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KUPU WHAKATAKI 

OPENING WORDS FROM STUDY POU TIKANGA 

 

E ngā mana, e ngā reo, e ngā hau e whā, tēnā rā koutou katoa, 

 

E hara taku toa i te toa takitahi, engari he toa takitini. 

My success is not mine alone, it is ours. 

The greatest achievement we will have, is working together. 

 

 

When COVID-19 entered our world at the beginning of 2020, we had no idea of what was yet to come. 

In those early days there was a lot of fear of the unknown. For Te Tangata Whenua, that fear was 

steeped in lived whakapapa. We lost many of our people in the 1918 ’flu pandemic; all we have is 

nameless unmarked graves to remember them by. 

I wondered, if I caught this virus, would I survive it to teach my many mokopuna from the fountain of 

knowledge that was passed down from my ancestors to me? Or would I die a name on a headstone 

with a simple message saying, ‘Taken before his time’, like so many of our tūpuna who bear crosses 

with no names? 

The global response to this pandemic has seen governments the world over, make decisions for their 

nations in ways not seen before in our lifetimes. In Aotearoa, our Government determined pathways 

that were brave and without premise, to prevent deaths on the same unfathomable scale as we were 

witnessing overseas. However, not all decisions were made with Te Tangata Whenua in mind. 

The Crown did not ask us to take a seat at the decision-making table. It did not talk with us about how 

we might work together to look at solutions. Te Tiriti o Waitangi tells us this is a partnership. Yet, one 

partner implemented a plan and expected the other to follow it. 

That colonial ‘rule of thumb’ approach worked to divide our people and separate our communities. It 

planted suspicion, and there in the vacuum of voicelessness and uncertainty, grew the conspiracies 

about this urutā that drove wedges through whānau and hapū. As marae were forced to change 

tikanga, whānau were turned away, and whilst we may understand the reasons why, ultimately our 

mana motuhake was denied. Some of us are now trying to sew us back together again. 

So, my recommendation to the Government after spending a year working alongside the Rōpū Kaitiaki 

and the Rōpū Rangahau on this ‘Ngā Kawekawe o Mate Korona | Impacts of COVID in Aotearoa’ study, 

is simple: Invite us to the table. 
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Thank you for the honour of being able to ensure this study was conducted in ways that adhere to 

tikanga Māori and Te Tiriti o Waitangi. I end my time on this rangahau with a story from the place I 

grew up in, in a valley in the mid North. 

Many years ago, I had the job of trying to convince everyone in our valley to complete their Census 

papers. Houses were very remote; access to them was by car, horse and walking. One whare I went 

to, you would not even know it existed. I arrived with my Census papers and knocked on the door. An 

older gentlemen opened the door and I stepped forward. “Matua, I’m here about the Census.” He 

looked at me and replied, “Ko wai koe? Ohhh, you’re Joey’s boy, eh?” “Ae, Matua.” His response: “You 

see that gate out there, boy? That’s my world. From that gate to my house, that’s my world. Anything 

outside of that, I’m not worried about. So, leave your Census papers out there and come in for a cup 

of tea.” 

COVID-19 began somewhere in the world a long way from the isolated, winding, dusty road in the 

valley this Matua called home, and yet, it found its way to his whare. His world suddenly became 

smaller; no longer from his gate to his porch but to the insides of his whare where he would isolate 

from the world even further, only letting people who were close to him in. Without knowing the virus 

could be delivered in many ways to that very small world of his, in the end it found a way into his 

home. He died of complications from COVID-19. 

If a pandemic should ever happen again, Te Tangata Whenua need to be at that table right from the 

get-go to prevent deaths like this. We do not want to be told by the Crown what is going to happen 

and what we have to do, to pay the consequences afterwards. We want the Crown to talk with us, at 

the table, so we might find solutions together. That is partnership in its true sense – the partnership 

that my grandfather, Te Pene e Haengatia te Tiriti o Watangi Tipene signed up to when he helped pull 

the logs from Motatau State Forest all the way to the Tiriti grounds to build the Treaty house. 

 

No reira, mahi tahi tātau mō te oranga o te katoa. 

Mauri ora 

 

Matua Witeria (Witi) Ashby (Ngāti Hine, Ngāti Kawa), Pou Tikanga; Kaumatua, Te Rau Ora 
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NGĀ KAWEKAWE O MATE KORONA 

IMPACTS OF COVID-19 IN AOTEAROA 

The impact of the COVID-19 pandemic has had far reaching consequences, differentially impacting 

people with poorer pre-existing health, financial and social capital. Beyond these internationally felt 

effects, in this report we demonstrate the impacts of having had COVID-19 in Aotearoa, across a range 

of domains, including health, social, cultural, spiritual and financial. This study was underpinned by a 

Tiriti o Waitangi Framework which recognised the relationship between Te Tangata Whenua (the first 

peoples of Aotearoa) and Tāngata Tiriti (all others who have come to Aotearoa to live), as fundamental 

to positive research outcomes. Drawing on people’s lived experiences, the report points to greater 

impacts from COVID-19, more unmet need and greater need for support, amongst those populations 

already disproportionately impacted by an inequitable health system.   

A major focus of this study is on system change. We identify key lessons from different aspects of the 

national COVID-19 response and make a series of recommendations about how Aotearoa might 

respond in future to new pandemics or similar crises. We have an opportunity, an imperative, to think 

about what the future can look like. We need a health system that is Te Tiriti o Waitangi compliant, 

that is pro-equity, that is anti-racist and culturally safe. Aotearoa can and must take the necessary 

actions to realise this future now, for the generations to come.    

What is alarmingly clear with regard to COVID-19 and what is also consistent with previous pandemics 

as recently as the 2009 H1N1 influenza pandemic (Baker et al, 2009), as well as in the more distant 

past with the 1918 ’flu pandemic (Wilson et al, 2012), is that, while infectious diseases do not make 

inequities on their own, they hugely amplify already entrenched inequities within societies. There is 

evidence of pandemics’ differential impact on Indigenous populations worldwide as well as here in 

Aotearoa (Curtice & Choo, 2020; Cormack & Kukutai 2021). This is because we are social beings with 

divisions in our societies based on long histories of injustice – political, social and economic, including 

as a result of colonisation and racism (Krieger, 2011).  

Historically, we know that inequities differentially affect Te Tangata Whenua, Pasifika peoples,1 lower 

income, and disabled populations (Manatū Hauora | Ministry of Health, 2015; Ministry for Pacific 

Peoples, 2020; Tatauranga Aotearoa | StatsNZ, 2020; Te Manatū Whakahiato Ora | Ministry of Social 

Development, 2016). The health system in Aotearoa in non-pandemic times responds inequitably to 

these populations, so that any health system response to the COVID-19 pandemic had to be mindful 

of that from the start. By not taking an approach different to that which it has pursued in the past, it 

was inevitable that structural inequities already existing prior to COVID-19 would be propagated and 

magnified. From risk of exposure to the virus, to the likelihood of becoming sick if exposed and once 

sick, the potential to die or survive, the pattern of COVID-19 infection and transmission highlights the 

interplay of different inequities present, through direct health impacts and the indirect impacts of 

economic losses, social disruption, and discrimination (Cormack & Kukutai, 2021). All of these 

outcomes are socially structured and influenced by the histories and ongoing current realities of 

racism, colonialism and economic injustices in Aotearoa.  

 

1 A term adopted from Government documents that identify Pacific people collectively. 
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This is largely the scenario which has played out whereby equity was not evidenced to have been at 

the forefront of Government’s planning, analysis, responses and policies with COVID-19. The 

Government's COVID-19 response was not fit for or responsive to Māori communities’ lived realities, 

and instead took a one-size-fits-all approach which met the needs of Tāngata Tiriti. This was 

underscored by the Waitangi Tribunal report (2021) which found the Crown had breached the 

principles of active protection and equity, as well as those of tino rangatiratanga and partnership. 

Specifically, the COVID-19 protection framework (or traffic light system) put Te Tangata Whenua at 

disproportionate risk and put Māori health and Whānau Ora providers under extreme pressure. There 

was unanimous opposition from Māori health and Iwi leaders to the COVID-19 protection framework 

given the Government's failure to both design the COVID-19 response jointly with Te Tangata Whenua 

and through not engaging with Te Tangata Whenua to “the fullest extent practicable” (Baker, 2022). 

These findings had previously been echoed repeatedly by Iwi, Māori academics, public health 

specialists, provider organisations and communities throughout the pandemic period leading up to 

December 2021 and the Waitangi Tribunal's report (Gifford & Boulton, 2020; McLeod et al, 2020; 

McMeeking & Savage, 2020; Nielson, 2021; Parahi, 2020).  

Another key area highlighted by the Tribunal was the lack of high-quality ethnicity data across all 

aspects of the Government’s COVID-19 response (Parahi, 2020; Waitangi Tribunal, 2021), a concern 

which is ongoing. This has seriously affected efforts to understand what is happening for Te Tangata 

Whenua and to monitor the effectiveness of the health system’s performance for whānau Māori, as 

well as hampering efforts by Māori communities to plan for both their immediate, and future, 

responses. Manatū Hauora | Ministry of Health will need to improve and maintain ethnicity data to 

meet the urgent need for high quality data for Te Tangata Whenua with regard to the COVID-19 

response and for any future pandemics.  

Throughout this report we have shown that Te Tangata Whenua, including tāngata whaikaha Māori, 

Pasifika peoples, and disabled Tāngata Tiriti have been more affected by COVID-19 and have 

disproportionately suffered the impacts of the Government’s subsequent response to the pandemic.  

We have made recommendations throughout the report which are presented specifically as they 

relate to each of the findings chapters. Additionally, there are a number of overarching themes which 

cross several chapters, relating to an urgent need for service improvements and the collection and 

timely reporting of information to ensure the best possible outcomes for those who continue to be 

underserved by the health and social service systems. We particularly stress the need to: 

➢ Ensure that the ongoing Government COVID-19 response at all levels, and for any future 

pandemics, be based on Te Tiriti o Waitangi and that all processes, decisions, management and 

monitoring approaches are responsive to Māori communities’ lived realities. 

➢ Involve leaders and experts from all key populations in policy design and response delivery. This 

will bring a stronger understanding of local needs and a stronger understanding of how future 

Government policies and responses can best work with local communities. It will also enable 

trusted local health champions to take the lead in communications around future pandemics.  

➢ Ensure that information and messaging for Te Tangata Whenua, including tāngata whaikaha 

Māori, for Pasifika peoples, and for disabled Tāngata Tiriti happens at the same time or first, not 

with major time lags following the information being made available to the general public. 

➢ Significantly reduce barriers to access to primary health care, especially for Tangata Whenua, 

including tāngata whaikaha, for Pasifika peoples, and for disabled Tāngata Tiriti. It has long been 
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recognised that poor access to primary health care is a major barrier to optimal health, and that 

these barriers contribute to significant inequities in health and wellbeing in Aotearoa. Survey 

participants in this study reported cost barriers to obtaining prescriptions and accessing GP 

services, and those that did use services required many visits. This not only directly affects people’s 

health by not getting access to services in a timely way, but it also puts already struggling whānau 

and families under greater financial pressure.   

