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WORLD HISTORY CONTEXT

1918-19 FLU: second-worst recorded human pandemic

Worst was the Black Death (1348-52):
Killed one-third of Europe’s population
(estimated 30 million from total pop. 80-90 million )
Death rate c.30%

Probably NOT bubonic plague, as thought since 1890s:
More likely a pneumonic virus, or haemorrhagic feve r.
See Scott & Duncan (2001), Samuel K. Cohn (2002)

AVOID Benedictow (2004) – deeply flawed!

1918-19 FLU WORLDWIDE

Total mortality now est. 50 million  (death rate c.2%)
3 waves or phases: 
Early to mid-1918: mild (low death rates, but young adults)
Late 1918: severe (global pandemic, high death-rates)
Early 1919: mild  (moderate death rates e.g. Australia, Japan)

Unusual features:
1. Severe wave swept both hemispheres out of season
2. Reversed usual age-incidence of flu: killed adults aged

25-45 years; in NZ, more males than females died
3.    Victims died from pneumonic complications and 

cyanosis: bodies turned black

NEW ZEALAND’S 1918 FLU
• Mild wave in Sept-Oct 1918: conferred patchy immunity
• Myth of introduction by passenger ship Niagara: see

chap. 8 of Black November. Troopships far likelier source; 
hundreds of soldiers scattered across whole country

• Severe wave: late Oct - early Dec
• Auckland first; peak of deaths 12 November (cf. peak in 

London, England, 9 November)
• Other main centres peaked almost together
• Great variation in both morbidity & death rates
• Closure of schools, pubs, banks, shops, offices, etc:
• Whole country paralysed in middle weeks of November 
NZ’s worst public health emergency to date
NZ’s worst natural disaster in terms of loss of life
(cf. Napier earthquake 1931: killed 256)



NZ : KEY STATISTICS  (Rice, 1988, 2005)

Deaths from Influenza/Pneumonia (death rates per 1000):
European                    Maori

North Island              4,051   (6.2)       1,650 (registered)
South Island              2,040  (4.5)           29
Troops overseas          322                  Estimated total:
TOTALS                    6,413   (5.8)       2,160  (42.3)

Euro + Maori total:    8,573   (7.4)

Auckland:    1,128  (7.6)    Wellington:  757  (7.9)
Christchurch:  458 (4.9)     Dunedin:     273  (3.9)
Nelson:             29 (3.3)     Nightcaps:     33  (45.9)

NZ regional death rates in the 1918 flu HOW DID NZ RESPOND?

Health Dept unprepared & overwhelmed: offered only
inhalation sprayers & official cough mixture

Local govt took lead: mayors organised committees 
1918 NZ already organised for war: e.g. Red Cross groups, 

Patriotic committees for fund-raising
Shortage of doctors and nurses away at war; many caught 

flu or exhausted from overwork (14 + 37 deaths)
Block system: door to door patrols
Temporary hospitals: in schools, church halls, etc
Disposal of dead: undertakers soon overwhelmed
Orphans & children with sick parents: crêches set up
Convalescents: soup kitchens to feed the feeble
Families and neighbours looked after each other

SOURCES

Statistical analysis of victims in Black November based on 
Central Register of Deaths, Registrar-General’s Office,
Lower Hutt. (collated death certs from local registrars)

Each victim’s name, age, sex, date & cause of death, 
occupation, residence, marital status, issue, place of burial

Victims who died away from home (e.g. soldiers overseas)
were assigned to usual place of residence: hence totals 
may differ slightly from those in local death registers.

1916 Census was used for population & place-names

LESSONS FROM 1918
Leadership is crucial: Wellington suffered the highest main 

centre death rate because key officials fell ill with nobody 
to replace them; in a week, death rate soared.

So, don’t rely on key individuals; organise pairs and teams 
at each level, everyone taking responsibility.

Prompt organisation is crucial: places that organised early 
and well kept their death rates down.

But this depends on morbidity (sickness) rate: roughly 50% 
overall, but many variations; from low (Nelson, Timaru) 
to very high

e.g. Taumarunui: about 80% yet prompt organisation kept 
situation under control: 45 deaths, pop.2,600, death rate 
16.7 per 1000 (Ohakune, Huntly, Te Awamutu similar)

Nightcaps: 90%, few adults not ill, death rate 45.9 per 1000



EXPECT THE UNEXPECTED
Communications need to be clear: in 1918, telephones & 

written orders/reports worked well
New Plymouth: printed ALL WELL cards backfired; 

Wellington’s simple signal worked well (white cloth = help 
needed)

Temporary hospitals: high fevers = sweating = soaked 
bedclothes = huge laundry problem (see Temuka pic)

Feeding the feeble: thousands of convalescents unable to 
help themselves; hence soup kitchens & distribution of 
soup & food by Boy Scouts

Neighbours & families helped each other: importance of 
strong community cohesion

HOSPITALS: now fewer than in 1918, and high-tech
Likely to be swamped with pneumonias, as in 1918
Who decides who gets Intensive Care?
Antibiotics give an advantage, but careful nursing needed
DHBs have selected buildings as possible overflow flu 

hospitals, but who will staff them?

