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A~tract--In order to successfully combat a disease it is necessary that their exists an individual or a group 
willing to 'champion' that ailment by arguing that it is serious enough to warrant the expenditure of scarce 
resources. In the case of hepatitis B such champions have often arisen outside of the public health 
establishments that are mandated to play that role. In New Zealand it was left up to one unusual and 
determined man to not only discover the seriousness of the hepatitis 13 epidemic but to practically 
single-handedly force a reluctant government to acknowledge the threat and act to contain it. He 
accomplished this by combining high quality scientific research with unrelenting political pressure 
generated by appeals to the public by means of the mass media. Alexander Milne demonstrates the vital 
role that the concerned citizen can make even in an age of timid bureaucracies. 

Key words--hepatitis B, New Zealand, health policy 

To successfully combat an epidemic disease it is often 
necessary that there exist within a society an individ- 
ual or group that takes upon himself or themselves 
the often onerous task of gathering information, 
generating hypotheses and designing programs; and 
then convincing the public that a significant health 
problem exists and that something can and must be 
done about it. Until such 'champions' arise, even a 
severe and widespread ailment may spread unchecked 
and unsuspected within a community. 

Hepatitis B is the most widespread viral disease in 
the world. It affects billions of people, and kills, 
through its sequelae of cirrhosis and cancer of the 
liver, between one and two million people a year. 
Nevertheless, its very existence was long unsuspected, 
and even after scientists discovered its destructive 
power, there was a lack of people willing to dedicate 
themselves to its eradication; despite the speedy 
development of a safe and effective vaccine. 

In other articles [1~], I have discussed the 
obstacles that existed in the United States to effec- 
tively fighting the hepatitis B epidemic in that 
country. One of the points that I made was that the 
public health experts at the Centers for Disease 
Control felt that in the absence of any organized 
group concerned with the disease that there was little 
they could do to energetically combat the growing 
epidemic except to slowly collect materials that would 
prove that existing policies could not work, and to 
painstakingly educate their medical and public health 
constituencies to the severity of the problem; hoping 
that they would ultimately support more aggressive 
action. 

I have argued that the public health authorities 
could have taken a more active role in alerting the 

American people and their representatives to the 
problem than they did, if they had not narrowed their 
vision to their 'natural' constituency of health pro- 
fessionals and ignored the larger lay public. Implied 
in my critique was the idea that if anyone had been 
willing to place his or her career on the line and make 
hepatitis B an issue in the media, the possibility of 
stopping the epidemic more rapidly would have 
dramatically increased. 

The proof that a more aggressive and activist 
stance could have paid off is provided by events that 
took place thousands of miles away from Atlanta, in 
the island nation of New Zealand. It was there that 
one man decided that fighting the hepatitis B epi- 
demic was more important than obeying the rules of 
decorum and sociability. That between being a good 
team player, and saving lives he had no choice but to 
risk everything. 

The American Public Health Service did not pro- 
duce such a person, and thus failed to benefit from 
the power that comes from ignoring the limitations 
that 'practicality' and 'realism' and 'undeniable 
limits' so often forces upon civil servants. When the 
individual-in-the-group allows himself to be subordi- 
nated to the restraints of bureaucratic necessity, 
proving the 'null hypothesis' (i.e. that existing hepa- 
titis B policies did not work) may indeed be the only 
choice. But it is not inevitable. The story of how a 
laboratory technician working in a minor hospital 
bureaucracy in New Zealand single-handedly made 
hepatitis B a national issue illustrates the continuing 
importance of the dedicated individual. 

Alexander Milne was an immigrant from Scotland 
to New Zealand; a country made up of immigrants 
and their children. He grew up in poverty in 
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Aberdeen and despite a hunger for education--and 
substantial native intellectual ability--was severely 
restricted in the opportunities available to him. He 
ended up as a laboratory technician, with salable but 
limited skills. 

He ultimately found his employment within a 
hospital setting. Both medicine and science are highly 
hierarchic disciplines that emphasis status and power 
differentials, and attribute great significance to the 
obtainment of formal higher educational degrees. 
Milne has suffered from a significant degree of per- 
sonal insecurity because he has lacked those symbols 
of attainment--and more importantly to him, the 
substance that goes with them. His insecurity has 
manifested itself in a willingness to assume that 
educated people possess intellectual resources and 
knowledge that he lacks. But this attitude has not 
resulted in a humble or deferential posture toward 
authority because he holds educated people to an 
appropriately high standard of responsibility; and 
when they fail to meet that standard he responds with 
disappointment, that easily shifts toward contempt. If 
doctors and scientists are ignorant of basic facts that 
are discoverable by him (a modestly educated man), 
or refuse to modify their views when incontrovertible 
evidence is offered, then they do not deserve respect, 
let alone deference. He doesn't 'suffer fools g l ad ly ' -  
no matter what university or medical school they may 
have graduated from. 

If the first thing you notice about Milne is his quick 
and perceptive mind, the second thing is his cast-iron 
will and sense of morality. He is a true son of the 
Scottish Reformation; there is no relativism in him. 
There is Right and there is Wrong; Moral and 
Immoral; Truth and Lies. And Milne is a Truth- 
Teller, and Right-Doer; a man who would be at home 
in an earlier century--but very much out-of-step with 
current day (lack of) standards. A stiff-necked man. 
A man who doesn't compromise his values. A loyal 
man--but  only if the loyalty is deserved. To his 
friends he is a rock; to his foes a guard-dog that bites 
and won't let go. A man sensitive to even minor 
insult, but not to blows.* 

This unusual man ended up as a technologist in a 
hospital laboratory in Whakatane, a small town in 
the Bay of Plenty, on the east coast of the North 
Island of New Zealand. The Bay of Plenty is a mixed 
racial area with about ¼ of the population being native 

*This description of Milne comes from a combination of 
interviews with those who know him, his correspondence 
and especially my own impression of him during the time 
that I was in New Zealand. 

tChristopher Moyes, "A National Program to Control 
Hepatitis B in an Endemic Area" (manuscript, 
Whakatane Hospital, no date). Information comes from 
the 1976 census, p. 34. 

:~Letter from Milne to present author dated 12 December, 
1990, and interview with Milne 15 January, 1992. 

§Milne to Muraskin letter 12 December, 1990. 
¶Milne interview, 15 January, 1992. 
**Milne interview, 15 January, 1992. 

Maori; though fully ½ the children are of that group.t 
Milne came from a country, Great Britain, with very 
little hepatitis, and was struck in a way that locals 
were not, by the large amount of that disease in the 
area. In addition, as the manager of a laboratory he 
had an overview of the situation that other health 
personnel lacked. He saw new cases of clinical viral 
hepatitis every month, while a general practitioner 
would see only a similar number of cases in a year. 
In the early 1970s it was assumed that the acute cases 
of hepatitis were hepatitis A, and resulted from faulty 
hygiene. At that early date, tests for hepatitis B were 
not yet available in New Zealand.:~ 

By 1974 Miine had access to the latest blood tests 
and "out of curiosity" he started to analyse blood. 
What he discovered was that there was a lot of 
hepatitis B in his samples, especially in children.§ In 
fact, about ½ of the cases were hepatitis B. This was 
especially surprising because it was assumed in New 
Zealand (from the American and British medical 
literature) that the disease was primarily a gay, 
bi-sexual and i.v. drug user problem.¶ New Zealand 
was an intellectual colony of Great Britain, and the 
assumption was that since hepatitis B was no problem 
in the mother country, it was no problem for New 
Zealand either. By 1975~5 Milne was sure in his own 
mind that there existed a major hepatitis B problem 
in the country. 

By 1977 Milne felt he needed to alert people about 
hepatitis. He proceeded, on his own time and at his 
own expense, to travel around the area giving talks to 
technologists, family doctors etc., whom he felt 
should be informed of the situation. He also 
approached the local media. He assumed that the 
health establishment centered in Wellington had to be 
aware of the extent of the problem as a result of its 
own testing of children; and because the medical 
literature increasingly showed that hepatitis B was a 
major problem of all the Pacific islands, of which 
New Zealand was one. 

Milne's reception from health people and local 
doctors in the largest town of the area, Rotorua, was 
perhaps not surprising. Who was this strange non- 
medical man running around telling people there was 
a hepatitis B problem in New Zealand. They believed 
that there was no problem~espi te  an infection rate 
40 times that of England's.** 

It seemed to Milne that the extent of the problem 
required research and if no one else was going to do 
it, he would. He then began the difficult process of 
self-education in how to conduct scientific research. 
He started by taking serum samples from patients of 
general practitioners or hospital in-patients who were 
suspected of having acute viral hepatitis. He per- 
formed blood tests on > 300 people and found that 
fully 43% of the acute cases were in fact hepatitis B. 
The highest incidence was in the age group 6-10 years 
old. Altogether two-thirds of the cases among the 
Maori were in children under the age of 15, as were 
one third among the Europeans. These results were 
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Bucking the health establishment 

unsettling and not easily explained. Milne briefly 
speculated that a peak incidence at 6--10 years of  age 
suggested primary school rather than mother to child 
transmission. 