➢ Recognise the essential role that community-led providers played in the pandemic and the success 

they had in advocating for and pro-actively supporting their communities. New and more flexible 

funding allowed them to move swiftly to meet a wide range of needs. This is another clear 

demonstration of their value in the Aotearoa health and social services systems. Appropriately 

funding such providers in the future will enable them to support those whānau and families with 

ongoing needs from the pandemic (including long COVID) and to tackle other pressing health 

issues.  

➢ Deliver a wider range of more integrated services in the future. Throughout this report, there is 

mention of the breadth of services being delivered or required by those with COVID-19 (e.g., food 

parcels, wellness checks, mental health support). This points to the need for a wider scope of 

services to support whānau and families’ wellbeing. There were also reports of too much contact 

from too many organisations. Better integrated services would serve us well in future, including 

during future pandemics. 

➢ Proactively develop a plan for mental health to deal with the fallout of the COVID-19 pandemic as 

well as future ones. Support providers to be able to offer mental health services alongside the 

other services they provide, including to whānau or family members of those who are unwell.  

➢ Understand the impact that stigmatisation had throughout the pandemic and in a range of settings 

and implement a plan to reduce stigmatisation for those who become infected and for those 

seeking support. 

➢ Revisit the recommendations of the Welfare Expert Advisory Group (2019), particularly in relation 

to modernising and simplifying income support policies, to ensure that all those in Aotearoa are 

enabled to meaningfully participate in the community, and work to align ACC, health, and social 

welfare policies and funding arrangements to remove inequities in social support. 

➢ Reconsider sick leave and employment support policies to ensure that in future pandemics or 

crises people are able to take time off work when unwell; encourage employers to work more 

flexibly; and provide education to employers so they can support their employees and reduce 

stigmatisation within workplaces. 

➢ Develop consumer-led long COVID services, integrated with primary health care services. Those 

enrolled with the service would be assigned a case manager who engages with them and their 

whānau or family through an initial assessment and plan, and then assists with ensuring 

wraparound whānau-focused services, including support to return to work if appropriate.  

While this study found the overall health response for Te Tangata Whenua was insufficient, the unmet 

need in health services was highest for tāngata whaikaha Māori, highlighting the urgent need for 

specifically tailored approaches for this population if equitable outcomes are to be achieved. This has 

been underscored in the Inquiry which found that many of the issues those with lived experience of 

disability identified in the first two years of the COVID-19 response persisted or had worsened during 

the Omicron outbreak, and that the government response to the widespread community transmission 

of the Omicron variant did not sufficiently protect tāngata whaikaha Māori and disabled Tāngata Tiriti, 

or their whānau and families (Baker & King, 2022). A commitment from government that those with 
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lived experience of disability will be involved at the start of any design and decision-making is an 

obvious starting point to ensure their needs and priorities are visible and that solutions are 

appropriate. System mechanisms that respond in a timely manner should be prioritised to ensure easy-

to-use, accessible options for tāngata whaikaha Māori and disabled Tāngata Tiriti to report adverse 

reactions or unmet health needs. It is also very important that health providers recognise that health 

issues will not all necessarily be related to a disability; new issues may arise for this population thus, 

the need for holistic assessment and treatment is key.   

Pasifika communities have collective obligations which emphasise the importance of including Pasifika 

leaders in planning for future pandemic events to effectively and efficiently reach diverse and 

emerging Pasifika communities. Pasifika families live on the margins of socioeconomic sustainability 

and too many Pasifika families live with extreme hardship. As a consequence, many were faced with 

socioeconomic hardship during the pandemic that will have serious ongoing consequences. Pasifika 

are still developing a strong financial infrastructure that is vulnerable in times of sustained economic 

uncertainty. This is important to remember when considering Pasifika responses to future pandemic 

events. 

Another key finding of our report is the impact of ongoing symptoms of COVID-19, that affect around 

21% of people who have had the illness. As has been seen overseas, this report shows how people 

with long COVID are significantly affected in their ability to live their lives as they did previously. Long 

COVID has resulted in a newly disabled population of people who need ongoing support and the 

development of new, and improved access to existing, multi-disciplinary, integrated and consumer-

led services. Paula Tesoriero, Disability Rights Commissioner and new CEO of Whaikaha - Ministry of 

Disabled People, has identified that for many people, long COVID meets accepted criteria of disability, 

and thus should open doors for additional support (Tesoriero, 2022). The lack of support for those 

with long COVID highlighted in this report emphasises this need.  

Tracking and ensuring appropriate services for people with long COVID will require robust data. 

Although a start has been made with the publication of ICD and SNOMED codes to record long COVID, 

the accuracy and completeness of the use of these codes are paramount. Coupled with this, unless 

changes are made to improve the quality of the source ethnicity data, future inequities in the 

management of, support for and outcomes from long COVID will not be able to be assessed. High 

quality data for Te Tangata Whenua, including tāngata whaikaha Māori, with all information broken 

down by ethnicity, available at the same time as total population information, is needed. This will 

require Manatū Hauora | Ministry of Health to improve and maintain ethnicity data for Te Tangata 

Whenua and ensure that data on both tāngata whaikaha Māori and disabled Tāngata Tiriti is collected 

comprehensively and accurately. 

A structural level approach to health would see Cultural Safety embedded across all the sectors that 

are upstream predictors of health and health equity. The need for inter-sectoral work is of particular 

importance, given our understanding of the wider social determinants of health, and their contribution 

to Māori health inequity. As argued by Metzl & Hansen (2014), if stigma-related health inequity is due 

to structural causes, rather than only due to encounters between an individual and a health care 

professional, then anti-racism education (Jones et al, 2019; Talamaivao et al, 2021) must include not 

only the individual but also be embedded at the level of the healthcare system and structure (i.e., 

policy and political level).  
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We see Cultural Safety training and understanding as essential for all people working in the areas of 

health, education, social services, policy and media. Cultural Safety is a critical education approach 

which was developed to make explicit the causal links between colonisation, institutional racism, 

power, and social justice as fundamental to understanding and, importantly, taking action to address 

health inequity (Ramsden, 2000; Ramsden, 2002). Cultural Safety recognises that understanding and 

confronting power imbalances and racism, across the health system, within organisations and among 

the individuals who work in them, rightly shifts the responsibility back onto those systems, institutions 

and health workers to address the poor performance of services in meeting the health realities of 

Māori and all peoples experiencing inequitable health outcomes (Health Quality and Safety 

Commission (HQSC), 2019; Matheson et al, 2018). 

In summary, the report we provide indicates the need for a systems approach to maximising equity 

and health during a pandemic. This paradigm shift is one critical step toward recognition of the true 

relationship that underpins Te Tiriti o Waitangi, through tino rangatiratanga for Tāngata Whenua. As 

the health system in Aotearoa undergoes substantial changes, now is the time for these changes to be 

implemented, for the benefit of everyone. 
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TE WHAKARĀPOPOTOTANGA – MĀORI 

EXECUTIVE SUMMARY – TE TANGATA WHENUA 

Te Tangata Whenua have experienced devastatingly higher rates of mortality and morbidity when 

compared to Tāngata Tiriti during previous pandemics and other infectious disease outbreaks (Durie, 

2020; Pihama & Lipsham, 2020). Early in the COVID-19 pandemic, it was recognised that structural 

inequities already entrenched across all areas of health and social services, including differential access 

to health care because of colonisation, racism, and significant financial and cultural barriers, had the 

potential to be magnified to an even greater degree as part of the COVID-19 response efforts (McLeod 

et al., 2020). This, together with a high prevalence of chronic conditions, as well as disease onset at a 

younger age contributing to high mortality and morbidity rates (Manatū Hauora | Ministry of Health, 

2018), raised serious concerns about the potential effects of COVID-19 for Te Tangata Whenua (King 

et al., 2020; Espiner, 2020; Jones, 2020). A key area of concern was “the inadequate focus on Māori 

health equity in pandemic planning within the health and disability system and in the whole-of-

government ‘one-size-fits-all’ approach” (King et al., 2020). 

An absence of an equity approach and meaningful engagement with Te Tangata Whenua in the 

Government’s pandemic strategy had several implications, including a lack of collection and timely 

analysis of high-quality ethnicity data across all aspects of the Government’s COVID-19 response 

(Parahi, 2020; Waitangi Tribunal, 2021). Against a backdrop of already well-known issues regarding 

the quality and completeness of ethnicity data within official statistics (Cormack & Harris, 2009), this 

has had, and continues to have, serious implications, including the likely underestimation of COVID-19 

cases and hospitalisations amongst Te Tangata Whenua, the prevention of effective monitoring of how 

the system is performing (or not) for whānau Māori, and the hampering of efforts by Māori 

communities to plan for both their immediate, as well as future, responses. Thus, the findings from 

Tāngata Whenua in this study are even more important, with the use of self-identified ethnicity 

ensuring more accurate data and providing an important opportunity to speak directly with groups 

who were actively ignored and marginalised in the COVID-19 response itself. 

Te Tangata Whenua findings come from 18 interviews with 12 wāhine and six tāne, and 161 surveys; 

80% of survey participants were female.2 The average age of interviewees at the time of contracting 

COVID-19 was 53 years. Half (n=9) were infected in the early stages of the pandemic (March or April 

2020) and a third (n=6) towards the end of the study period (October or November 2021). Two 

interviewees reported contracting the virus through their workplaces, four spent time in MIQ, three 

were hospitalised with symptoms, and the majority (n=14) reported ongoing symptoms of COVID-19 

three months or longer after first contracting it. 

The average age of the survey participants when they contracted COVID-19, was 40 years. Fifty-five 

percent worked full-time; of those who reported their household income, for about two thirds, this 

was over $70,000. About half lived in households of five or more people, and a fifth lived in 

 

2 Findings relating to tangata whaikaha Māori are presented in ‘Te Whakarāpopototanga – Ngā Tāngata 
Whaikaha | Executive Summary – People with Lived Experience of Disability’ section of this report and findings 
relating to Te Tangata Whenua experience of long COVID are presented in the ‘Kowheori Mauora | Long 
COVID’ section of this report. 
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overcrowded conditions. Most survey participants lived in the upper or central North Island – many in 

large towns or main centres – but about a quarter lived in small towns or rurally. Of the 138 who 

identified their Iwi, 25 identified first as Ngāpuhi, 16 as Tainui and 12 as Ngāti Porou. Other main Iwi 

identified were Maniapoto, Ngāti Kahungunu and Kāi Tahu. 

NGĀ KITENGA - MĀORI 

STUDY FINDINGS – TE TANGATA WHENUA 

Fewer than half (43%) of survey participants had seen a General Practitioner (GP), whānau doctor or 

nurse because of COVID-19 or related issues. The most frequently reported barriers to seeing a GP 

were not being able to get an appointment (19%), and affordability (12%). Compared to Tāngata Tiriti 

survey participants, Tāngata Whenua had more severe illness, based on the need for oxygen, length 

of stay in hospital, and being in an Intensive Care Unit/High Dependency Unit (ICU/HDU). 

Tāngata Whenua interviewees struggling to get their basic needs met due to living rurally, or in 

overcrowded, intergenerational homes, turned to established relationships with Iwi, Māori health 

providers, or their wider communities for support when the public health system response was left 

wanting. Among survey participants, help came from whānau (81%) and neighbours or friends (60%). 

A quarter also reported receiving help from the community; a level of support akin to that received 

from Whānau Ora providers (25%), Māori health and social services (21%), and Iwi (20%).  