ALLOCATION OF SCARCE RESOURCES
In 1918, the Minister of Public Health, George Russell, took 

personal charge; sent army medical teams to worst-
affected North Island towns; sent medical students from 
Dunedin to afflicted Maori settlements in north

Mayors complained when their towns missed out; but the 
needs far exceeded available resources

LOCAL GOVERNMENT CHANGES
1989 restructuring swept away old system of borough and 

county councils, which had provided local leadership in 
1918 flu; new regional councils govern larger areas; 
many services contracted-out; fewer staff

Vulnerable to a high sickness rate: staff will stay at home to 
look after their families

Disposal of the dead: major problem in 1918; undertakers 
were swamped; city councils provided trucks and grave-
diggers. ( Twice-daily trains took coffins from central 
Auckland to Waikumete Cemetery)

Recent UK report on disposal of dead in future pandemic;
recommends body bags & mass graves initially.

PROBLEMS OF RUMOUR & MISINFORMATION
In 1918, Minister of Health placed ban on publication of 

death tolls in newspapers; in vacuum, rumours magnified 
losses from tens to hundreds to thousands, making 
people fearful.

Hence self-isolation: often fatal (e.g. at Ngaruawahia)
Hence reluctance to volunteer to help with patrols or 

temporary flu hospitals.
Russell explained that he knew about the psychology of 

epidemics, and wanted to avoid public panic; but his ban 
seriously hampered relief efforts in some towns.

Today’s profusion of cell-phones, e-mail, talk-back radio
= far greater scope for rumour & misinformation!

RACIAL PREJUDICE & SCAPEGOATING
Major disease events are like wars: they reveal the best & 

worst in people, they test social cohesion & order
Local responses in 1918 were often conditioned by racial 

attitudes: Whangarei mayor prohibited Maori from 
entering town in case they spread infection. (Precedents 
in 1913 smallpox epidemic in Northland)

Some hospitals refused admission to Maori flu cases on 
grounds that they did not pay rates, not entitled to a bed

Some towns had a separate Maori flu hospital (Temuka)
Some had no colour bar at all (e.g. Taumarunui)

Today’s recent migrants may simply be ignored or avoided 
in a future pandemic; linguistic & religious differences

COMMUNITIES AND SOCIAL CAPITAL
In 1918, NZ had been at war for four years: Red Cross & 

local patriotic societies highly organised for war effort; 
people brain-washed into patriotic duty & sacrifice; 
putting collective needs above individual

Far greater community cohesion back then: a face-to-face 
society; in small towns everyone knew everyone else

Church attendance low, but church affiliation high; religion 
becomes more important when death is involved

Christian values far more widespread; neighbourliness, 
charity, helping the poor & sick, etc.

Higher level of membership of sports clubs, lodges, bands; 
a denser network of friendships and relationships

Much lower crime rates: a more trusting & orderly society



NZ SOCIETY TODAY
Many contrasts with 1918: more mobile, more atomised, 

individualistic, secular, materialistic, opportunistic, etc.
cf. USA: Robert D.Putnam, Bowling Alone (2000)

Changes in family patterns: more solo parents, 
both parents working & small children in day care, etc.

More elderly in retirement homes (especially vulnerable to 
viral infections)

Workplaces & schools = structured communities, with chain 
of command, managers, supervisors, teachers, telling us 
what to do each day

Suburbs =  unstructured communities, nobody in charge, 
loose & fluid; friends often widely scattered across town

Shopping malls seem crowded & busy; but all are strangers

GET TO KNOW YOUR NEIGHBOURS – NOW!
In 1918 most flu cases were cared for at home, often by 

neighbours; suggests high level of trust, friendship
NZ society now highly mobile; people move house several 

times in a lifetime; hard to get to know new neighbours 
before they move on

City apartments: residents often do not know the people on 
their own floor, let alone in the rest of the building

Revive Neighbourhood Support Groups?

Example of Tokugawa Japan: strict social controls; each 
household required to know those either side and the 
three opposite; any tax default shared by all six; any 
crime not confessed, all six heads punished, etc. 
Draconian, but it worked! (Like overlapping roof tiles)

WHO confirmed cases Avian Flu at 15 April 2008

Cases    Deaths
Azerbaijan                                            8 5
Cambodia                                            7                  7
China                                                   30 20
Djibouti                                                   1    0
Egypt                                                 49 22
Indonesia                                            132 107
Iraq                                                         3  2
Lao                                                         2   2
Nigeria                                                    1    1
Pakistan                                                  3     1
Thailand                                                25      17
Turkey                                                   12     4
Vietnam                                               106 52

TOTALS                                               380 240
Case Fatality Rate  63.1%