Despite this disturbing hypothesis, the immediate 
effect of his first study was to impel him to look at 
the question of mother/child transmission. In a 
second study he tested the blood of 2100 obstetric 
patients for the hepatitis B antigen. He found a small 
number of carriers who infected their newborns; and 
from that he stated that mother-child transmission 
"may be the most important explanation for the 
high" hepatitis B rates in certain areas. He then 
pointed out that New Zealand had no standard 
testing program for pregnant women, nor follow up 
of carriers and management of potential carrier in- 
fants; and suggested that this should be done in areas 
where hepatitis B was endemic [5]. He published these 
studies in the New Zealand Medical Journal, but there 
was little positive response. His reaction to the lack 
of attention was what sets Miine apart from other 
researchers in the U.S. As he put it, when it became 
clear that "nobody was interested in doing much 
about the problem, I began to get political".* This 
did not mean that he stopped his pioneering research. 
Rather, political agitation and research went hand in 
hand. In fact, the politics required the continuation 
of high level scientific work. 

In 1979 Miine approached a paediatrician at his 
hospital, Dr Christopher Moyes, and said that no one 
in the medical field would believe his findings; would 
he help. Milne's found winning Moyes over, difficult 
but rewarding. To Moyes, Milne's situation was all 
too understandable. The dominant perception in the 
medical profession was that hepatitis B was un- 
common "and if they were going to learn something 
new and startling it should come from a medical 
specialist with credentials in a central hospital" not 
from a technologist in a backwater place like 
Whakatane.t  

In order to prove the magnitude of the problem 
Milne and Moyes decided to look at the sera of every 
child whose blood was sent to the laboratory for 
testing for reasons other than viral hepatitis: broken 
leg, appendicitis, surgery etc. Over 850 samples were 
tested. When they found a child positive for hepatitis 
B, they retested him six months later to see if he were 
still positive, and thus a carrier of the disease. When 
they found chronic carriers they then tested their 
mothers as a possible source of the infection. "]?heir 
studies found that 12% of the Maori children were 
carriers of the disease, as were 2.6% of the white 
children. Carriership was much lower in the first 5 

*Milne to Muraskin, 12 December, 1990. 
tlnterview with Christopher Moyes, MD, 17 January, 1992. 
:~Milne interview, 15 January, 1992. 
§The lay members of the board, on the other hand were 

quite supportive. 
¶Milne interview, 15 January, 1992. 
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years of life than between 6--10 years of age. Far  more 
children were carriers than were their mothers. The 
rates for Maori children were much higher than for 
whites. 

From the study Milne and Moyes concluded that 
vertical transmission (mother to child) was not the 
key route of infection in the Bay of Plenty. Rather, 
exposure to the disease occurred during childhood 
from other children. As a result they concluded "The 
ultimate elimination of the carrier state requires that 
all children in endemic areas would need protection, 
not just those of carrier mothers" and this could only 
be achieved by universal vaccination in early child- 
hood, at least in high risk areas [6]. 

As early as 1978-9 it was becoming clear to Milne 
that the Maori were highly infectious and the virus 
was spreading across racial lines. However, it wasn't 
until later that Milne realized that the white rate, 
while much lower than the Maori's, was the highest 
in the world for European-derived people.:~ Milne's 
perception of the problem as basically Maori- 
centered originated in this period and ultimately 
caused significant friction between him and other 
observers (allies and adversaries alike) when he re- 
fused to hide or obscure the situation. Milne wished 
to face the racial implications of hepatitis B head on. 
He saw no advantage in denying the obvious, and felt 
the dangers of racial hostility or stigmatization could 
be adequately dealt with, without resorting to denial 
or subterfuge. 

During these early years while Milne carried out his 
research and talked to everyone who would listen 
about the existence of the problem, his superiors at 
the hospital were lukewarm about his activities. He 
could get test kits from the hospital, and was allowed 
to do his own work after working hours but generally 
they remained uncommitted, neither helping nor 
hindering his labors.§ As his use of the mass media 
to reach the public and pressure the government 
escalated, and he continued to write strongly worded 
letters to the Department of Health about the need 
for action, he was told by the Secretary of the 
Hospital Board that his continued activity posed a 
direct danger to the hospital's funding by the govern- 
ment. Milne's response to the threat was to boldly say 
that if the hospital did not want him to speak out they 
would have to put that demand in writing. Milne 
knew that his career was endangered but was willing 
to face the consequences of his actions: 

I was taking a gamble--I did not know if they would fight 
me. I felt I could get a job and work [elsewhere] but not in 
the health care field. If I offended the health care establish- 
ment too much I wouldn't work in . . .  [that] field [any 
more].¶ 

Despite such problems the year 1982 saw a number 
of developments that radically improved Milne's 
general position, even if it did not prevent future 
threats to his livelihood or attempts to silence him. In 
an effort to gain legitimacy for his fight against 
hepatitis B he invited a number of internationally 
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renowned experts to a conference he organized in 
Whakatane. Milne realized that the best way of  
getting the Department  of  Health 's  attention and 
cooperation was to gain the assistance of  overseas 
experts; with all the prestige they could bring. He 
knew who the most important hepatitis researchers 
were from his reading of  the medical literature. He 
contacted them and explained both the epidemiolog- 
ical situation as he knew it and his inability to obtain 
government cooperation. He found the experts excep- 
tionally supportive and eager to help. 

His conference was a great success, with major 
figures from the United States, Australia and else- 
where attending along with representatives of  the 
New Zealand Department  of  Health. The speakers 
were very laudatory about Milne's research and 
strongly supported his position that New Zealand 
faced a major, unacknowledged health crisis. 
Especially important was his own presentation con- 
cerning non-medical hospital admissions and their 
unexpectedly high carrier rates. The national media 
played up the conference and gave wide public ex- 
posure to the problem. Milne realized that outside 
support was a major weapon and could be drawn up 
whenever the political situation deteriorated. 

It was also in 1982 that he won his first major 
academic convert within New Zealand i tself--  
Dr Kenneth Newell, Professor of  Community Health 
in the Wellington School of  Medicine. He became 
Milne's defender within the medical and public health 
communities and made sure that he got a fair hearing. 
It was through Newell support that the government 
would provide partial funding for a full-scale commu- 
nity study that would definitely prove the seriousness 
of  the hepatitis B problem. Since Milne was not an 
academic he felt unsure about how to deal with the 
system, and it was Newell who came to his rescue. As 
Milne put it "I  was a country bumpkin, now I had 
friends in Wellington".* It was also through Newell 
that he met Dr Neil Pearce, another Wellington 
academic, who would serve as a key research 
collaborator in future studies. 

The aid of  men like Newell and Pearce was vital if 
Milne was to have any chance of  persuading the 
medical and health authorities that hepatitis B should 
be a priority issue in New Zealand. Their prestige, 
ability and contacts were exceptionally useful, though 
they were not able to reframe the issue sufficiently to 
stop it from being at its core a conflict between Milne 

*Milne interview, 15 January, 1992. Dr C. R. Lucas, an 
internationally respected Australian expert, and an im- 
portant ally of Milne's, makes it clear that 'the bumpkin' 
image was not just humility on Milne's part, when he 
reports having been told by an Auckland physician that 
Milne was "just a laboratory technologist out in the 
sticks" (Letter from Dr C. R. Lucas to Muraskin, 18 
March, 1991). He also reports that for a long while his 
opponents simply considered him 'crazy'. 

tlnterview with Neil Pearce, M.D., 17 January, 1992. 
:~Interview with Neil Pearce, M.D., 17 January, 1992. 

' the outsider', and the Wellington establishment. 
Pearce, who became a great admirer of  Milne gives 
a succinct overview of  the personal nature of  the 
situation: 

At each step [in the fight against hepatitis B] there was 
[government] opposition. Then after a couple of years he 
was proven right in each [individual] case [he raised]. He is 
faster than most people but the Department of Health was 
remarkably slow! Nothing would have happened if Sandy 
[Milne] had not pushed. 

The reason the government was so uncooperative was 
not hard to fathom even though 

[i]t is hard to tell when someone [in the Department of 
Health] is slow because of caution versus they [simply] did 
not want to do something. [But] I think it was they did not 
want to do it. The Department of Health is reactive, 
everyone wants something. [But the] Maori were not making 
noise, not going to doctors, not showing up there. You 
could find [hepatitis B related] deaths in the statistics [but 
you would have to look hard for them]. The natural 
tendency of a bureaucracy is to ignore a problem that does 
not hit it in the face. 

Even if the Department  had been more daring, it 
was dependent on the outside medical committees 
that advised it; and they compounded,  rather than 
alleviated the problem. The medical committees, 
according to Pearce, had people on them who con- 
sidered themselves hepatitis B experts, and Milne was 
a non-medical man telling them what to do. In a 
small country personal rivalry easily hampers effec- 
tive action.t  

Pure ignorance on the part of  medical people also 
played a significant role. Policy makers in New 
Zealand, both specialists and those in hospitals, 
lacked contact with Maori  children. According to 
Pearce they received their medical information from 
Europe and America where hepatitis B was seen as a 
gay and drug user problem. That made them very 
resistance to the idea that things could be radically 
different in New Zealand; that children could be the 
major focus of  it. Even when the extent of  the 
problem became clear "[d]octors and nurses tended to 
feel they needed the vaccine; [that] they . . .  [were] 
the priority. Without . . .  [Milne] they would have 
been vaccinated, [and] that would have ended the 
problem"$ as far as they were concerned. 