Interviewees highlighted several barriers which affected all phases of their COVID-19 journey. These 

ranged from anxiety-provoking difficulties sourcing tests and receiving test results, to not being able 

to see primary health care providers because of wait times for appointments, and affordability. Some 

interviewees spoke of their sense of alienation while being in hospital during the pandemic. One 

tangata whaikaha Māori interviewee spoke about the racism she experienced and witnessed in her 

interactions with doctors and nurses when she was hospitalised with COVID-19 

In terms of self-isolation, Tāngata Whenua felt that important logistical and economic realities made 

it difficult for whānau to follow official advice. Whānau were not always able to either assist or call on 

wider whānau networks for help where those whānau supports were now themselves experiencing 

COVID-19; significant and ongoing economic constraints with no credit cards made ordering food 

online impossible; and living rurally where access to food, health and social support services may be 

lacking, was particularly challenging. 

The importance of having the COVID-19 vaccine was highlighted by several Tāngata Whenua 

interviewees and reinforced by the fact that 91% of Tāngata Whenua survey participants had at least 

one dose of a COVID-19 vaccine. Survey participants reported a range of physical symptoms from 

COVID-19, ranging from minimal to significant illness. The most common symptoms, also reported by 

all population groups surveyed, were fatigue, aches, muscle weakness, headache, shortness of breath, 

cough, brain fog, fever, and sleep difficulties. The prevalence of pre-existing health conditions was 

higher in Tāngata Whenua compared to Tāngata Tiriti survey participants, including: asthma 64% vs 

40%; high BMI (≥ 30kg/m2) 61% vs 31%; and anxiety 50% vs 22% (respectively). 
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When talking about their symptoms, several Tāngata Whenua interviewees described this as the most 

unwell they had ever felt before. The time taken to ‘recover’3 from COVID-19 infection varied from 

days to some months. 

Interview and survey responses highlighted the range, depth, and multifaceted nature of challenges 

to mental and emotional wellbeing posed by COVID-19. Tāngata Whenua survey participants reported 

high levels of anxiety and depression (35% using validated scales). Common concerns were worries 

about passing on COVID-19 to others within (91%) and outside (83%) of the whānau and feeling scared 

about what might happen to them while having COVID-19 (73%).  

Stigma associated with having COVID-19 was also noted by survey participants, with over one third 

(35%) reporting they felt they could not tell whānau or friends they had contracted the virus. A key 

theme identified by interviewees in relation to stigma was feeling judged by society, whānau 

members, community and workplace colleagues. Importantly, a study recruitment criterion was those 

who contracted COVID-19 prior to December 2021. Once the Omicron variant entered Aotearoa in 

December 2021 and numbers of COVID-19 positive cases skyrocketed, the stigma associated with 

contracting the virus likely dissipated as it became more normalised for people to use rapid antigen 

tests (RATs) and share their results through social media. 

Impacts on social wellbeing varied depending on which phase of the pandemic Aotearoa was 

experiencing. Interviewees referred to a change they observed amongst the nation, from one where 

there was a communal sense of caring shown early on in the pandemic, to another where, as time 

went on, people focussed more on themselves. One kuia saw this shift as being an indication that we 

had become disconnected from one another. As a communal culture, the focus in Te Ao Māori is on 

the community or groups rather than an individual. So, to witness “this very individualistic rather than 

community-orientated way of thinking, was a real disappointment” (Kuia, Mar 20).  

In terms of social support, Tāngata Whenua survey participants would have liked food parcels (27%), 

help with errands (25%), help collecting prescriptions (27%) and more information about COVID-19 

(30%). Heavy reliance on and trust in whānau explains why not all interviewees described needing 

social support. Several also expressed the view that assistance from outside agencies and 

organisations was not necessary because of a deep-seated belief that others were more deserving. 

Nearly two thirds (64%) of survey participants had time off work or study in the first month that they 

had COVID-19. Several interviewees had returned to work too early in their post-COVID ‘recovery’ 

necessitating further time off, while others felt compelled to return to work due to their financial 

circumstances. Interviewees spoke of the challenges of home schooling tamariki. For those from 

Tāmaki Makau Rau, this was especially difficult as they navigated multiple, prolonged lockdowns. 

Twelve percent of Tāngata Whenua survey participants reported their whānau were doing worse since 

having COVID-19, and nearly a quarter (23%) reported their whānau needed more support. A possible 

explanation for this, as shared by interviewees, related to the importance of intergenerational 

relationships where Te Tangata Whenua often have collective responsibilities across different 

 

3 As ‘recovery’ is a contested concept amongst those impacted by long COVID, the term and its derivations are 
placed in single quotation marks throughout the report. 



16 

 

households. COVID-19 disrupted these relationships by forcing Tāngata Whenua to be apart from 

whānau with significant stress on collective wellbeing caused by this separation. 

From a Te Ao Māori perspective, wellbeing is a collective, rather than individualistic, phenomenon. 

Thus, it is difficult for an individual to experience wellbeing if the collective whānau wellbeing is 

compromised. When factors that typically uphold whānau wellbeing – relatedness and connectedness 

– were severely affected through the forced separation of whānau by isolation protocols, a significant 

breakdown occurred. On the other hand, prioritisation of collective wellbeing also had a positive 

impact with interviewees describing the various ways in which they had established their own tikanga 

within their whare to keep safe and remain connected, such as implementing stringent procedures for 

preparing and delivering food to COVID-19 positive whānau.  

One of the greatest impacts of COVID-19 on Te Tangata Whenua was the disruption to tikanga, 

particularly the inability to collectively grieve ā-tinana through tangihanga. Tangihanga, the “enduring 

Māori ceremony” for mourning the dead has “changed little” over time, despite colonisation, and is 

considered a bastion of cultural identity, a cultural imperative (Higgins, 2011). Among Tāngata Whenua 

survey participants, 23% reported missing a tangihanga or funeral of someone they cared about. Not 

being able to fulfil cultural imperatives associated with tangihanga felt abnormal to interviewees. 

Around one in five survey participants also reported that missing church or another religious service 

due to the pandemic was a concern for them. 

Given the “important role” the dead play in tikanga Māori (Higgins, 2011), it is not surprising that 

several Tāngata Whenua interviewees spoke with sadness at the number of deaths from, or related 

to, COVID-19 in Aotearoa and worldwide. Mātauranga Māori surrounding wairuatanga underpins Te 

Tangata Whenua understandings of and responses to wellbeing and ill-health, and death. 

A small proportion of Tāngata Whenua survey participants (5%) lost their jobs because of having 

COVID-19, or because of the pandemic (7%). Despite the low rate of job loss, more than half (57%) 

reported money/financial worries, and a high proportion (42%) reported a decrease in 

household/whare income in the first month of having COVID-19. Forty-one percent strongly agreed or 

agreed that they had struggled to pay for basic living costs in the first month of having COVID-19. 

Tāngata Whenua interviewees spoke with relief about the government financial support for 

employees who found themselves unable to work due to COVID-19. However, some described having 

little choice but to return to work even when they should have been isolating. 

On average, each Tangata Whenua who accessed primary health care for COVID-19 costs, paid over 

$100. Among those that reported additional costs related to having COVID-19, the highest average 

costs were paid for supplements, followed by non-medical costs (such as babysitting and transport), 

and then medical test costs. On average, each Tangata Whenua who bore additional COVID-19 costs 

paid $491. The direct medical costs for Tāngata Whenua hospitalised with COVID-19 was estimated at 

around $57,900 per person.  
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NGĀ TAUNAKI – MĀORI 

RECOMMENDATIONS – TE TANGATA WHENUA 
1.  The ongoing Government COVID-19 response at all levels, and for any future pandemics, be based 

on Te Tiriti o Waitangi to ensure that all processes, decisions, management and monitoring 

approaches are responsive to Māori communities’ lived realities. 

2.  Sustainable, long-term funding for providers with track records of supporting Tāngata Whenua with 

COVID-19 be established and maintained. This will require a transfer of funding and resources to 

Māori and community based/Iwi providers to ensure locally-embedded, locally-relevant responses 

from people who know their communities, are supported. 

3.  Structural barriers to health care and advice are minimised by providing sustainable funding to local 

community/Iwi networks who understand Tāngata Whenua realities well. These networks can offer 

culturally-safe, needs-driven support that leverages existing relationships, serves the current 

realities of whānau – like living in intergenerational homes - and connects people with the specific 

types of support they need for their particular circumstance.  

4.  Primary health care, as a key environment for the prevention, early detection and management of 

COVID-19, must remove all financial barriers, in order to ensure Te Tangata Whenua accessibility 

to services. 

5.  Mental health support for Tangata Whenua must be a core feature of health service provision in 

any future pandemics to mitigate feelings of collective loss, loneliness, isolation, and anxiety, 

especially where self-isolation may be necessary.  

6.  Public health messaging includes self-help emotional resilience strategies for dealing with common 

anxieties, like the threat of passing illness on to others, worrying about the health of friends and 

whānau, or fears of leaving the house again after isolation. Self-help strategies are recommended 

as a way for whānau/Iwi/communities to empower themselves rather than relying on the public 

health system where they may encounter the types of well documented structural barriers that 

could preclude access to this important support. 

7.  The significance, magnitude and holistic nature of mental health impacts from navigating COVID-

19 is acknowledged by continuing to fund research that will guide the development of COVID-19-

specific mental health support tailored for Tāngata Whenua-specific needs, including the lasting 

impacts of extended lockdowns. Funding for evaluation of mental health initiatives is also 

recommended so that learning can be shared across different communities/Iwi.  

8.  Public health advice needs to take collective wellbeing into account, rather than treating COVID-19, 

and any future pandemics, as an experience that only impacts infected individuals. This includes 

the provision of public health guidance and information which considers the realities of 

intergenerational households/relationships so that advice is relevant and realistic. 

9.  Tangata Whenua receive ongoing advice and messaging from trusted health champions in their 

communities about common symptoms of COVID-19. This can serve to minimise anxiety about 

what might happen while experiencing COVID-19, particularly for people with serious pre-existing 

health conditions. It is recommended that advice includes strategies for managing common 

symptoms, like fatigue, in a realistic way for themselves and their whānau.  



18 

 

10. Mātauranga Māori surrounding wairuatanga is significant to Te Tangata Whenua understandings 

of and responses to wellbeing and ill-health. Recognising that some Tāngata Whenua draw on a 

range of knowledge informed by science and public health alongside mātauranga Māori can aid in 

pandemic planning in terms of the communication of information for Te Tangata Whenua. 
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TE WHAKARĀPOPOTOTANGA – NGĀ TĀNGATA MOANA NUI A KIWA  

EXECUTIVE SUMMARY – PASIFIKA PEOPLES 

Understanding Pasifika peoples’ experiences of COVID-19 is a priority of the study. Our aim is to 

support and inform the Government’s ongoing COVID-19 recovery and future pandemic planning for 

Pasifika communities. This Executive Summary illustrates the resilience of Pasifika families4 and the 

service providers which supported Pasifika communities challenged by COVID-19. 

Fifty-nine Pasifika participants completed the study’s survey with most being Samoan (41%) followed 

by Cook Islands (32%) and Tongan (24%). A further 24% were also Māori while a similar proportion 

were European. Most (61%) were born in Aotearoa and comparatively few used their Pasifika 

languages at home. Seventy-seven percent of survey participants were women, and most were older 

than 30 years, with the average age being 40.  

