at the time by self-interest or by a genuine concern for the well-being of
patients and the viability of medicine as a valuable human enterprise. While the
following discussion does touch upon this question, its primary purpose is to
provide an historical account of the structures, conditions, and discourses that
developed in Britain as a consequence of the pursuit of professional medical

autonomy, regardless of its motivations.

The historian of medicine, Roy Porter, argues that the initial impetus for
the formal organisation of medicine in Britain emerged from the rapid population
growth that occurred in Britain and the rest of Western Europe, starting in the
twelfth century. As populations grew in these areas, the demand for health-care
services grew with them, and increasing numbers of people began to derive at least
part of their incomes from meeting that demand. Over the following three to four
centuries, the proliferation of people selling health care services of various kinds
led to efforts to regulate who could, and who could not, legitimately claim to work
as healers.’

The limitations of medical knowledge prior to the early sixteenth century
meant that claims for legitimacy often rested as much on social position, the ability
to exercise discretion — or the capacity to draw upon the tools of rational thought
and natural philosophy when discussing and treating illness — as it did on the
ability to restore good health.? In Britain, those healers who had trained in one of

6 Baker, ‘Introduction’, in The Codification of Medical Morality, p. 9.

7 Porter, The Greatest Benefit to Mankind, pp. 113-20.

® peter Bartrip, Mirror of Medicine: A History of the BMJ, 1840-1990 (Oxford: Oxford University
Press, 1990), p. 5. The medical historian, Reginald Magee, notes the contrast between the
intensity of university medical education programmes and the relative inadequacy of the medical
knowledge imparted. A medical degree at Oxford, for example, took a minimum of fourteen
years to acquire, and included a four-year Bachelor of Arts degree, taught and examined
exclusively in Latin; a Master’s Degree in natural philosophy, geometry, metaphysics, optics,
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the few universities established during the period therefore held a distinct
advantage in the struggle for legitimacy, and by extension, for professional
control.? Despite their limited ability to make the sick better, the claim that
‘learned physicians knew the reasons for things’ by virtue of their broad, classical
university education enabled such doctors to establish and maintain valuable
relationships with wealthy upper-class patients, due in large part to contemporary
ideals about the value of the ‘broadly cultured’ gentleman.'® The 1518 Charter of
the Royal College of Physicians of London (later England) referred to this ideal
when it insisted that internal medicine should be practised only by ‘those persons
that be profound, sad [i.e. serious], and discreet, groundedly learned, and deeply
studied in physic.”** More than two hundred years later, in 1772, the Scottish
physician and writer, James Makittrick, claimed that ‘no science requires So
extensive a knowledge of what is called general learning than physic’.12 The same
idea continued to have currency at the start of the twentieth century, when William
Osler — celebrated by many doctors as the archetypal physician — stated that ‘in no
profession does culture count so much as in medicine’.*®

Over time, those physicians who had gained access to wealthy patients by
virtue of their university credentials appropriated other upper-class values and
customs as they strove to maintain those relationships. Physicians may not have
been able to cure their wealthy patients, but they could soothe and reassure them

by presenting themselves as detached and discreet, trustworthy, wise, and

physics and history; a medical Bachelor’s Degree of three years consisting mainly of the study of
ancient medical authors; and a four year Doctor’s Degree during which the candidate was
required to teach the whole book of Galen in a series of formal lectures. At the end of fourteen
years, the candidate would be considered ‘well learned’, but would have had no exposure to any
patient. Reginald Magee, ‘Medical Practice and Medical Education 1500-2001: An Overview’,
Australia and New Zealand Journal of Surgery, volume 74 (2004), pp. 272-6.

° Teaching at Oxford University began during the late eleventh century, while the University of
Cambridge had its roots in an association of scholars formed in 1209.

10 Porter, The Greatest Benefit to Mankind, p. 114, and Gelfand, ‘The History of the Medical
Profession’, p. 1121.

" William Munk, The Roll of the Royal College of Physicians of London, six volumes (London:
Royal College of Physicians, 1878) volume 1, p. 8. Cited in Christopher Lawrence, ‘Medical Minds,
Surgical Bodies, Corporeality and the Doctors’, in Science Incarnate: Historical Embodiments of
Natural Knowledge, ed. by Christopher Lawrence and Steven Shapin (Chicago: University of
Chicago Press, 1998), p. 161.

2 James Makittrick, Commentaries on the Principles and Practice of Physic (London, 1772), p. xvii.
Cited in Lawrence, ‘Medical Minds, Surgical Bodies’, p. 161.

 sir William Osler, Student Life, ed. by Richard Verney (Edinburgh: E. and S. Livingstone, 1960),
p. 113, cited in Lawrence, ‘Medical Minds, Surgical Bodies’, p. 161.
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paternalistic.™* They were also careful, despite their professional aspirations, to
assume a posture of disinterest in financial matters, similar to those supposedly
held by the propertied classes. In upper-class nineteenth-century British society, it
was generally accepted that having access to independent wealth derived from
land and property eliminated the need to fabricate or deceive. To appear
financially disinterested was therefore to appear trustworthy. According to the
geographer of science, David Livingstone, the association between honesty and
class position also meant that anyone aspiring to produce scientific work was wise
to ‘adopt the civil conventions of the gentility’.*® The Royal College of Physicians
made the appearance of financial trustworthiness a matter of policy in 1886, when
it forbade its members from advertising, engaging in trade, dispensing medicines,
or working in partnerships with chemists or other doctors.*® On the surface, it
appears that such injunctions must have left few viable opportunities for
physicians to earn a living. Yet, by absta