The full-scale community study that Milne next 
undertook, was of  a small mixed race town called 
Kawerau, with a population of  5000 Europeans and 
3000 Maori. The researchers tested the entire popu- 
lation, rather than a random sampling, and found 
that between 15-19 years old, fully 74% of the 
Maoris and 61% of  the whites and showed markers 
for hepatitis B infection! Carriership was 18.2% and 
4.2% respectively for those two groups. The low rates 
of  infection among infants less than one year old 
meant that transmission was not from mother to 
child but from child to child; and the growing 
percentage of  infected children over time showed it 
was being transmitted at school and across racial 
lines, from Maoris to whites. 
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Such numbers were staggering. They made the 
study's recommendations unavoidable: the epidemic 
could not be stopped by focusing on carrier mothers, 
or on a particular ethnic group, but only through 
universal infant vaccination--along with protection 
of susceptible older children, in all such mixed race 
communities [7].* 

In a later study, Milne and his colleagues tried to 
figure out how the disease was being spread among 
the children. Their description of the situation in the 
schools was truly frightening. First, the number of 
carrier children at a school was the best predictor of 
the number of other children found infected. Second: 

From...  direct observation,.., contact with blood, exudate 
from skin lesions and .. .  saliva of another child could easily 
occur.., sharing food at school was very common, and this 
included taking bites from shared hard fruit, drinking from 
the same bottle and sharing already chewed chewing gum 
[all of which can spread the virus].., dried blood from cuts 
and grazes, exudate from sores and saliva from spitting, 
were deposited on many surfaces at school [which could also 
facilitate transmission] [8]. 

It was clear to Milne and his co-workers that it was 
vital for the government to act; and do so quickly. 
Nothing happened. This should have not been sur- 
prising. Milne had been condemning the government 
for some time because of its refusal to instizute 
vaccination of the infants of known carrier mothers. 
Such infants when infected had a 95% chance of 
becoming chronic carriers. As he put it: 

I had been incensed that the government said it could not 
afford this [carrier mother/infant vaccination] ...  but they 
would not tell the mothers the risk [their children faced]--- 
and allow them to raise the money [themselves]--which they 
would have I am sure. Even when they knew the carrier 
mother was infectious they had no policy to vaccinate the 
child. It was almost uncivilized.t 

Neverthless, in carrying out the Kawerau study 
Milne had promised the townspeople that after it was 
over their susceptible children would be vaccinated 
against the disease. The government declined to pay 
saying that the vaccine was too expensive, and that 
if the government funded Kawerau then it would be 
inundated by other towns asking for the same benefit. 
The Department of Health had no money for such an 
undertaking.:~ 

Milne's response to the government refusal to 
provide funds led to a major breakthrough, not just 
for Kawerau but for all of New Zealand. Since he had 
a promise to fulfill, and a list of known susceptibles 

*The Whakatane workers conducted HBV sero-prevalence 
studies in other centers, in anticipation of suggestions 
that the problem was restricted to their area, and 
confirmed that the virus was a problem elsewhere. 

fMilne interview, 15 January, 1992. 
:~Letter from Minister of Health Michael Bassett to Milne, 

24 January, 1985. 
§Milne to Muraskin, 12 December, 1990. 
¶William Muraskin, "The Role of Organized Labor in 

Combating the Hepatitis B (and AIDS) Epidemics: the 
Fight for an OSHA Bloodbome Pathogens Standard" 
(manuscript available from author). 

but no vaccine and no government money, he desper- 
ately needed help. He had discussions with Dr Paul 
Goldwater, an Auckland virologist, who considered 
that the paediatric dose, in addition to being costly, 
was excessive. Milne then looked through the medical 
literature and found that Dr Saul Krugman of New 
York University was a major figure in the history of 
hepatitis. Though he did not know him, he called him 
up and explained his predicament. Krugman, ever 
ready to be of service, recommended that Milne and 
he carry out a trial using reduced doses of vaccine; 
which he hoped would demonstrate the practicability 
of such a strategy. 

The resulting research was accomplished in a 
breathtakingly short period of time. A trial was set up 
within two weeks. Children were given 1 of the 
standard recommended vaccine dose at intervals of a 
month and then tested four weeks later. Within a 
short period of time it was clear that the reduced 
dosage indeed worked, and by the 13th week of the 
study they felt secure enough to start vaccinating all 
susceptible children of the community up to the age 
of 13 [9, 10].§ They thus made the unaffordable 
vaccine, affordable. 

The money for the low-dose vaccine trial and for 
the subsequent vaccination of the children of 
Kawerau came primarily from local fund raising. The 
chief source of funds came from the local labor 
unions, who were very receptive to Milne's message 
and supportive of his efforts. Unlike many American 
epidemiologists,¶ the world of labor unions and 
working men were not esoteric to him. Milne ident- 
ified with the working class and felt it important to 
establish a good working relation with the unions; 
and his efforts were well rewarded. (Milne was him- 
self a Labor Party activist on the local level, and 
initially considered the Labor Government, his 
government. The reluctance of the government to 
take his work seriously and provide financial help 
during this period came as an unexpected blow to 
him). 

The landmark low-dosage studies which solved 
Milne's problem of making vaccination affordable in 
the Bay of Plenty, had little effect on the govern- 
ment's negative attitude toward hepatitis B vacci- 
nation because the issue got caught up in the type of 
medical conflicts that Pearce talked about. The 
Department of Health could not accept the possi- 
bility of saving money using low doses of vaccine 
until the Communicable Disease Control Advisory 
Committee [CDCAC], its major medical advisor 
approved it. The committee was very slow and reluc- 
tant to do so. Partly, it was the understandable 
natural conservativism of doctors and scientists 
toward ignoring the vaccine manufacturer's stated 
dosage recommendations. But its actions were also 
effected by the reluctance to accept Milne and his 
claims to expertise. 

There can be no doubt that Milne's personality 
and behavior alienated many people in and around 
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government; and that personal dislike mixed with 
competit ion and jealousy, produced conflicts that 
impeded cooperation. Milne was exceptionally blunt 
and outspoken. He said and wrote what he thought, 
with little concern for deference or diplomacy. 
His letters to various Ministers of  Health, Prime 
Ministers, and medical and scientific experts are 
sprinkled with comments that even a country that 
prided itself on egalitarianism had never seen before. 
The flavor of  his communications can be captured in 
the following letter he sent to an Associate Minister 
of  Health: 

We . . .  [are] utterly convinced that the Minister's planned 
extension [of the vaccination program] will be a gross waste 
of scarce funds, and quite ineffectual . . .  It is a great pity 
that you have shut your minds to our programme.. .  This 
could be a 'Yes Minister' farce if it wasn't so bloody serious 
. . .  Please don't send out such silly notes [such as the one 
Milne is writing in response to] to busy people.* 

In another letter to the Minister of  Health himself, 
after he presented his position, added a post-script 
that said he had gone to the government 's  
Ombudsman and asked for a full investigation of  the 
Department  of  Health 's  entire hepatitis B program. t  
At other times he ended his letters with threats of  
going directly to the media, or of  bringing in overseas 
experts (who would attract media attention) if the 
Department  of  Health did not change its ways.$ 

Even when he felt he was being sympathetic and 
supportive he made comments that must have made 
government officials cringe. In one letter he told the 
Minister of  Health "I  have always had great sym- 
pathy and respect for you in your difficult job, 
because doctors have a grossly inflated opinion of  
their role in society and they must be very difficult to 
control".§ Thus, it is not surprising that after the 
government finally got involved in the hepatitis issue, 
one Minister of  Health would angrily write him 
"There is no need for further pressure, agitation, or 
unfortunate media utterances" the "[g]overnment will 
govern having taken into account the best advice 
available--yours included".¶ 

*Letter from Milne to Clive Matthewson, Associate Minis- 
ter of Health, 20 December, 1989. 

tLetter to Dr George Salmond, Minister of Health, 2 May 
1990. 

:~For example the letter from Milne to Minister of Health 
A. Malcolm, 7 July, 1983. 

§Letter from Milne to Michael Bassett, Minister of Health, 
12 August 1986. 

¶Letter from Michael Bassett, Minister of Health, to Milne, 
15 August, 1986. 

**Interview with Christopher Moyes, 17 January, 1992. 
ttLetter from Dr J. C. J. Stoke [writing] for Director 

General of Health to Dr K. Ridings, Medical Superin- 
tendent, Whakatane Hospital, 12 December, 1986. 

$$Interview with Michael Allen, Editor of the local newspa- 
per, the Beacon and key media supporter of Milne. Allen 
said "I [as a newspaper editor] often have to pander to 
people. I could not have accomplished . . .  [what Milne 
did]". January 1992. 

~Milne to Muraskin, 12 December, 1990. 

The situation is summed up, and put into 
proper prospective by the paediatrian/researcher 
Christopher Moyes, Miine's chief collaborator: 

He has a manner that is offensive to the [medical] profession 
. . .  [combined with] a willingness to go to the press. He 
made enemies of people that should have known better [i.e. 
accepted the facts when presented to them]. He told them 
they should have done the work [he did] years before---some 
of them could have been major supporters [if not personally 
offended]. 