The qualitative sample comprised 12 families (some from the online survey) who spoke about their 

experiences with COVID-19 through talanoa – a Pasifika process of engagement and discussion. 

Families were interviewed in their preferred language. Two families opted for interviews in their own 

Pasifika language. Of the 12 families – three identified as Cook Island; four identified as Tongan; and 

five identified as Samoan. There was a mix of Aotearoa-born, and Pacific-born, with an age range from 

32 years and over. In the qualitative interviews, Pasifika peoples aged 30 years and under are not 

represented. This is a limitation of the study, because while some experiences of young people were 

reported, it was from a secondary source, for example, a family member may have referenced them 

in their interviews. It is imperative this age cohort is represented in future studies about Pasifika 

peoples living with COVID-19. 

NGĀ KITENGA – NGĀ TĀNGATA MOANA NUI A KIWA  

STUDY FINDINGS – PASIFIKA PEOPLES 

One third of Pasifika survey participants (36%) had seen a GP for COVID-19, and 8% had seen a GP four 

or more times. Pasifika peoples reported their GP did not spend enough time with them at a much 

higher rate than other populations (57%), while 33% (similar to other populations) felt they were 

involved in decision-making about their care.  

Most Pasifika families received support from family while they had COVID-19 (89%). Public health/ 

contact tracing staff, employers, foodbanks, local communities, neighbours and friends and Pacific 

Health and Social Services Providers were other commonly reported sources of support.   

Health care providers who proactively worked in Pasifika communities tended to successfully engage 

with Pasifika families. Pasifika interviewees very much appreciated and recognised the importance of 

this wider community support, especially that offered through Pasifika provider organisations, with 

Pasifika staff and those who spoke Pasifika languages. 

 

4 Interviews were with Pasifika individuals, but we refer to them in the report as ‘Pasifika families’, ‘families’ or 
in some instances, ‘Pasifika participants’. 
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The most common barrier identified by survey participants for not getting a test for COVID-19 was that 

the tests were not readily available (23%). Length of time to get an appointment was the most common 

reason given by Pasifika participants (23%), for not seeing a GP because of COVID-19 when they 

needed to.  

Fourteen percent of participants reported having a prescription for themselves but not being able to 

afford to collect all of it from the pharmacy. In addition, 27% of Pasifika survey participants reported 

that they had not had help collecting prescriptions when they had COVID-19 (either at home, or in an 

isolation facility), but that this help could have been useful. Pasifika interviewees did, however, 

appreciate the ability to drive through or have prescriptions delivered to them. 

Some interviewees had difficulty in accessing hospital care, including from MIQ. A higher proportion 

of Pasifika peoples spent time in MIQ and were there for more days than other populations, although 

they were less likely to be in MIQ on their own. Some Pasifika interviewees were positive about being 

in MIQ, and felt well looked after, while others had difficulties with some facilities and staff, including 

with getting help when family members became very unwell. 

Pasifika families understood the rationale for the isolation guidelines and were keen to abide but 

implementing them proved very difficult for some and near impossible for others. Organising separate 

living spaces in households was easy for some families who isolated on their own; or lived in houses 

with bedrooms that had separate entrances and facilities. For others isolating away from families 

proved untenable, particularly for those with young children. Families felt the Government lacked 

understanding of household and living arrangement challenges faced by many Pasifika families.    

While the COVID-19 vaccination rates for Pasifika adults are over ninety percent (91.4%) (Manatū 

Hauora | Ministry of Health, 2022a), the vaccination rollout was met with some trepidation, and there 

were mixed reactions amongst Pasifika families. Some got vaccinated as soon as they were eligible 

because of family influence, or employment requirements. Others held strong beliefs against the 

vaccine influenced by spirituality and suggested that hard-line campaigns felt ‘racist’ and 

discriminatory against Pasifika peoples. Vaccination beliefs created divisions and disagreements 

between families and their social groups. Pasifika families who chose not to vaccinate were 

unapologetic of their decision, yet felt discriminated against by others including family, community, 

and society.  

In the first month of getting COVID-19, the most commonly reported symptoms for Pasifika peoples 

were fever (83%), fatigue (78%), aches or headaches (82% each), brain fog (81%), muscle weakness 

(77%) and congestion (71%). The way people were affected, and the duration of the illness, was quite 

variable; some no symptoms, some had relatively mild symptoms, and some reported being extremely 

sick. 

A third of Pasifika survey participants were shown to have anxiety or depression, 18% reported they 

got some help in the form of someone to talk to or other mental health support. A further third (33%) 

of Pasifika participants reported that they did not receive any mental health support but 

acknowledged that it would have been useful. Amongst interviewees, families’ responsibilities to 

protect others, anticipation of catching the virus and spreading it, uncertainty about how the virus 

would affect families, social restrictions and non-disclosure that led to loneliness, were some of the 

reasons mentioned by families that contributed to the decline of their emotional and mental 
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wellbeing. Media publicity and reporting of COVID-19, along with feeling judged by others, fed into 

feelings of stigma and discrimination against individuals, families and communities, and contributed 

to families’ non-disclosure to preserve their privacy. A lack of understanding of the virus and public 

awareness were considered to be the source of these judgements. It should be noted that individual 

Pasifika participants reported mental distress through their interviews, through different forms of 

disconnectedness including social, spiritual, community and society. Pasifika participants referenced 

mental distress as affecting themselves and their families.   

Survey participants were asked what social support would have been useful when they had COVID-19. 

For Pasifika families, the most common support mentioned was help in collecting prescriptions, help 

with groceries or errands, and food parcels. Pasifika interviewees often expressed the view that there 

were other families needing more support.  

Around two-thirds of Pasifika survey participants had time off work or study, with an average of 15 

days off. Pasifika interviewees had a range of experiences with their employers, with some not always 

providing information about sick leave arrangements. Eighteen percent of Pasifika survey participants 

reported they were “doing worse” since having COVID-19 (the highest rate amongst ethnic groups) 

and 21% said they needed more support. Pasifika interviewees talked about the emotional distress 

they felt once they were so unwell that they became dependent on the support of others. Feeling like 

a burden on their families caused them significant stress.  

For Pasifika families, keeping in contact with each other is expected, even obligatory. It is also 

important to be able to fulfil cultural obligations in an appropriate way. The Pasifika community 

adapted to the changing circumstances and rules of COVID-19 lockdowns. The Pasifika norm for any 

event (i.e., unlimited numbers expected to attend) changed to a ‘new’ norm of limited numbers at 

events, but open online access. Christianity and faith remain important to many Pasifika families, with 

almost half of survey participants reporting concerns over missing church or other religious services 

(the highest rate amongst ethnic groups). In practice, most Pasifika families interviewed were not 

influenced negatively by their participation with their church communities. Church obligations in giving 

were not fulfilled and some families felt relief from not contributing financially. Around a quarter of 

Pasifika survey participants missed a funeral due to COVID-19, but online access allowed them to pay 

respect and fulfil cultural obligations. 

Job loss affected only a few Pasifika survey participants (8%). However, almost half reported money 

worries, 40% reported decreased incomes, and 45% reported struggling to pay basic living costs in the 

first month of having COVID-19. While the COVID-19 subsidy for leave came through Te Hiringa 

Tangata | Work and Income and was applied for by employers, participants who approached Te 

Hiringa Tangata | Work and Income did not find them helpful. Also, the subsidy was a subsidy, not full 

pay, so participants did not have enough to cover rent, bills and food. Interviewees found one 

particular Pasifika provider to be helpful with their advice and ability to support people with their 

utility bills as well as food parcels.  

Most Pasifika families had very little understanding of what long COVID was. This led to a degree of 

uncertainty of its existence and any implications. In the absence of a definition, families had doubts 

that their ongoing COVID symptoms might be related to the virus. This was reinforced by health 

professionals who, in some cases, dismissed family concerns. Pasifika families wanted a specific 
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definition of the symptoms of long COVID, to ensure they received treatment and care, particularly for 

the purposes of returning to regular employment and accessing support from their employers. 

NGĀ TAUNAKI – NGĀ TĀNGATA MOANA NUI A KIWA  

RECOMMENDATIONS – PASIFIKA PEOPLES 
1.   Promote proactive health services - Pasifika people thrived when health services appropriately and 

effectively anticipated and provided for their specific needs and responded in a culturally accepted 

manner. Proactive intervention rather than reactive responses from health services mattered to 

Pasifika families. Consider telehealth/zoom consultations; follow-up calls; home visits; non-

judgemental behaviour to the uptake of services; the usage of Pasifika languages; the use of 

relevant language that appeals to Pasifika people, including Pasifika young people.  

2.  Restore Pasifika people’s confidence in a health system that was stretched during COVID outbreaks 

and is now under a workforce crisis. Provide open and honest communication, invest in initiatives 

that provide accessible and effective options, when access to primary healthcare is hindered.  

3.  Prioritise the continuation of funding Pasifika-led community health and social organisations to 

ensure continued support is responsive and appropriate for Pasifika families. The best services 

clearly communicated what they could provide and tailored their support to the needs of Pasifika 

families.  

4.  Prioritise pathways for Pasifika families to access short-term financial support. Financial difficulties 

and financial instability during the pandemic can result in Pasifika families struggling to buy 

essentials. Without savings to mitigate against financial hardship, families plunged further into 

debt, exacerbating deprivation. 

5.  Engage in meaningful relationships working alongside Pasifika families, community and leaders, at 

decision-making levels, who understand best the evolving cohorts of the Pasifika community. The 

government must demonstrate a commitment to a holistic response through understanding 

diverse cultural values, beliefs, world views and languages. Reciprocity, respect, and building 

significant relationships with Pasifika peoples are critical and often occur through personal 

contacts. For example: Involve Pasifika leaders at all levels in the planning and implementation of 

future COVID and pandemic events from the outset.  

6.  Improve access to good quality, appropriate mental health care for Pasifika families to mitigate 

against the distress brought on, or exacerbated by, the pandemic. Ensure the different cultural 

needs, world views and perspectives of mental distress of each Pasifika group is carefully 

considered. Use Pasifika languages, when and where possible, and terminology to promote positive 

messaging around mental distress.  

7.  Make solid and reliable community MIQ facilities available to support Pasifika families. They have a 

place in future pandemics to support Pasifika families who may find it challenging to self-isolate at 

home. The decision to isolate at an MIQ facility or at home should be made by the family. An 

assumption that Pasifika families have support systems in place is not always the reality. 

8.  Identify the main carer/s of families and provide accessible and appropriate support to avoid burn-

out, particularly during episodes of COVID-19. Main carers with young children, who care for family 

members who live with a disability, elderly or large extended families must be prioritised for 

support. 
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9.  Consider media regulations regarding their ethical obligations, greater accountability, and control 

of media breaches of privacy and/or fuelling community discrimination against Pasifika or 

vulnerable communities. The government response was not enough to protect the community 

during the two major outbreaks. Actively prepare to address the subtleties and overt ways in which 

Pasifika individuals, their families and communities are targeted during a national crisis that affects 

and impacts the Pasifika community. A great deal of stigma, racism and discrimination was levelled 

against the Pasifika community during the early COVID-19 outbreaks. 
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TE WHAKARĀPOPOTOTANGA – NGĀ TĀNGATA WHAIKAHA  

EXECUTIVE SUMMARY – PEOPLE WITH LIVED EXPERIENCE OF 

DISABILITY 

Disability is defined as any self-perceived limitation in activity resulting from a long-term condition or 

health problem lasting longer, or expected to last longer, than six months or more, and not completely 

eliminated by an assistive device.  