All in all Milne's manner made him very unlike 
people in the medical professions: 

I [Moyes] am a doctor, [I would] have been inclined to sit 
back, wait till all the information is in and [be]en sedate in 
print . . . .  Sandy . . .  has attributes that make it hard for 
doctors and bureaucrats to swallow--but, without them [i.e. 
his attributes] there would have been no national [hepatitis 
B] program. If it had been left to me [or doctors/scientists 
like me] we would have talked about this for 20 years. We 
would not have done it till the [United] States did it or 
England.** 

There can be no doubt that Moyes is correct, while 
Milne's personality and actions sometimes alienated 
people, he was only able to be effective because of  
those self-same traits. And by no stretch of  the 
imagination was everyone in government put off by 
him. The power of  the man, his knowledge, commit- 
ment and sincerity, were hard to ignore. One of  the 
officials in the Director General of  Health's office saw 
Milne in a much more balanced, if somewhat conde- 
scending light. Writing to Milne's boss at Whakatane 
hospital he said of  a meeting where Milne spoke: 

as always, [he] acted as the vocal stimulant we know him to 
be. His down-to-earth, practical remarks are a great help to 
mental concentration and his advice . . .  was very closely 
listened to by all present with admiration, if not always total 
agreement! We accept here that his forays into the 
media, while frequently uncomfortable, act as a constructive 
provocation.tt 

There were many observers of  the New Zealand 
medical and governmental scene who believed that " i f  
you talk nice to nice people, nothing happens" and 
thus in the existing situation he did what had to be 
done. Milne was not known for his diplomacy but 
rather his sincerity; and if that alienated or amused 
some, it won others over, because honesty was a 
luxury that few people could afford themselves; 
though they could admire it in others.:~:~ Milne did 
not play by the rules; but he was able to put the 
welfare of  the children above being a good team 
player. 

The results of  the Kawerau vaccination campaign 
was the complete disappearance of  clinical hepatitis 
B among vaccinated children. And more importantly, 
follow-up studies revealed that no new chronic 
carriers of  the disease were being added to the 
populat ion.~ Once Kawerau was successfully taken 
care of, the neighboring communities wanted the 
program to be extended to them. Large-scale fund- 
raising campaigns were created using a variety of  
ingenious methods. The most creative was the setting 
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up of 'Hepathons' on the radio designed to raise both 
money and consciousness about hepatitis B. Milne 
and his colleagues travelled to every small town and 
village, met with every club and organization that 
would have them; working to educate them and 
persuade them to provide the money for community 
vaccination. Milne was especially concerned to reach 
the Maori tribal groups since vaccination was most 
urgently needed among their people. 

While Milne worked hard to raise funds locally he 
did not stop urging the government to take the 
financial burden off the communities; many of which 
were very poor. As in the past he used the mass 
media, both for local organizing and to politically 
pressure Wellington. He also wrote everyone he could 
think of in the ruling party, the Opposition, and 
among the Maori national leadership to persuade the 
authorities to take action. The intensive local orga- 
nizing while gratifying was exceptionally hard and 
time consuming; this was made worse because "the 
lack of official Department [of Health] supporl or 
goodwill made the task . . .  very arduous".* 

The Kawerau community study and the subse- 
quent vaccination campaign may not have produced 
government money but it did elicit some high profile 
words of support for what Milne was doing. The 
Minister of Health, Michael Bassett, wrote to Milne 
in early 1985 and said "I am conscious of your 
valuable contribution . . .  You have succeeded in a 
way no-one else in the country has. You have funded 
an expensive programme through conventional and 
unconventional channels. And you have clearly 
gained a great deal of local support for what you are 
doing". Nice words of praise, but unfortunately 
coupled with a refusal to fund either vaccination or 
further research. Bassett said he could not give 
Kawerau vaccination money "because I would not 
have been able to decline requests from every other 
town for the same". And he could not give money for 
research as long as the experts in the Medical 
Research Council did not approve since "[t]his would 
be undermining their credibility".t Bassett insisted 
that he and the department were not in conflict with 
Milne, but that like it or not "hepatitis B is only one 
problem clamouring for increased resources".+ + 

*Milne to Muraskin, 12 December, 1990. 
"['Minister of Health Michael Bassett to Milne, 24 January, 

1985. 
SLetter to Milne from a representative of the Minister of 

Health, 6 May, 1985. 
§Press clipping quoted in Eru W. Pomare "Report to the 

Minister of Health on the Eastern Bay of Plenty Hepa- 
titis B Immunization Programme", November 1985. 
(Henceforth call "Pomare report"). 

¶The HBCT was made of up of Milne, Christopher Moyes 
and Dr G. Allwood, Pathologist. 

**Beacon "Hepatitis Tarawera MP challenges Dr Bassett", 
20 July, 1985. 

l"tPomare report, p. 6. 
SJ/Pomare report, p. 9. 
~Pomare report, pp. 88-89. 

At this very moment, when the government was 
providing little but verbal support for Milne, the 
Minister of Health turned around and dropped a 
bombshell. He announced in a news release that 

It appears that communities in the Bay of Plenty have been, 
and are being persuaded that the children are at 'grave risk' 
from liver disease, unless they are immunised against hepa- 
titis B. However well meaning this may be, it is causing 
unjustified anxiety, verging upon panic, among some 
parents . . . .  There is no evidence to support claims that 
hepatitis B is a major cause of death or disability in 
New Zealand.§ 

It was not only Milne and his colleagues¶ who 
were upset by the Minister's words; the local commu- 
nities in the Bay of Plenty, the media, even the 
Parliamentary Opposition loudly protested the 
Minister's accusations. One of the MPs from the Bay 
of Plenty, Ian McLean, challenged the Minister's 
claim that the Department of Health had been closely 
following the hepatitis situation. McLean proclaimed 
that he had obtained departmental documents under 
the Official Information Act and found that no 
significant papers had been filed during the entire 
year on the problem except minor correspondence; 
and that no local input had been sought or obtained 
in all that time.** In addition there were calls for the 
Minister's resignation, and demands for an indepen- 
dent investigator. 

The day after the Minister's news release, he 
appointed Dr Eru Pomare, a professor at the 
Wellington School of Medicine, and a prominent 
Maori, to conduct an investigation of the situation 
and report back to him. To Milne, it appeared that 
the reward for all his efforts was to be subjected to 
a ministerial level inquiry--adding insult to injury. 
Nevertheless, if the investigator was fair, something 
good might come out of it. As soon as Pomare was 
appointed the press and parliamentary protests 
stopped, as people awaited his findings.tt 

Pomare proceeded to conduct an intensive investi- 
gation, interviewing all the key players. Travelling 
not only to the larger towns and villages but even the 
most inaccessible Maori settlements. The report that 
he produced was a careful and responsible document. 

Pomare's report turned out to be a powerful 
endorsement of both Milne's work and his goals. 
Pomare declared that hepatitis B was "currently New 
Zealand's most serious viral infection, and an import- 
ant cause of both morbidity and mortality, particu- 
larly in the Bay of Plenty".++$ The very opposite of the 
Minister's stated position. He suggested that in high 
risk areas similar to Kawerau, vaccination be given to 
all susceptible children; in areas of lower risk it 
should be offered to all newborns and pre-schoolers. 
In other words he called for universal neonate and 
early childhood vaccination in New Zealand.~j The 
Minister may have been surprised that such recom- 
mendation came out of the inquiry. 

Pomare not only supported the idea of putting 
hepatitis B at the top of the government's health 
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agenda, he was also very laudatory about the work 
that Milne and his colleagues had been carrying out.* 
Pomare was also impressed by the Bay of Plenty's 
enthusiastic support for Milne, which raised the 
question of whether the Health Department was 
taking adequate cognizance of community and 
cultural views in ranking its health priorities. Appar- 
ently, he said, it did not, or more support would have 
been provided.t He recommended that this situation 
be corrected. 

The only place where Pomare came and criticized 
Milne concerned his relations with the Maori popu- 
lation. It was only in this area that he felt there was 
a problem needing rectification. Pomare insisted that 
in dealing with the Maori it was necessary to be 
extremely careful not to offend their traditional 
culture; and that Milne, notwithstanding his many 
virtues, lacked the ability to do this. He reported that 
many Maori said to him that Milne was offensive 
when speaking to them, and demonstrated "cultural 
insensitivity", even "racism". Pomare rejected the 
charges of racism, but believed that he was "cultur- 
ally insensitive", which in his view was a significant 
failing. He then proceeded to give examples of such 
behavior. 

The chief accusation that Pomare heard was that 
when Milne explained the origin of hepatitis B in New 
Zealand he said that the disease was very old, and had 
come on one of the "ancestral canoes" with the 
Maori who first migrated to the islands. For the 
Maori "[t]o associate the canoes with a disease such 
as hepatitis is seen as degrading and offensive"., In 
addition, in one meeting Pomare heard complaints 
that they were being addressed by a laboratory 
technologist (Milne) rather than a medical adviser, 
and "they felt that a Maori would have been prefer- 
able to a Pakeha [whites] in explaining these matters 
. . . "  At the same gathering he heard fears that the 
whole fund-raising campaign was a trick of the 
Pakeha to extract money from them to vaccinate 
white children at the expense of Maori children. They 
also suspected that a rival Maori tribe was trying to 
gain the benefits, with them paying the price.§ 

The comments that Pomare heard, raised a ques- 
tion in his mind whether "a Pakeha [white] approach 
to both information sharing and the question of 
money" was satisfactory.¶ For him the solution to 
racial and cultural friction was simple but vital. He 

*Pomare report, p. 43. 
tPomare report, pp. 84-85. 
~Pomare report, p. 14. 
§Pomare report, p. 37. 
¶Pomare report, p. 56. 
**Pomare report, p. 90. 
t#Pomare report, p. 89. It is indeed one of the peculiarities 

of New Zealand race relations that a non-white immu- 
nization campaign would run the risk of being seen as 
discriminatory "preferential treatment" for non-Euro- 
pean minorities. 

ttLetter from Milne to Dr Eru Pomare, 9 December, 1985. 

recommended that health initiatives involving Maori 
people ensure Maori participation at all levels of the 
decision making and implementation phases and 
furthermore that adequate resource support be forth- 
coming for all this to happen.** 

He also recommended that any hepatitis B pro- 
gramme not be aimed exclusively at the Maori, even 
though they were at highest risk, because that would 
unnecessarily emphasize racial differences and might 
be seen as preferential treatment.tt 

Pomare's comments hit a raw nerve in Milne. He 
felt he had been accused of racism; and the fact that 
the newspapers picked up that idea, made it hard for 
him to escape that conclusion. For a man who prided 
himself on taking every person on his/her own merits, 
simply repeating such scurrilous comments was a 
gross indignity. Unfortunately for Milne, in the late 
20th Century, his very lack of racism made him 
vulnerable to the charge of being a racist. "Sensi- 
tivty" to race and culture has become mandatory for 
people of good-will operating in the public realm. 
This sensitivity, in New Zealand, as in the United 
States, has often been seen as requiring the subordi- 
nation of scientific observation, or simple truthful 
reporting, to the need to protect racial minorities 
from real or imagined enemies; and to insulate 
group self-esteem from hurtful and embarrassing 
information. 

Many Maoris like to believe that all sickness was 
imported into their land by the coming of the white- 
man. Part of which is true, since Europeans brought 
a host of diseases that the Polynesians had never 
encountered before. Indeed, in a letter of protest to 
Pomare, Milne said that his reference to hepatitis B's 
coming on one of the "ancestral canoes" was a direct 
response to the question '"Is this (HBV) another of 
these bugs you pakehas [whites] gave to us Maoris'". 
He acknowledged that "the questioner had good 
reason to ask because we brought smallpox, tubercu- 
losis, influenza and other bugs" but that the evidence 
was otherwise for hepatitis B. However, when Milne 
protested to Pomare "I know of nobody who would 
dispute that. Do you?" he demonstrated his failure to 
understand that "truth" is not a defense against 
either the charge of racism or cultural insensitivity.** 

Milne, old fashioned, stiff-necked man that he is, 
has never been comfortable with the suppression of 
facts for politically expedient reasons, or supposedly 
humanitarian ones. He has from time to time de- 
emphasized information that he felt might be racially 
inflammatory (for example that the risk of infection 
to whites in school was directly proportionate to the 
number of Maori children present) but on the whole 
was uncomfortable with anything less than 'straight 
shooting'. And where money was concerned he was 
never willing to waste it simply for the purpose of 
making people feel 'equal' or 'good'. 

Ultimately he would radically disagree with both 
friends and foes on the nature of the national hepa- 
titis B immunization program that his pioneering 
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work would give rise to. He felt that in a situation of 
limited financial resources all funds must go to help- 
ing the people primarily at risk--mostly Maoris, 
Pacific Islanders, and the minority of whites living in 
mixed race communities; that immunizing white chil- 
dren in low risk areas was a waste of money, and took 
away vital funds that were needed to locate and treat 
chronic carriers of the virus--people who were over- 
whelming non-white. His opponents, many of them 
friends and allies, would protest that an immuniz- 
ation campaign focused exclusively on the Maoris 
would stigmatize them and create racial conflict. 
Milne believed money poorly spent would cost lwes 
and 'good feelings' were not worth it. Miine's view 
radically deviated not only from most prominent 
New Zealanders. When it came to race and ethnic 
relations everyone wanted to run for cover---either to 
protect the minority in question, or to protect them- 
selves; everyone except Milne. It simply wasn't his 
way. 

Notwithstanding the initial differences between 
Milne and Pomare, they ultimately became allies in 
the fight against hepatitis B New Zealand. Both of 
them were equally concerned about the neglect of the 
Maori and the chronic carriers. Despite Milne's 
unhappiness with some of Pomare's comments, the 
net effect of the official report was to vindicate his 
work and to add a prominent Maori voice calling for 
stepped up government action; with this occurring 
within a high profile document commissioned by the 
Minister of Health himself. 

The amount of data pointing towards the need for 
aggressive government action kept mounting in the 
period after the Pomare investigation. Of consider- 
able importance was a National Immunization 
Survey conducted by scientists allied to the Depart- 
ment of Health. They found evidence of widespread 
hepatitis B infection within the country---confirrrting 
that the problem was not confined to the Bat of 
Plenty. They confirmed that infection was greater in 
Maoris than whites but that the latter had significant 
exposure as well. They concluded that universal 
childhood immunization was necessary for all of 
New Zealand. They made this recommendation after 
rejecting more limited solutions. The researchers 
noted that the problem was primarily found in the 
country's North Island but felt it would be dangerous 
to allow a susceptible population to grow in the 
South Island. They also opposed restricting 
immunization to the Maoris--who were at gr,~at- 
est risk--because that would leave whites in 
high risk areas unprotected, and would ignore the 

*He was informed that he was being put up for a MBE by 
the Governor General on 5 August, 1986. 

tDr Nigel W. Ashworth, "The New Zealand Hepatitis B 
Control Programme" (Department of Health, 
manuscript), 9 March, 1989. 

:~Letter from Milne to Chairman, Government Caucus 
Health Committee, Mr Braybook, 2 April, 1986. Capital 
letters in original. 

effects of continuous intra-island geographical 
mobility [11]. 

The Medical Research Council which had helped 
fund part of the Kawerau study, formed a Working 
Party on Viral Hepatitis and Milne was invited to 
become a member. In addition, the Department of 
Health talked of actively preparing a strategy for 
hepatitis B control. Nevertheless, Milne felt he had to 
keep up media pressure and continue to press his case 
with government officials; not only because of the 
government's exasperating slowness but as the result 
of what he saw as some glaring weaknesses in the 
government's evolving plans. 

Milne was especially irked by what he considered 
the Janus-like nature of the governments actions 
toward him. On the one hand attempts to bring 
him 'in from out of the cold' were made, such as 
his membership on the Medical Research Council's 
Working Party on Viral Hepatitis. Even more 
significant was the submission of his name to the 
Queen for the MBE (Member of the Order of 
the British Empire) because of his work on hepa- 
titis. Receiving that honor gave his status an im- 
mense boost.* These positive steps, however, were 
apparently compatible with a continued policy of 
rejection of his specific recommendations, and a 
propensity not to agree with anything he proposed 
until the facts were overwhelming against them. 
The government never gave him the benefit of 
the doubt, and never paid attention to his 'track 
record' even when he was proven correct repeatedly 
on specific issues. If there was a desire to co-opt 
him, or cooperate with him, it was less than 
half-hearted. 

While the government was slowly moving toward 
the creation of a national universal childhood vacci- 
nation program, they were, in Milne's eyes, doing too 
little in the interim. They did extend the program of 
immunization for newborns of carrier mothers from 
the small group of 'most infectious' mothers to the 
newborns of all carrier mothers. And they used 
existing funds to provide vaccine to all neonates in 7 
out of 18 New Zealand districts.t The problem for 
Milne was that since most hepatitis transmission was 
from child to child, the programs were still glaringly 
inadequate. 

The full-scale national program was not initiated 
until 1988, which was a long time to wait when what 
was really necessary, according to Milne, was a more 
limited and affordable universal childhood vacci- 
nation program in high-risk mixed racial communi- 
ties. Not only wasn't the government doing that in a 
timely fashion but it was not alerting high risk people 
of their status so that they could take private action 
with their own money. His position was clearly "that 
parents HAVE A RIGHT TO KNOW if their chil- 
dren live in high risk areas" even if the government 
lacked the funds to help them.:~ He told the news 
media that all Polynesian, Chinese and people in 
mixed race communities should assume they were 
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high risk too,* even if the government wasn't going 
to alert them of that fact. 

Milne believed that there was a wildly inappropri- 
ate allocation of priorities when it came to hepatitis. 
He knew his own research studies had provoked a 
great fear among hospital personnel, policemen and 
teachers that they needed to be vaccinated against the 
disease; and their professional organizations were 
pushing for immunization. With the exception of 
dental nurses, he considered such groups as having 
minimal risks. Yet, highly vulnerable children, at high 
risk of becoming chronic carriers, were not being 
protected because they lacked the political clout to 
obtain the vaccine. To protest this situation he let an 
important newspaper editor know "that plans are 
afoot to protect thousands of hospital workers, at 
great cost. I am sure that if they realised that the real 
high risk group were children they would agree to 
wait their turn", clearly hoping that adverse press 
commentary would shame the professionals and the 
government into changing the situation. 