One quarter of Tāngata Whenua survey participants reported living with a disability, with 74% of those 

being wāhine. More than half (58%) of these tāngata whaikaha Māori were in the 25-44 years age 

group with 30% aged 45-64 years. Forty percent worked full-time and most lived in the upper North 

Island and in a main centre. Just over half lived in households of five or more people, and more than a 

quarter lived in overcrowded conditions. Six interviews with tāngata whaikaha Māori were also 

conducted, of which just one was with a tane Māori.  

Seventeen percent of Pasifika survey participants reported living with a disability; 73% were female. 

Most (55%) were in the 25-44 year age group with 36% aged 65 years or over. The majority lived in a 

main centre and in the upper North Island. Thirty-six percent were students and 27% worked full-time. 

More than half lived in households of five or more people, and 55% lived in overcrowded conditions. 

There were two disabled Pasifika peoples who were interviewed for the study. 

Seventeen percent of non-Pacific Tāngata Tiriti survey participants also reported living with a disability; 

62% were female. The majority were in the 45-64 years age group with 30% aged 25-44 years. The 

majority also lived in a main centre, and in the upper North Island. Thirty-nine percent were in full-

time employment. Less than one-fifth lived in households of five or more people, and 7% lived in 

overcrowded conditions. Ten interviews with disabled non-Pacific Tāngata Tiriti were also conducted; 

the majority of these (n=8) were with women. 

NGĀ KITENGA – NGĀ TĀNGATA WHAIKAHA 

STUDY FINDINGS – PEOPLE WITH LIVED EXPERIENCE OF DISABILITY 

Most of the tāngata whaikaha Māori survey participants (69%) reported that they had their disability 

prior to contracting COVID-19, inferring many or all of the remaining tāngata whaikaha Māori 

experienced disability as a result of COVID-19. An extensive range of pre-existing health conditions 

were reported by Tāngata Whenua interviewees. The association of these conditions with pre-existing 

disability though, was rare. A third of the interviewees identified having a disability (n=6), and only 

two of these tāngata whaikaha Māori reported this as a pre-existing disability. Typically, tāngata 

whaikaha Māori interviewees dismissed significant pre-existing health issues, including cancer, cardiac 

issues and chronic pain, as disabling. Neither did they identify long-term conditions such as chronic 

asthma, high cholesterol, sleep apnoea and depression, as disabilities. 

Four disabled Pasifika survey participants reported that they had their disability prior to contracting 

COVID-19. Many, if not all, of the remaining disabled Pasifika survey participants experienced disability 

because of COVID-19. 
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Similar to the proportion of tāngata whaikaha Māori survey participants, 69% of disabled non-Pacific 

Tāngata Tiriti survey participants said they had a disabilty before contracting COVID-19. A number also 

had pre-existing health conditions. 

One-fifth of the tāngata whaikaha Māori survey participants expressed difficulty with mobility and 21% 

with cognition. Whilst one did report that their disability was improved by having COVID-19, over one 

third of tāngata whaikaha Māori survey participants reported that their disability stayed the same and 

half reported that it got worse due to contracting COVID-19. 

The prevalence of anxiety among tāngata whaikaha Māori survey participants (53%), depression (59%) 

and both combined (59%) were significantly higher than among non-disabled Tāngata Whenua 

(P=0.014, P=0.005 and P=0.029), indicating significant mental health needs among tāngata whaikaha 

Māori; yet despite the higher need, receipt of mental health support was significantly less than among 

their non-disabled counterparts. 

One tangata whaikaha Māori interviewee with serious pre-existing conditions who was confined to a 

wheelchair following a spinal injury and was an amputee described significant barriers to care during 

his stay in MIQ. There was inappropriate clinical care during an extended stay in MIQ, even though he 

had a number of serious medical issues that required close monitoring and support, and the 

wraparound services he was promised on his discharge from MIQ did not eventuate. 

While the overall health response for Te Tangata Whenua was insufficient, the unmet need in health 

services was even higher for tāngata whaikaha Māori. Three out of every five tāngata whaikaha Māori 

survey participants (60%) reported facing at least one barrier to seeing a GP and almost all (90%) 

reported a barrier to getting a COVID-19 test. These proportions were significantly higher than among 

their non-disabled counterparts. This inequity highlights the importance of specifically tailored 

approaches that are needed for tāngata whaikaha Māori if equitable outcomes are to be achieved. 

Among disabled Tāngata Tiriti survey participants, 30% expressed difficulty with cognition and 21% 

with mobility. Twelve percent reported that their disability was improved by having COVID-19, though 

no further details were given; of the others, half reported it stayed the same and half reported that it 

got worse due to contracting COVID-19. 

The response from health services for disabled non-Pacific Tāngata Tiriti people did not reach expected 

levels of care as described by interviewees and survey participants. Among disabled Tāngata Tiriti 

survey participants, 44% reported facing at least one barrier to seeing a GP, significantly higher than 

their non-disabled counterparts (P=0.010). Seventy one percent also reported facing a barrier to 

getting a COVID-19 test. The prevalence of anxiety (41%), depression (43%) and both combined (54%) 

were also significantly higher among disabled compared to non-disabled Tāngata Tiriti survey 

participants (P<0.001 for each condition), indicating significant levels of mental distress among those 

with lived experience of disability. 
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NGĀ TAUNAKI – NGĀ TĀNGATA WHAIKAHA 

RECOMMENDATIONS – PEOPLE WITH LIVED EXPERIENCE OF 

DISABILITY 

1. Recognise that those already disadvantaged are likely to face greater challenges in a pandemic. 

Support and resources should therefore be prioritised for those with greatest need. Having disabled 

people involved at the start in design and decision-making will ensure their needs are visible and 

solutions are appropriate.  

2. Ensure there are easy-to-use, accessible options for disabled people so they can report adverse 

reactions or unmet health needs and the system responds in a timely manner.   

3. Lockdowns and changes to the way health services have operated since the pandemic continue to 

make access more difficult for some disabled people. Supports such as transport or home services 

are needed to ensure equity of access.  

4. Disabled people are knowledgeable about their own health and their lived experience should be 

valued. At the same time, health providers need to recognise health issues will not all be related to 

a disability; new issues need holistic assessment and treatment. 

5. Ensure that when advice, public health messaging and COVID-19 support information of any kind is 

being communicated, that messaging reaches tāngata whaikaha Māori and disabled Tāngata Tiriti 

at the same time as non-disabled people, with no delay.  
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TE WHAKARĀPOPOTOTANGA – KOWHEORI MAUROA 

EXECUTIVE SUMMARY – LONG COVID 

Long COVID is a term that is used to describe ongoing or new symptoms following COVID-19 illness, 

which persist for at least three months following COVID-19 infection and are not explained by an 

alternative diagnosis (World Health Organization, 2021). In this Executive Summary, we report on the 

lived experiences of those with long COVID. We thank the survey participants and interviewees who 

shared their intimate stories with our researchers. 

NGĀ KITENGA – KOWHEORI MAUROA 

STUDY FINDINGS – LONG COVID 

Of the survey participants, 22% (n=217) met the WHO criteria for long COVID, including 33 Tāngata 

Whenua, four Pasifika peoples, and 181 non-Pacific Tāngata Tiriti, reporting at least one symptom 

lasting three months or more. Tāngata Whenua and Tāngata Tiriti were equally likely to report 

symptoms lasting more than three months. Pasifika peoples were less likely to do so. Neither age 

group nor gender predicted the risk of getting long COVID. A higher risk of long COVID was seen in 

people who had pre-existing heart disease or high BMI (≥25kg/m2). A higher risk of long COVID was 

also seen among people who, in the first month of having COVID-19, reported difficulty breathing, 

muscle aches, a change in taste or smell, chest pain, dizziness or brain fog. There was no association 

between attending hospital due to COVID-19 and developing long COVID.  

The most frequently reported symptoms were fatigue, brain fog, shortness of breath, muscle aches, 

joint pain and anxiety, all of which were experienced by over 50% of either Tāngata Whenua, Tāngata 

Tiriti, or both. This range of symptoms was reflected in the stories of interviewees: many referred to 

experiencing extreme fatigue, something they had never experienced before. Some likened the 

physical effects of long COVID to “ageing”, reporting that they felt like they now had the conditions 

that older people often get. 

There was a lack of understanding by health professionals reported by survey participants, including 

not feeling listened to or understood and noting that doctors seemed to have a lack of information or 

be misinformed. This confusion by health professionals contributed to the burden carried by people 

with long COVID. About a third of Tāngata Whenua and Tāngata Tiriti reported not being referred to a 

specialist, and some specialist referrals not being accepted. Interviewees recognised that much is new 

and unknown, but they wanted their doctors to be proactive about finding out more about long COVID. 

Overwhelmingly, people wanted an acknowledgement that we do not know enough about long COVID 

or how to treat it. Overall, the lack of good information on where to get help or on what to do to 

support themselves was a concern for many study participants. In the absence of professional support, 

some Tāngata Whenua interviewees resorted to spending a lot of money and energy doing their own 

research and seeking out their own solutions. Many interviewees turned to peer support, including 

through on-line groups, which some found useful, while others did not. The lack of knowledge or 

awareness of long COVID varied among interviewees and had some people doubting whether their 

symptoms were COVID-19-related, or just general poor health. 
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Survey participants reported sources from where they had received help for long COVID. Most 

reported informal help from their whānau, families, friends and neighbours. About half reported 

getting help or support from their GP, public health units and a smaller proportion from a nurse. 

Employers were also a reported source of help and support. The use of health services by people with 

long COVID was significant, with about one in six people with long COVID seeing their GP four or more 

times because of COVID-19 symptoms or ongoing impacts. Twelve percent of people with long COVID 

(Tāngata Whenua, n=4 (22%); Tāngata Tiriti, n=11 (10%)) reported experiencing a time they needed to 

see a doctor because of COVID-19 or long COVID but did not because they couldn’t afford it. 

Over half of survey participants with long COVID did not agree that they had received adequate health 

(56% for Tāngata Whenua and 53% for Tāngata Tiriti) or social care (47% for Tāngata Whenua and 33% 

for Tāngata Tiriti) for ongoing COVID-19 symptoms or long COVID. Interviewees encountered varying 

responses to their long COVID symptoms from health practitioners, from active investigation of 

symptoms to symptomatic treatment only, to dismissal of symptoms. People with long COVID had to 

fight to be seen and heard; this required a step up into self-advocacy, and was difficult for people 

already reduced in capacity. This was unsurprising for Tāngata Whenua, given their previous 

experiences of the health system. Others were told there was not much that could be done for them. 