The view of Dr Nigel Ashworth, a member of the 
Department of Health, who became the Coordinator 
of the National Hepatitis B Immunization Program 
in 1988 is helpful because it allows us to see someone 
sympathetic to Milne within the government 
bureaucracy. Interestingly, it was Ashworth who was 
often called upon by the Minister to respond to 
Milne's critical letters; replies in which he felt it 
necessary to make "bureaucratic responses . . .  [since 
there was] no point in being more honest--it would 
not have been approved". Personally, however, he 
had nothing but admiration for Milne. He was 
impressed by the fact that while many people make 
a lot of noise in order to achieve fame or fortune for 
themselves, Milne wasn't such person. For him the 
hepatitis virus was a 'personal enemy' that had to be 
fought. 

Ashworth felt Milne met a lot of opposition from 
inside the Department of Health simply because he 
was not a doctor, and that many of medical men 
resented him for it. It wasn't something that was said 
out-loud but the feeling was hard to miss.t According 
to Ashworth when Milne was told by his hospital 
superior that his actions were endangering its funding 

*Milne to Editor. The Evening Post, Wellington, 22 May, 
1986. 

tlnterview with Dr Nigel Ashworth, January 1992. 
$Interview with Dr Nigel Ashworth, January 1992. 
§According to Milne when the Department set up the 

Ashworth committee, many men in the Department did 
not want him as a consultant: they did not believe that 
he had any expertise to offer. As a result he was not 
formally invited to join it; though he was in practice 
invited. His colleague, Christopher Moyes, a doctor, was 
the 'official' consultant (Milne Interview, 15 January, 
1992). Moyes says that the government asked him to be 
chief adviser without Milne and he refused. He told them 
"It has to be Sandy [alone] or me and Sandy. They 
swallowed and took both". (Interview with Christopher 
Milne's, 17 January, 1992). Ashworth did not need to be 
forced to accept Milne. 

and should stop, the fear was not groundless; the 
Department could indeed have hurt the institution in 
response to the publicity he was generating.:~ As far 
as he was concerned, Milne's low dose vaccine work 
was nothing short of miraculous given the money 
problem. When the National Hepatitis B Immuniz- 
ation Program came into existence and he became 
Coordinator of it, he proceeded to set up a monthly 
advisory group with Milne as an important member; 
despite clear Department of Health disapproval.§ 

The national hepatitis B immunization program 
began in 1988. It is certainly not unfair to say that the 
campaign was the fruit of Milne's pioneering work in 
the Bay of Plenty, and unceasing efforts to make 
hepatitis B a top priority issue in New Zealand. 
However, he himself had strong reservations about 
the shape and extent of the program, the way re- 
sources were allocated and the people who would be 
chosen to implement it. He was also concerned about 
the relationship between 'race' and 'carriership' and 
the compromises that the politics of race were giving 
rise to. 

From very early on in his research Milne had seen 
the hepatitis B problem as primarily centered in the 
Maori population--and the significant immigrant 
population from other Pacific Islands. The spread to 
Caucasians was significant and unsettling but never 
the major focus of Milne's concern. To him, the white 
risk factor, even at its worst, paled in comparison to 
that of the Maori/Pacific Island population. The 
ethnic differences in risk, while substantial for initial 
infection, were even greater for the development of 
the chronic carrier state. The younger a victim was at 
the time of infection, the greater the chance of 
becoming a carrier; the whites tended to be infected 
at later ages than the Maoris. It was the resulting 
chronic carriers who faced the greatest health dangers 
from hepatitis B. It was they who could develop 
chronic liver disease, cirrhosis and cancer. 

Milne had always been driven by a sense of urgency 
in preventing the development of carriership. Thus 
the first job was the need to prevent it. This goal as 
we have seen was slowly accepted by the national 
public health authorities. He wanted, however, given 
the limited financial resources, to use that money 
most efficiently by concentrating on vaccinating non- 
white children. He did not believe money should be 
spent on whites living in low risk areas; at least until 
the primary job had been accomplished. 

As Milne looked at the situation he became in- 
creasingly concerned about the fate of the existing 
carrier population; those who could not benefit from 
vaccination. He argued they had to be identified and 
warned of their condition. There currently existed 
treatments for carriers, some of which, like alpha 
fetoprotein testing and liver resectioning were quite 
promising. There were life style adjustments (e.g. 
restrictions in the consumption of alcohol and fat, 
limiting exposure to pesticides, adoption of safe sex 
practices) that they needed to be educated about. 
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Even more important, there was the possibility of 
better treatments being developed in the near future. 
He himself was working on an anti-viral therapy 
using a therapeutic plant from India. In order to 
help them, the names of existing carriers had to be 
known, and they had to be medically followed for 
life. 

Unfortunately, his concern for carriers was not 
shared by government officials. They did not believe 
that there was anything that could be done for such 
people at the present time and that available re- 
sources should be used for vaccination purposes to 
prevent carriership.* They felt finding carriers was an 
expensive and unrewarding task. As a result, the 
vaccination program was designed to achieve blanket 
vaccination of large numbers of young people. 

Milne contended that high risk children, especially 
Maoris, had to be blood tested rather than blindly 
immunized, and this could be done economically; at 
least partially paid out of savings that would result 
from the work. If high risk children were tested many 
would be found to be immune due to prior infection. 
Others would be discovered to be chronic carriers; 
neither group would need to be vaccinated. 

Milne took the position that if the most inexpen- 
sive qualified health personnel were used (i.e. nurses), 
that blood testing and vaccinating could be done 
more cheaply than vaccination alone performed by 
the private doctors the government preferred. (This 
was another case in which the frugal Milne turned the 
'limited resources' argument for not doing something, 
back against the government.) His argument was that 
if the government vaccinated without prior testing 
they would needlessly waste money and lose the op- 
portunity to inexpensively find and counsel carr:iers. 
Even more importantly, as his colleague Christopher 
Moyes put it, 

if we give 'blanket' vaccination to Maori and Pacific island 
groups those individuals will assume they are protected from 
the disease and will not be available for further testing later 

*For example see the letter to the editor of the Dominion by 
Minister of Health Helen Clark, 28 December, 1989. 

tLetter from Christopher Moyes to Minister of Health 
Simon Upton, 30 October, 1990. 

~Letter to the Editor of the New Zealand Listener 4 Decem- 
ber, 1989. Milne was so outraged by the Department's 
attitude that he said "'If the country can't afford to test 
and vaccinate than it should only test" which while 
dramatic, certainly overstated his case. 

§Milne to Dr Stuart Reid, Chairman of the CDCAC, 30 
October, 1990. Furthermore, Milne considered it uneth- 
ical to venipuncture 5-9 year old European children in 
low risk areas as few would benefit (i.e. be spared 
vaccination) by the procedure. 

¶Letter to Mr A. Fitzgerald, 24 July, 1990 which gives a 
chronology of his activities. 

**In a letter from Minister of Health Helen Clark to Milne 
dated 21 June, 1989 said "I appreciate you efforLs in 
pursuing your programme to identify and treat Hepatitis 
B carriers and I agree with you that it will benefit both 
the carriers and the community". 

ttLetter to Dr George Salmond, Direct General of Health, 
17 November, 1989. 

if an effective treatment for the carrier state becomes 
available.t 

Milne was enraged when "Health workers . . ,  told me 
they cannot afford to blood test all children, therefore 
they won't test any" when such egalitarianism (and 
false economy) left "the youngest and most infec- 
tious" carriers hidden and ignorant of their state.~: If 
money was in such short supply than testing should 
be given preference over adolescent vaccination, 
which to him was a waste of resources since teenagers 
had a lower risk of becoming carriers if infected, than 
of being undiscovered carriers already.§ 

While Milne knew that in the long run universal 
vaccination would solve the hepatitis B problem in 
New Zealand the idea of ignoring the current carrier 
population of 50,000-80,000 people, predominantly 
Maoris, was totally unacceptable. Which is why as 
early as 1986 he came to the conclusion that "Now 
that the epidemiology has been delineated and a 
vaccine control strategy devised the priority [must] 
bec[o]me identification of carriers (the source of most 
infections) and surveillance and treatment".¶ He 
assumed the government would share his view since 
the public health authorities had for years officially 
recommended that carriers be educated about their 
status in order to get appropriate treatment and 
protect their contacts. On at least one occasion, a 
Minister of Health expressed support for Milne's 
position,** although the stated public health policy 
to carriers was quite different. Milne in exasperation 
protested to the Director General of Health: 

Your Department makes recommendations on management 
of contacts of carriers yet seems determined to see that they 
[carriers] are not identified at an age which would be of 
greatest benefit to the child and to society.'N 

While Milne faced many problems in rallying 
support for finding and treating carriers, the biggest 
obstacle was the issue of race and ethnic sensitivity. 
Milne contended that blood testing had to focus 
primarily on the Maori, the main reservoir of chronic 
carriers. However, adopting such an emphasis would 
create a hornets nest which the government did not 
want to stir up; nor did anyone else." The combi- 
nation of race and hepatitis B is an anxiety provoking 
situation. As I have written elsewhere, the American 
government did everything they could to avoid deal- 
ing with the problem of Asian hepatitis B carriers in 
the United States. They were afraid of racism and 
discrimination if the situation became public knowl- 
edge [3]. The New Zealand authorities had the same 
fears--though not quite as strong since racism in the 
country was far less a problem than in America. 
Milne insisted that the health danger facing the 
carriers was the dilemma that had to be dealt with, 
not hypothetical white racist backlash, nor Maori 
sensitivity about its ethnic reputation. Milne saw no 
purpose in hurting a group's health in order to 
protect its image. He got very little support on this 
issue even from his friends. 
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Pressure to ignore the racial aspects of  the disease 
were immense. When  Milne wrote to Sir G r a h a m  
Latimer,  Cha i rman  of  the New Zealand  Maor i  
Council  asking for his help to blood test all Maor i  
and Pacific Islander children in pr imary school (plus 
Europeans  in mixed communit ies)  he felt impelled to 
say defensively "please forgive that  implied rac i sm-- I  
am not  a racist and  will be grateful if you could help 
me express a real problem in terms acceptable to your  
people . . . " *  Like it or not, Milne felt that  "Discr im- 
inatory testing for HBV is i nd i ca t ed" t  though  there 
was a world of  difference between "d i sc r imina t ion"  
between low and  high risk people and  "racial  dis- 
c r iminat ion" ,  though  no  one was brave enough to 
admit  it. 

The posit ion taken by the government ,  and by 
many  of  Milne 's  own allies, was " tha t  risk ra ther  
than  ethnicity should be the determining factor as 
to which children are immunized or b lood tested 
prior  to immunization".:~ This posi t ion would de- 
emphasize any racial aspect of  the disease. The 
danger  of an ethnic focus was not  only racism but  

*Letter from Milne dated 25 January, 1989. 
tLetter from Milne to Mrs Nemu Lallu, Health Protection, 

Department of Health, 19 October, 1989. 
~Letter from Minister of Health Helen Clark to Milne, 9 

October, 1989. 
§Interview with Dr John Cunninghame, January 1992 who 

works with Milne's group in the Bay of Plenty. 
¶4 October, 1989, "Free Blood Tests for Maori causes 

anger". (The title of the newspaper is incomplete, it is the 
Daily . . .  published in Rotorua.) 

**Article in the Daily Post, 1 March, 1990. In a T.V. New 
Zealand interview with Minister of Health Helen Clark 
the interviewer said " . . .  the thing that has upset people 
in this case is that only Maori and Polynesian children 
are getting the test? . . .  You are saying that you don't 
think it's wise for this sort of reverse discrimination?" 
Clark agreed (10 May, 1989). 

ttAshworth, as Coordinator of the National Program was 
both a key government official and an ally. His reaction 
to the ethnic question was based upon a fear of race 
conflict and a personal discomfort with the issue. He says 
"I did not have much interaction with the Maori. That 
was my mistake. . .  I chickened out on asking questions 
about ethnic prevalences. The Media asked me about it. 
I said it was history--they have been here longer . . .  I 
feared a racist response to the Maori s i tuat ion. . .  When 
we planned the campaign--how to get publicity--I said 
I don't want to raise the racial issue. I don't want the 
whites to say this is a dirty bunch; which was not true. 
I saw it as a danger". (Interview with Nigel Ashworth, 
January 1992.) 

:~:~Interview with Dr Neil Pearse 17 January, 1992. 
~ I  am not sure if Pearse's belief that fully 1/2 the carriers 

are white is correct. That seems like a rather high 
estimate given the very low expected rates for people of 
British decent. Even 10 times the British-derived popu- 
lation will not give you the same number as the Maori 
alone would produce. Also, if Pearse thinks that the 
whites have ~ the carriers why would he restrict the 
search for them to high risk areas only; that would miss 
all carriers not infected by contact with the Maori. A 
truly race-neutral policy would have to look for carriers 
everywhere. 

¶¶Article in the Beacon "Act now against hepatitis urges 
researcher", 11 November 1983. 

the possibility of  a white backlash against  "reverse 
d iscr iminat ion"  (i.e. vaccinat ion preference for non-  
whites) and  Maor i  anger  at  being unfairly "picked 
on".§ Milne 's  reply was tha t  there wasn ' t  enough 
money to test everyone for free. The Maor i  and  
Polynesians were the highest risk groups, and  while 
the testing was discr iminatory it was positive dis- 
cr iminat ion because of  the risk.¶ Milne felt tha t  " A  
programme based on  avoiding ethnic discomfort  was 
wrong"  and  the effect of  trying to deny the racial-link 
was the opposite of  what  was intended since it 
implied that  being a carrier  was a source of  shame. 
The result was " a n  almost  perverse de terminat ion  to 
obstruct  the identification of  carr iers"  while inadver- 
tently st igmatizing their  heal th  status at  the same 
time.** 

Opposi t ion to Milne 's  posi t ion came not  only from 
the government  but  also f rom impor t an t  a l l ies . t t  The  
most  painful  conflict was with his research collabor-  
a tor  Neil Pearce. Pearce felt the Maor i  had  to be 
protected from possible stigma; tha t  as early as 1985 
the Pomare  report  had  highlighted the impor tance  of  
dealing sensitively with the Maor i  people and  Miine 's  
problems with diplomacy in the area. He felt tha t  
Milne, as well as o ther  white people, had  to defer to 
Maor is  like Eru Pomare  in matters  affecting tha t  
communi ty .  

Just as impor tant ,  Pearce felt tha t  Milne was 
factually wrong in his posit ion; the s i tuat ion was 
more diverse than  he admitted.  There  were significant 
differences between Maor i  communit ies ,  with whites 
having a higher risk in some Nor the rn  Island areas 
than Maoris  living in the Southern  Island. Most  
impor t an t  of  all 

Sandy misses the fact that ½ the carriers are white [because] 
there are 10 times more white people than Maori in New 
Zealand [and] this fact conceals out the higher rates among 
Maori than whites. You must find white carriers too--  
though it will take 10 x the testing.:~:~ 

Pearce supported trying to find them as well, though 
he wouldn ' t  test all whites, jus t  whites in high risk 
a reas .~  It is impor tan t  to note tha t  while Pearce 
powerfully disagreed with Milne on  this issue, he 
believed tha t  " the  reason you don ' t  hear  much  abou t  
[actual] discr iminat ion is because Sandy handled  it 
well over all". 

There can be little doub t  tha t  Milne over-stated his 
case in trying to focus a t ten t ion  on the plight of  the 
hidden Maor i  carriers. He tended to down-play the 
risks tha t  o ther  groups faced from hepatit is B; at least 
in par t  in order  to justifying put t ing the resources 
where he felt they would be most  useful. In 1983, he 
said "Vaccina t ing  adults will not  save this country  
from having one new carrier. It is the children who 
become car r ie rs" .¶¶  In tha t  case, he based his com- 
ments  on local da ta  which would subsequently prove 
incorrect. However,  later, he would argue that  vacci- 
nat ing teenagers was a waste of  m o n e y - - e v e n  Maor i  
teenagers, since the pr imary risk was for younger  
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children.* While he ultimately conceded that newly- 
infected adults and teenager could become carriers, 
he insisted that the risk was quite 'small ':  < 2% 
rather than the generally assumed figure of  5-10%.I" 
However, regardless of  whether the risk was 2% or 
5% the victims were real people and they suffered as 
did younger people. In addition, Milne tended to 
under-estimate the risks that health care workers 
faced when dealing with large numbers of  unknown 
carrier patients.$ 

*Milne wrote to the head of the CDCAC and said "The key 
question is the management of carriers. Europeans 
should not be tested except in limited areas. Vaccination 
of adolescents of any race is a waste of money". (Letter 
to Dr Stuart Reid, Chairman of CDCAC, 30 October 
1990). Also in a letter to Winston Peters, Minister of 
Maori Affairs, 20 November 1990, he said blood testing 
teenage Maoris is more important than vaccinating them 
yet the government used it's resources to buy vaccine. 
The policy needed to be reversed. 

tSee Ref. [12]. The article speculates that the higher figure 
comes from studies of immune compromised groups 
such as gays, bi-sexuals and i.v. drug users. Among 
healthier adults he believed the lower carrier figure 
applied. He ignores the significance of these groups for 
creating a comprehensive carrier policy. They do exist in 
New Zealand as elsewhere and would benefit from being 
found and medically followed overtime. 

Sin the United States each year over 80,000 health care 
workers become infected with hepatitis B, and hundreds 
die from it. It is not a minor problem. 

§A local doctor wrote to the editor of the Whakatane 
Beacon on this subject. Though a supporter of Milne, he 
objected to his comment that GPs are only in it for the 
money. He said that doctors have to supply the delwery 
system, and provide a nurse and secretary to help. He 
must spend time documenting, checking and contacting 
unvaccinated children at their own expense. While Milne 
gets a steady salary, under the New Zealand system the 
general practitioner is 'a small businessman'. Which was 
exactly Milne's objection to using them. In Milne's reply, 
however, he took a very reconciliatory tone and praised 
the profession generally; though even here he added 
significant qualifications (Milne letter to editor of 
Whakatane Beacon, 24 July, 1987). 