Survey participants reported that their usual activities were most affected by having had COVID-19, 

with over 40% reporting such effects. Both physical and mental activity had a detrimental effect on 

the symptoms of people with long COVID. For both Tāngata Whenua and Tāngata Tiriti, about three 

quarters reported that physical activity made their symptoms worse and around two thirds reported 

that mental activity affected their symptoms. Interviewees spoke of the difficulty of coping with the 

fatigue associated with previously normal activities, or mild forms of exercise such as walking or 

playing golf as well as more energetic sports. Interviewees also described the impact of long COVID on 

their social wellbeing, with emotional effects from socialising and cultural impacts from no longer 

being able to smell and taste food, so important to many aspects of tikanga Māori. 

Around one third of survey participants reported moderate, extreme, or severe impacts of ongoing 

COVID-19 symptoms. Brain fog was a major ongoing symptom, and for many a major cause for 

concern, with some worried they might be experiencing the onset of dementia, and others struggling 

with daily tasks such as safely driving a car or remembering to shower. This was painful for whānau 

and family members to see. For others, there were significant impacts on their ability to work, and 

hence to earn sufficient income to support themselves, their whānau and their families. These impacts 

resulted in high reported levels of anxiety or depression; some participants experienced symptoms of 

post-traumatic stress disorder. People with long COVID talked about how the illness had challenged 

their sense of identity: how they see themselves now, when who they once were is there no more, 

having to slow down and no longer being able to participate in community activities of importance to 

them. Some also talked about a sense of loss and grief in having to make major changes in their lives 

and losing their sense of purpose. They reported having to try hard to look forward, and to be resilient.  

A lack of available financial support through ACC or WINZ for those who lost their jobs or had to reduce 

their hours was identified as a major issue in Aotearoa, of significant concern to those with long COVID, 

who also lived with the uncertainty of how long the condition might last for.  
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Survey participants had constructive ideas about what matters to people with long COVID, and how 

care for people with long COVID could be delivered in the future. In particular, people need clear 

clinical pathways (including access to specialists), a long COVID clinic, better communication on what 

to do next and better-informed doctors who can help with a path to improvement. Interviewees with 

ongoing symptoms of COVID-19 desperately wanted to know what was happening to them and what 

could be done to help them. They spoke of being scared of the unknown. They want to be heard. And 

they want to be believed. 

NGĀ TAUNAKI – KOWHEORI MAUROA 

STUDY RECOMMENDATIONS – LONG COVID 

1. Include people with lived experience of long COVID in each change that is under consideration 

for the benefit of people with long COVID. 

2. Ensure that all relevant policies, resource development, service commissioning etc, is pro-

equity. 

3. Establish a national long COVID centre to support local long COVID clinics. The national centre 

would be consumer-led and would develop evidence-based guidelines for wraparound services 

to support not just health but wider wellbeing, and resources to better support those with long 

COVID, including in culturally accessible forms and for those with lower health literacy. Local 

clinics would include case managers/navigators to work with people with long COVID to develop 

consumer-led local pathways for wraparound services to support both health and wellbeing. 

Such clinics should be widely available, free for the service-users, and available via telehealth, 

in order to ensure accessibility. Ideally, clinics should be located in the community, closely linked 

with primary health care and community-based Iwi, Māori providers, and Pasifika providers to 

foster integration with existing care. Specialist referrals should be included as needed.   

4. Regularly review criteria for a diagnosis of long COVID and ensure these are communicated to 

health professionals. 

5. Recognise that long COVID is multi-faceted, fluctuating and varied. Empower primary health 

care providers by acknowledging that it can be difficult to diagnose, developing an evidence-

based symptom check list, and develop transparent and equitable referral criteria for specialist 

care.  

6. Ensure that long COVID is recognised as a disability, to allow access to financial and practical 

support. 

7. Recognise the value of peer support, and fund this as a key service, bearing in mind that peer 

supporters may themselves be struggling with the impacts of long COVID.  

8. Plan for and develop policies and guidelines regarding the long-term care and support of long 

COVID consumers including but not limited to: work-safe policies, extended leave of absence 

for COVID-19 related illness, workplace accommodations, income support, and physical in-home 

care. 

9. Develop a transparent and equitable policy around accessing financial support for people with 

long COVID. This must encompass the MSD/WINZ benefits system and ACC and should include 

an emergency long COVID fund for people with long COVID who are unable to access job 

seekers’ allowances or other benefits.  
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PAPAKUPU 

GLOSSARY OF TE REO MĀORI  

 

Āhua Character, nature, condition, appearance 

Ā-tinana In person 

Hapū Division/s of wider Māori community/communities determined by 
genealogical descent; commonly regarded as a sub-‘tribe/s’, clan/s or 
kinship group/s comprising one or more extended whānau; primary 
political unit in traditional Māori society 

Harakeke Flax 

Iwi Largest groupings of Māori community determined by genealogical descent 
and associated with a distinct territory; commonly regarded as a ‘tribe/s’ 
comprising a number of hapū 

Kairangahau Researcher/s 

Kairangahau Māori Māori researcher/s 

Kaitiaki Trustee/s, minder/s, custodian/s, guardian/s, caregiver/s, steward/s 

Kaitiakitanga Guardianship, stewardship; trust 

Kaiwhatu Weaver/s 

Karanga Formal call/s, ceremonial call/s of welcome to visitors onto a marae, or 
equivalent venue, at the start of a pōwhiri 

Kaumātua Respected Elder/s – male and female 

Kawa Marae protocol 

Kōrero Narrative/s, story/stories, account/s, discussion/s, discourse 

Kotahitanga Collective benefit; unity, togetherness, solidarity, collective action 

Kuia Elderly woman/women, grandmother/s, grandaunt/s, female Elder/s 

Mahi Work, job/s, employment, activity/activities, exercise/s, operation/s 

Manaakitanga Supportive hospitality, kindness; reciprocity; the process of showing 
respect, generosity, and care for others 

Mātauranga Knowledge, wisdom, understanding, skill 

Pōwhiri Ritual of encounter, welcome ceremony on a marae 

Rangatiratanga Authority, chieftainship 

Raranga Weaving 

Tamaiti Child 

Tāmaki Makau Rau Auckland 

Tamariki Children 
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Tane Man 

Tane Māori Māori man 

Tangihanga (tangi) Funeral/s 

Tangata whaikaha Māori Māori with lived experience of disability (singular) 

Tāngata whaikaha Māori Two or more Māori with lived experience of disabilities 

Te Ao Māori The Māori world 

Tāngata Tiriti All non-Tāngata Whenua who have come to Aotearoa to live 

Te Tangata Whenua (Tangata Whenua, Tāngata Whenua) 

 The first peoples of Aotearoa; Indigenous people; ‘People of the land’ 

Tiakitanga Guardianship, caring of, protection, upkeep 

Tikanga Correct procedure, custom, lore, method, manner, practice, protocol 

Tikanga Māori Correct Māori procedure/s, custom/s, lore/s, method/s, manner/s, 
practice/s and protocol/s 

Tinana Body/bodies 

Tūpāpaku Corpse/s, deceased, cadaver/s, deceased person's/people’s body/bodies 

Tūpuna Ancestors 

Urupā Burial ground/s, cemetery/cemeteries, graveyard/s 

Wahine Woman 

Wāhine Women 

Wahine Māori Māori woman 

Wāhine Māori Māori women 

Wairua Spirit/s, soul/s 

Wānanga To meet and discuss, deliberate, consider 

Whakamā Shame, inadequacy, self-doubt, low self-esteem, embarrassment; being 
conscious of one’s disadvantage; modesty, humility 

Whakapapa Genealogy, ancestry, origin/s, relationship/s 

Whaikorero Oration, formal speech-making, speech/es speeches usually made during a 
powhiri and other gatherings 

Whānau Extended family/families 

Whānau Māori Māori family/families 

Whānau pani Chief mourners, bereaved family - the relations of the deceased 

Whanaungatanga Obligations; relationship/s, kinship/s, sense of family connection 
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1 TE TIMATANGA 

INTRODUCTION  

The ‘Ngā Kawekawe o Mate Korona | Impacts of COVID-19 in Aotearoa’ study was designed in 

response to a Request for Proposals that Manatū Hauora | Ministry of Health issued in April 2021. The 

contract was awarded to Te Hikuwai Rangahau Hauora | Health Services Research Centre at Te 

Herenga Waka–Victoria University of Wellington and ran from August 2021 to August 2022. 

The aim of the study was to improve understandings of the immediate and long-term physical, 

psychological, and economic implications of COVID-19 on people in Aotearoa. The key objective was 

to examine the experiences of, and impacts on, individuals and their whānau or families in Aotearoa 

who had COVID-19 prior to December 2021. 

A major focus of this study is on system change. This report draws on participants’ lived experiences 

of the different aspects of the Aotearoa COVID-19 response, identifies key lessons from that response, 

and makes a series of recommendations about how Aotearoa might respond in future to new 

pandemics or similar crises.  

This report is presented in 15 chapters:  

Chapter 1  Te Timatanga | Introduction: This chapter introduces the study and its key areas of 
focus in terms of wellbeing and equity. 

Chapter 2  Whakapapa | Background: This chapter covers relevant details of the COVID-19 
pandemic in Aotearoa, and the significance of the study for Te Tangata Whenua.  

Chapter 3  Te Tukanga Rangahau | Study Methodology: A brief overview of the Methodology, 
with further details available in the accompanying technical report. 

Chapter 4 Te Hunga I Rangahautia | Study Participants: A description of the survey response 
rates, survey participants and interview participants 

Chapters 5-14 Ngā Kitenga | Findings: Each chapter begins with Findings and Recommendations 
sections, followed by a description of the findings in more detail. These combine both 
survey data and key themes identified from the participant interviews, with supporting 
quotes.  

Chapter 5:  Ngā Whaeako ki ngā Ratonga Pāpori Hoki | Experiences of Health and Social 
Services 

Chapter 6:  Ngā Whaeako o te Urupare o te Kāwanatanga Unite Against COVID-19| 
Experiences of Government Response: Unite Against COVID-19 

Chapter 7:  Ngā Kawekawe o te Oranga Tinana | Impacts on Physical Wellbeing 
Chapter 8:  Ngā Kawekawe o te Oranga Hinengaro | Impacts on Mental Health and Wellbeing 
Chapter 9:  Ngā Kawekawe o te Oranga Pāpori | Impacts on Social Wellbeing 
Chapter 10:  Ngā Kawekawe o te Oranga Whānau | Impacts on Family Wellbeing 
Chapter 11:  Ngā Kawekawe o te Oranga Wairua | Impacts on Spiritual Wellbeing 
Chapter 12:  Ngā Kawekawe o te Oranga Ahurea | Impacts on Cultural Wellbeing 
Chapter 13:  Ngā Kawekawe o te Oranga Ahumoni | Impacts on Financial Wellbeing 
Chapter 14:  Kōwheori Mauroa | Long COVID 

Chapter 15  Kupu Whakatepe| Conclusion 

The report is supplemented by a Technical Report, in which further details of methods are described, 

and additional results are presented, in supplementary tables. 
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TE ORANGATANGA 

FOCUS ON WELLBEING  

The Mental Health Foundation of New Zealand defines wellbeing as having the tools, supports and 

environments needed to be who we are, and to build and sustain lives worth living. 