¶Letter to Dr Bob Boyd, Department of Health, 3 Septem- 
ber, 1990. 

**Letter from Milne to Mr Simon Upton, Minister of 
Health, 7 August, 1991. 

tl'Milne to Health Reporter Radio Pacific, 2 March, 1990. 
The activities of a group in Auckland created somelhing 
of a stir. Among other things they were offering "free" 
blood testing to parents because they found a loophole 
that allowed them to pass the expense onto a variety of 
government funds; with a cost of as much as $80 per 
child. At the same time the government was asking 
parents who used Milne and his non-doctor-dependent 
method to pay for it themselves. Milne protested that 
this was unfair and wasteful. Even the Health Depart- 
merit was appalled at the unexpected expense. The 
Department of Health wrote to private medical labora- 
tories warning them against entrepreneurial doctors 
collaborating with vaccine distributors to mass-vacci- 
nate schools. It was pointed out that the specific benefit 
being asked for mass immunization procedures was not 
the original intent of the legislators and was an abuse of 
the benefit system. Auckland Star, I 1 September, ~989. 

~Milne Press Release, June 1989. 
~Milne Interview, 15 January, 1992. 

Nevertheless, the reason he took the position he 
did was always his fear that the really high risk group 
was going to get lost in the political shuffle; and he 
knew what he was talking about. Treating New 
Zealand as a 'non-ethnic '  country was a prescription 
for disaster as far as he was concerned. He pointed 
out what others refused to understand when they 
ignored race (and class) differences in the vaccination 
program: the Maori  and Pacific Islanders, the people 
needing protection most, were the least likely to get 
it, even with the government paying for it. When 
medical services were offered whites flocked to get 
them, and the Maori  did not. 

Part of  the problem came directly from using 
doctors, with all the cultural and class problems 
which that entailed. According to Milne, not only 
was the general practitioner's interest in making a 
profit§ in conflict with the goal of  protecting children, 
but medical men were simply the wrong vehicle to 
service poor Maori,  since the Maori  chronically 
under-utilized doctors and doctors themselves were 
not particularly oriented to them as a clientele. 

As Milne unhappily pointed out "[while] the rec- 
ommendat ion of  [physician] attendance at vaccinat- 
ing clinics has been bandied around as a requirement 
. . .  [there are many examples] of  serious neglect of  
children at extraordinary high risk . . .  because 
doctors simply have not visited [their] communit ies";  
such places were not  a high priority to medical men. 
In many places the Area Health Boards seem more 
interested in preserving " 'medical  monopol ies" '  than 
protecting children.¶ Thus the government desire to 
use doctors only exaggerates "the . . .  'inverse care 
law' [that] ensures that the ones who are miss[ed] . . .  
are those who need protection the most".** 

The problem of  getting the Maori  fully involved to 
protect themselves from hepatitis B was so difficult in 
some areas that even when they were approached 
through minority-oriented school teachers and board 
members rather than doctors, they were getting blood 
tested less frequently than whi tes-- though they 
needed it more. In other places, Milne contended, 
'entrepreneurial '  doctors were ' raking'  in the 
money while they mass vaccinated non-white 
children without prior blood testing; which he con- 
sidered little better than criminal. Some doctors were 
making a profit for vaccinating school children. 
(Even the government was upset by the unexpected 
expenses; unexpected by the government but not by 
Milne . ) t t  

What  Milne wanted to do was first find the carriers, 
than establish a "registry" of  names so that they 
could be offered, together with their households, 
follow-up blood testing and thus benefit from ad- 
vances in treatment as they came along.:~:~ That  desire 
however outraged and frightened many people, with 
"some say[ing] it is almost unethical to have a registry 
of  carr iers" .~  There was fear that such a registry 
would lead to stigmatization against carriers and that 
confidentiality could not be maintained. For  many it 
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raised basic questions about the protection of civil 
liberties. 

To Milne the willingness to put confidentiality 
above saving lives was not comprehensible. As early 
as 1981 he felt that "Silly fears of breaches of 
confidentiality have hindered our understanding of 
the seriousness of the [hepatitis B] problem and 
delayed control of hepatitis B" insofar as it prevented 
medical laboratories, rather than neglectful general 
practitioners, from notifying the Health Department 
of hepatitis cases.* Confidentiality problems were no 
more reasonable in relation to the carrier issue than 
the earlier notification one. He pointedly wrote to the 
Epidemiological Unit of the Health Department: 

Stigmatisation is bunkum and is an indication of ignorance 
and bad medical management... We have 2000 carriers on 
file. Have you heard of any stigmatisation from our area? 
Have you any evidence of widespread stigmatisation?t 

The confidentiality of the register would be kept--  
blood banks had confidential registries for years.+ + 
Milne went on to protest that rather than avoiding 
racial problems, the general policy was actually 
shaped by racial attitudes: 

If Europeans had carrier rates up to 15% you would not 
have had to prepare your report. All the kids would have 
been tested [and found] long ago.§ 

What was urgently needed "To be civilized and treat 
our Maori population fairly" was that all Maori 
males had to be blood tested and carriers identified. 
The fact that every hospital worker, policeman and 
dental nurse had been given or offered pre- 
vaccination blood testing, when "not one of these 
groups has the risk of a Maori child" was appalling 
to him.¶ 

In fighting for the carrier registry Milne utilized 
outside experts, as he had done in other fights with 
the government. At an international conference that 
Milne organized he received support from Dr 
Thomas London of the Fox Chase Cancer Center in 
Philadelphia. London told the conference that he 

*Letter to Editor of The Evening Post, Wellington, 22 May, 
1986. 

tLetter from Milne to Nick Wilson, Epidemiological Unit, 
Communicable Disease Center, Department of Health, 
20 June, 1990. 

++Letter from Milne to Minister of Health Helen Clark, 31 
July, 1989. 

§Letter from Milne to Nick Wilson, Epidemiological Unit, 
Communicable Disease Center, Department of Health, 
20 June, 1990. 

qrLetter from Milne to Nick Wilson, Epidemiological Unit, 
Communicable Disease Center, Department of Health, 
20 June, 1990. 

**Dominion, 10 August, 1988. 
"t'tAs reported in Dominion, I0 July, 1988. 
++++News Gazette (Kawerau and Eastern Bay), I June, 1988. 
~Interview with Milne, 18 January, 1992. Milne's files 

contain copies of correspondence between him and the 
Australian government. Officials always had a "reason- 
able" explanation for why nothing could be done. Any 
other man would have just stopped trying, but not 
Milne. 

expected within five years an effective anti-viral pill 
and if carriers were already identified then the auth- 
orities would be "far ahead of the game" in treating 
them. He said that New Zealand would do better in 
its fight against hepatitis B if it had a register of 
carriers.** In addition, since alcohol is an important 
factor in liver disease, carriers need to be advised to 
cut down on drinking; and since a lot of carriers were 
sexually active they needed to be told to protect their 
contacts. All of which presupposed you had identified 
them.tt  The press helpfully picked up London's 
comments and give them prominence. 

In a similar vein the press reported on Milne's 
relationship to overseas programs. In an article called 
"Milne's hepatitis B work of 'worldwide' signifi- 
cance" Dr Brian J. McMahon, Coordinator of the 
Alaska Native Medical Center was quoted as hailing 
Milne's immunization program--and the New 
Zealand Department of Health's adoption of it--as 
being significant to many parts of the world. 
McMahon went on to advocate surveillance pro- 
grammes for carriers in order to monitor and detect 
problems. He said that testing carriers twice a year 
for alpha fetoprotein is effective for finding liver 
cancer while it is still curable, and contended that ] 
of patients can be cured by using this approach.++++ 
What better support could Milne get for his position? 

Milne often told the government that in fighting for 
the carriers he was simply trying to do for New 
Zealand what other developed (and civilized) nations 
were doing for their people. In fact, however, except 
for experimental programs such as that in Alaska, the 
carrier issue was as neglected worldwide at it was in 
New Zealand. The United States was certainly no 
model for humane care. In his attempt to face the 
issue head-on, and deal with the racial aspects of it 
as well, he was still a pioneer. 

Milne's work has not been restricted to fighting for 
high risk blood testing, feuding with a unresponsive 
government, or simply trying to get carrier treatment 
on the national agenda. He has been determined to 
do research himself on possible treatments for hepa- 
titis B. He has also spent his time attempting to 
persuade New Zealand and Australia to take a more 
active role in helping their Pacific Island neighbors 
deal with their ubiquitous hepatitis B problems. He 
has been driven by a strong conviction that the two 
most developed countries in the region have a moral 
obligation to act. He has petitioned the governments 
of both countries to take the lead, and tried to show 
them how they could provide maximum help at 
minimum cost--which is the Milne trademark.~ He 
could not get support from either nation but as usual 
he has not given up. He has striven to obtain funds 
from private philanthropies. 

The story of Alexander Milne and hepatitis B in 
New Zealand is a heroic one; a rarity in the modern 
world. He proved that one honest, dedicated, inde- 
fatigable and stiff-necked individual can successfully 
challenge the authorities if he is determined and 
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stubborn enough. The people of  New Zealand have 
been the beneficiaries of  his work. 
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