“What does it mean? It means an Aotearoa where we feel good and do well, most of the time. It 

doesn’t mean we don’t experience tough times …” (Mental Health Foundation of New Zealand, 

2022) 

The study’s purposeful mixed methods methodology reflected this understanding because it was 

important to not only quantify the impacts of COVID-19 but to also understand the circumstances 

within which those impacts occurred; to contextualise the quantitative measurements within the 

qualitative experiences. This included the tough times, where tools and supports that enabled study 

participants to build and sustain their lives when dealing with COVID-19 were not always readily 

available, especially in the early days of the pandemic as the country and the world began to 

understand the virus and how it spread, and what actions might reduce its impact. 

 

TE MANA TAURITE 

FOCUS ON EQUITY  

The World Health Organization (2010) defines equity as “the absence of avoidable or remediable 

differences among groups of people, whether those groups are defined socially, economically, 

demographically or geographically.” 

Camara Jones et al (2008) identified three domains within which health inequities arise – namely, 

“differences in the quality of health care; differences in access to health care; and differences in 

underlying exposures, opportunities, stresses, resources, and risks that make some individuals and 

populations sicker than others in the first place” (Jones, 2014; Jones et al, 2008). 

For Māori and other Indigenous peoples, eliminating health inequities requires intervention across 

these three health domains by providing quality of, and access to, health and disability services, 

addressing the social determinants of health, and addressing the social determinants of equity (Jones 

et al, 2009). 

Evidence presented by Māori scholars early in the pandemic regarding the likely negative impacts 

COVID-19 would have on Te Tangata Whenua of Aotearoa anticipated certain groups within the Māori 

population would be further affected (e.g., Tāngata Whenua with long-term health conditions and 

lived experience of disability (tāngata Whaikaha Māori), including mental health issues). 

Intersectionality is an essential requisite for an equitable public health approach to the COVID-19 

pandemic (Ryan & El Ayadi, 2020). Accordingly, a New Zealand Disability COVID-19 survey was 

conducted in 2020 to understand the impacts of the pandemic on people with lived experience of 

disability. However, this survey had a limited focus on tāngata whaikaha Māori, and reports did not 

include disaggregation by ethnicity. 



39 

 

The Government’s universal approach to COVID-19 monitoring, and the resultant paucity of data 

responsive to the aspirations and needs of those with lived experience of disability during the 

pandemic, is of significant concern (Jones et al, 2020). Whilst information on COVID-19 cases is now 

disaggregated by ethnicity, it is not disaggregated by disability (Manatū Hauora | Ministry of Health, 

2022b), meaning the impacts of multiple intersecting forms of oppression such as racism, ableism and 

disablism are not currently routinely analysed or reported. This results in many tāngata whaikaha 

Māori having no access to the supports they require to live their lives, especially in a culturally 

meaningful way. 

Tāngata whaikaha Māori experts have requested that data on COVID-19 hospitalisations and deaths 

be disaggregated by both (ethnic groups, and disability), but while most health agencies provide some 

of this data by ethnicity, no agency is able to supply information about hospitalisations or deaths by 

ethnicity as well as disability. All sectors need to be able to do this to uphold the rights of tāngata 

whaikaha Māori and to ensure high-quality equitable health care. 

To remedy the adverse impacts of pandemics such as COVID-19, the Government must guarantee self-

determination for Te Tangata Whenua; address all forms of racism, ableism, and other systems of 

structural oppression; rectify historical injustices; and allocate resources according to need (Jones et 

al, 2020). These elements, combined, necessitate immediate action to ensure access to essential 

resources including Personal Protective Equipment (PPE) and culturally-safe, high-quality health and 

disability care, as well as the rejection of racist, ableist, and discriminatory prioritisation tools 

(Cormack, 2020).  

Understanding Pasifika peoples’ experiences of COVID-19 is also a priority of the study, to support and 

inform the Government’s ongoing COVID-19 recovery and future pandemic planning for Pasifika 

communities. Pasifika peoples face significant socio-economic inequities in Aotearoa, including in 

relation to crowded housing, living in areas of high socioeconomic deprivation, and having 

disproportionately low incomes. They also have poorer health outcomes, associated with long-term 

conditions (such as diabetes) that develop at younger ages, with an increasing number of Pasifika 

peoples suffering from multi-morbidity. Pasifika peoples also face a range of barriers to access to care, 

including primary health care, and experience poorer quality of care in key service delivery areas. 

These disparities are well known, but the gaps are not closing (Ryan et al, 2019; HQSC, 2021a). COVID-

19 has exacerbated many inequities in health care delivery (HQSC, 2021b). 

The goal of equity underpins this study. This means making recommendations that require 

government to not only be prepared to work differently to help people achieve the same outcomes, 

but to address the institutional racism and ableism within the current health and disability system, as 

well as ensuring that the system is culturally designed and fit-for-purpose for Te Tangata Whenua and 

Tāngata Tiriti. 
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2  WHAKAPAPA 

 BACKGROUND 

 

KOWHEORI-19 I TE WĀ O TE RANGAHAUTANGA  

COVID-19 IN AOTEAROA 

COVID-19 was first identified in Aotearoa in February 2020. As case numbers increased internationally, 

Aotearoa went ‘hard’ and ‘early’ in its response (Cumming, 2021). The borders were closed to non-

New Zealanders and returning New Zealanders were required to enter Managed Isolation and 

Quarantine facilities (MIQ): those who tested negative underwent two weeks of isolation, while those 

with COVID-19 went into quarantine. Nationwide lockdowns were introduced under an Alert Level 

Framework (Te Kāwanatanga o Aotearoa | New Zealand Government, 2022a). The whole country 

faced lockdown restrictions from late March 2020 to early June 2020, and the main city of Tāmaki 

Makau Rau (Auckland) faced further lockdowns between mid-August and early October 2020.  

Between early October 2020 and mid-August 2021, most infections were amongst those entering 

Aotearoa, with short, sharp regional lockdowns at various points in time. By 17 August 2021, there had 

been 2,750 confirmed cases and 26 deaths, with around 7-8% of cases amongst Tāngata Whenua and 

Pasifika peoples (Cumming, forthcoming). The Pfizer two-dose vaccination programme began in 

February 2021, rolled out to priority groups such as border, health, and essential workers, followed by 

the older age groups. It included mandates for various workers to be vaccinated (e.g., border and 

health workers). 

The Delta variant was identified in Aotearoa in mid-August 2021. The whole country moved to an Alert 

Level 4 lockdown between 17 August and 31 August 2021. Tāmaki Makau Rau remained at Alert Level 

4 until 21 September 2021. By December 2021, there would be an official total of 10,220 cases: 46% 

of these amongst Tāngata Whenua and 29% amongst Pasifika peoples. 

From early December 2021 onwards, Aotearoa moved to the COVID-19 Protection Framework, or 

traffic light system comprised of Red, Orange, and Green settings (Te Kāwanatanga o Aotearoa | New 

Zealand Government, 2022b). The Omicron variant arrived in January 2022, with the Omicron Red 

Phase response remaining in place until March. Aotearoa has remained at the Orange setting since 

April 13, 2022.   

A comprehensive timeline of Alert Level changes, dates of key events and States of National 

Emergency can be found on the Government’s official COVID-19 website, ‘Unite Against COVID-19’ (Te 

Kāwanatanga o Aotearoa | New Zealand Government, 2022a, 2022b). 

The ‘Ngā Kawekawe o Mate Korona | Impacts of COVID-19 in Aotearoa’ study ran from August 2021 

through until August 2022. This was the period of time when Aotearoa had most of its cases: by 2 Sept 

2022, over 1.7 million New Zealanders had been recorded as having COVID-19, and there had been 

1,861 deaths (officially coded as COVID-19 being the underlying cause) (Manatū Hauora | Ministry of 

Health, 2022c).  
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TE HIRANGA O TE RANGAHAU KI TE HUNGA MĀORI 

SIGNIFICANCE OF THE STUDY FOR TE TANGATA WHENUA 

From the outset, the significance of this study for Te Tangata Whenua was clear, despite the low 

incidence of COVID-19 amongst Tāngata Whenua when the study began in August 2021. The incidence 

figures, however, should be viewed in the context of the already well-known historical issues regarding 

the quality and completeness of ethnicity data (Cormack & Harris, 2009), together with a lack of timely 

collection of ethnicity data from the beginning of the pandemic (Waitangi Tribunal., 2021), which most 

likely resulted in the under-estimation of Tāngata Whenua cases of COVID-19 (discussed further 

below). 

Historically, Te Tangata Whenua have experienced devastatingly higher rates of mortality and 

morbidity when compared to Tāngata Tiriti during pandemics and other infectious disease outbreaks 

(Durie, 2020; Pihama & Lipsham, 2020). Based on Te Tangata Whenua collective historical, inter-

generational and ongoing experiences, COVID-19 was, therefore, reasonably expected to differentially 

affect whānau Māori and communities in negative ways (King et al., 2020). The impact of the 

disproportionate death rate in the 1918 influenza pandemic alone gave significant cause for concern, 

laying foremost in the whakapapa memories of many Tāngata Whenua, including the Rōpū Māori 

members of the study (Te One & Clifford, 2021).  

In Aotearoa, disproportionate rates of infectious diseases and underlying health conditions including 

diabetes, cardiovascular disease, chronic respiratory illness, and cancer (Manatū Hauora | Ministry of 

Health, 2018), raised serious concern about the potential effects of COVID-19 for Te Tangata Whenua 

(King et al., 2020; Espiner, 2020; Jones, 2020). These concerns centred around “the inadequate focus 

on Māori health equity in pandemic planning within the health and disability system and in the whole-

of-government ‘one-size-fits-all’ approach” (King et al., 2020). When considered against already 

significant inequities in accessing health care (McLeod et al, 2020), higher hospitalisation rates for 

avoidable and/or amenable conditions and lower quality care for Te Tangata Whenua (Manatū Hauora 

| Ministry of Health, 2015; Waitangi Tribunal, 2019), and racism (Talamaivao et al, 2020) the potential 

impacts of COVID-19 on whānau Māori and Tāngata Whenua communities were seen as having the 

potential to be as devastating as the 1918 ’flu pandemic had been (McLeod et al, 2020). 

The health system in non-pandemic times responds inequitably to Te Tangata Whenua, so any health 

system response had to be mindful of that from the start. If it continued in the vein of ‘business as 

usual’, it was inevitable that structural inequities already existing prior to COVID-19 would be carried 

forward and potentially be magnified to an even greater degree as part of the response efforts 

(McLeod et al., 2020). Notably, however, there was an absence of an equity approach or meaningful 

engagement with Te Tangata Whenua in the Government’s pandemic strategy (Waitangi Tribunal, 

2021), a key catalyst in the formation of Te Rōpū Whakakaupapa Urutā, the National Māori Pandemic 

Group in March 2020 (King et al., 2020; McMeeking & Savage., 2020). With the COVID-19 Māori 

Response Action Plan of Manatū Hauora | Ministry of Health (2020a) only released some time into the 

start of the pandemic, Te Rōpū Whakakaupapa Urutā and other organisations (e.g., the National Iwi 

Chairs forum) played a vital role in holding the Government to account for its lack of engagement and 

planning with, and support for, Māori communities (Te Rōpū Whakakaupapa Urutā, 2020; Gifford & 

Boulton, 2020). Drawing on the key principles of whanaungatanga, manaakitanga, kaitiakitanga and 

rangatiratanga, Iwi leaders acted quickly to harness local resources and provide direction to 
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strengthen preventative measures and plan/prepare for the management of COVID-19 in their 

communities through a range of activities. These included the strategic mobilisation of community-

based health and social services led by Iwi, by marae and whānau, and by Māori providers and 

organisations who designed, delivered and were responsible for the health and welfare needs of their 

communities (Gifford & Boulton, 2020; McMeeking & Savage, 2020) from the earliest initial stages of 

the pandemic and have continued throughout. 

The Waitangi Tribunal found that the Government's COVID-19 response and vaccine rollout put Te 

Tangata Whenua at risk (Waitangi Tribunal, 2021) and breached the Treaty of Waitangi principles of 

active protection, equity, and partnership. Among the recommendations included in the report were 

better resourcing and support for Māori providers and communities, a more equitable rollout for 

booster shots and paediatric vaccines and better ethnicity data collection – the collection of ethnicity 

data being a mandatory requirement in the health and disability sector since the 1990s (Manatū 

Hauora | Ministry of Health, 2017). 

The lack of collection and timely analysis of high-quality ethnicity data across all aspects of the 

Government’s COVID-19 response meant that Te Tangata Whenua-specific information on COVID-19 

outcomes was delayed or absent, and of variable quality where reported (Parahi, 2020; Waitangi 

Tribunal, 2021). Against a backdrop of already well-known issues regarding the quality and 

completeness of ethnicity data within official statistics (Cormack & Harris, 2009), this had and 

continues to have, serious implications including the likely underestimation of COVID-19 cases and 

hospitalisations among Te Tangata Whenua, the prevention of effective monitoring of how the system 

is performing (or not) for whānau Māori, and the hampering of efforts by Māori communities to plan 

for both their immediate as well as future responses. 
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3  TE TUKANGA RANGAHAU 

 STUDY METHODOLOGY 

To meet the evidence needs of Manatū Hauora | Ministry of Health, specific population groups were 

focused on: Te Tangata Whenua; Pasifika peoples; and those with lived experience of disability 

(tāngata whaikaha Māori and disabled Tāngata Tiriti). The research included people with long COVID 

in the latter focus. An original intent had been to also focus on people who contracted COVID-19 at 

their workplace; at the time of the issue of the RFP, many of the COVID-19 cases included those who 

were exposed at work. As the pandemic progressed, and community spread increased, this changed. 

The study was, therefore, reframed, to focus on the role that employers and workplaces can play to 

minimise the impacts of COVID-19. As the Delta outbreak progressed at the time that the study design 

was being finalised (August to November 2021), stories began to emerge in the media of whānau and 

family groups having to isolate together, sometimes in difficult circumstances. Based on this, it was 

decided to include another specific category of people for interviews: Whānau/family groups. 

 

TE POU TARAWAHO O TE RANGAHAU 

TE TIRITI O WAITANGI FRAMEWORK  

This study was underpinned by a Tiriti o Waitangi Framework which recognised the relationship 

between Te Tangata Whenua (the first peoples of Aotearoa) and Tāngata Tiriti (all others who have 

come to Aotearoa to live), as fundamental to positive research outcomes.  

In 1840, Te Tiriti o Waitangi affirmed the sovereignty of hapū and provided for the British to exercise 

governance over their own people. Built on trust and good faith, it provided the foundation for an on-

going relationship of mutual benefit and power-sharing between Te Tangata Whenua and all who were 

to come. 

Those same building blocks reinforced this study, recognising the special place of Te Tangata Whenua 

in Aotearoa and the rights and responsibilities associated with this indigeneity. The tikanga associated 

with this framework was to aim for: 

• Equal membership of Tāngata Whenua and Tāngata Tiriti. 

• Shared leadership of Tāngata Whenua and Tāngata Tiriti. 

• Acknowledgement of the place of Tāngata Whenua perspectives in decision-making through 

key values and beliefs from Te Ao Māori. 

• A co-operative and shared relationship when working on all issues of interest and concern to 

the study and on all matters that related to the study’s support. 

• Strategies, tikanga, policies, procedures, kawa and practices that reflected a two-world view, 

woven into the relationship. 

• Collective decision-making that operated on consensus rather than a voting system, to 

encourage the articulation of diverse views rather than a single or dominant viewpoint. 
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TE RŌPŪ KAITIAKI 

ADVISORY BOARD 

Ka rere ngā kōrero, ka kitea te whaioranga o te tangata 

The memories are ignited, the tears and mucus flow, the stories start,  

and recovery is revealed. 

The study was guided overall by both Pou Tikanga, Matua Witi Ashby (Ngāti Hine, Ngāti Kawa) and a 

Rōpū Kaitiaki, co-chaired by Tangata Whenua Kaitiaki, Whaea Iris Pahau (Te Aupouri, Te Rarawa, Ngāti 

Kuri, Ngāti Awa) and Tāngata Tiriti Kaitiaki, Tuiloma Lina-Jodi Vaine Samu (Salelesi, Faleula, Sapunaoa, 

Falealili, Pu’apu’a i Savai’i, Samoa).  

The purpose and general role of Te Rōpū Kaitiaki was to provide practical guidance and advice 

throughout the length of the study (e.g., helping in promotion of the research to relevant communities 

for participant recruitment, contributing to discussions around the research approaches, and reading 

and commenting on preliminary and final reports. In practice, the depth of expertise within Te Rōpū 

Kaitiaki meant a number of the kaitiaki also took on vital roles of interpretation and recommendation 

writing. 

Figure 1: Structure of Te Rōpū Kaitiaki 
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WHAKAMĀRAMA I TE KAITIAKITANGA 

UNDERSTANDING KAITIAKITANGA 

When the tūpuna of Te Tangata Whenua were traveling the ocean and navigating their way to 

Aotearoa, they were guided by the stars, the wind, the moon, the ocean and kaitiaki who took the 

form of animals, birds, and fish, and ensured the safe travel to their destination. When tūpuna pass to 

the other side of the veil, they also become kaitiaki – spiritual guardians. Te Rōpū Kaitiaki aimed to 

replicate these traditional roles of spiritual and physical guardianship, operating under stated 

principles provided by tūpuna. 

Figure 2: Study Principles 

Manaakitanga: We will care for the holistic wellbeing of all study participates and kairangahau, 

physically, mentally, and psychologically. We will be flexible and responsive, respecting that people 

have different needs and expectations. 

Ka tū tonu tātou i roto i te aroha. 

Kaitiakitanga: We will act to protect and guard the integrity of the kōrero and information we gather 

during our mahi, recognising the light and potential of those who trusted us with it. We will carry out 

our mahi to the highest possible standard, so that their light and potential is revealed and 

recognised. 

He oranga ngakau, he pikinga waiora. 

Mahi Tahi: We will work together as one and support each other. We will communicate about our 

mahi consistently and with one voice. If we disagree about anything, we will resolve it within our 

Rōpū. 

Me mahi tahi tātou mō te oranga o te katoa. 
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TE RŌPŪ RANGAHAU  

RESEARCH TEAM 

Te Rōpū Rangahau was co-led by Dr Lynne Russell (Ngāti Kahungungu, Rangitāne, Kāi Tahu, Ngāti 

Porou) and Dr Mona Jeffreys. Within the Tāngata Tiriti component of Te Rōpu Rangahau, was a Pasifika 

Research Team, led by Dr Marianna Churchward (Lotofaga, Faleasiu, Samoa). 

Figure 3: Structure of Te Rōpū Rangahau 

 

 

TE MANA RARAUNGA  

DATA SOVEREIGNTY 

In accordance with the Tiriti o Waitangi Framework which underpins this study, the “inherent rights 

and interests that Māori have in relation to the collection, ownership, and application of Māori data” 

were acknowledged and privileged (Te Mana Raraunga | Māori Data Sovereignty Network, 2018). 

Te Tangata Whenua rights and interests in data derive from inherent rights as Indigenous peoples, and 

unique relationships with land, water, and the natural world. These rights are recognised in Te Tiriti o 

Waitangi and the United Nations Declaration on the Rights of Indigenous Peoples (UNDRIP) (Te Mana 

Raraunga | Māori Data Sovereignty Network, 2018).  
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The use of data to enhance the wellbeing of Te Tangata Whenua and te reo me ona tikanga5, was 

realised through adherence to the principles of Māori data sovereignty, defined by Te Mana Raraunga 

(Māori Data Sovereignty Network) as Rangatiratanga, Whakapapa, Whanaungatanga, Kotahitanga, 

Manaakitanga, and Kaitiakitanga (Te Mana Raraunga | Māori Data Sovereignty Network, 2018). 

Thus, the Rangatiratanga principle of Māori data sovereignty ensured the inherent right of Te Tangata 

Whenua to exercise control over Te Tangata Whenua data, including its analysis and interpretation; 

the Whakapapa principle ensured Te Tangata Whenua data were coded using categories that 

prioritised Tāngata Whenua needs and aspirations; the Whanaungatanga principle recognised that the 

kairangahau Māori responsible for the analysis of Te Tangata Whenua data were accountable to the 

communities, groups and individuals from whom the data derived; and the Manaakitanga principle 

ensured the interpretation of that data upheld the dignity of those Tāngata Whenua communities, 

groups and individuals. 

In recognition of these principles and the continued ownership of their experiences and story, 

interviewees were afforded the option of being identified alongside any of their quotes used in this 

report and any associated academic publications, conferences and community presentations. Many 

Tāngata Whenua took up this offer, see ‘Te Hunga i Uiuia | Interview Participants’. 

 

TE PĒWHEATANGA O TE RANGAHAU  

RESEARCH METHODS 

The study was designed as a mixed-methods study, with quantitative and qualitative components. 

Ethical approval was given by the Health and Disability Ethics Committee on 15 January 2022 (ref 2021 

EXP 11900), and an amendment was approved on 26 April 2022 (ref 2022 AM 11900). 

Full details of the recruitment strategy, data collection and analytical methods are given in the 

accompanying Technical Report. Briefly, all people who had a positive COVID-19 test before 1 

December 2021, or were considered a probable COVID-19 case, through having symptoms and having 

been in contact with a positive case, who were over 16 years of age at the time of having COVID-19, 

and were not living in a dementia unit, were eligible for inclusion.  

On 8 February 2022, a letter of invitation to take part was sent from the research team, via Manatū 

Hauora | Ministry of Health to maintain privacy of personal details. Letters were written in English, Te 

Reo Māori, Samoan and Tongan. A reminder SMS (text message) was sent on 14 February and a further 

SMS on 16 May 2022. People who were interested in taking part were directed to the study website, 

covidaotearoa.com, where they could access up to four online surveys. Participants could also contact 

the research team directly by phone or e-mail to request further information or discuss participation. 

From the completed surveys, as well as from people who contacted the study team but did not want 

to complete a survey, interviewees were identified for the qualitative component of the study.  

 

5 Although ‘te reo me ona tikanga’ can be translated as ‘the language and its customs’, the phrase is used to 
portray a much wider interpretation that this, to reflect the intrinsic link between the Māori language and 
Māori beliefs, values and cultural practices. 
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Quantitative data were collected between February and June 2022. Anyone who identified as Māori 

was included as Tāngata Whenua; all others were grouped as Tāngata Tiriti. In some quantitative 

analyses, where the data allowed, Pasifika peoples were considered separately. This group included 

those who identified as Pasifika with or without other ethnicities (i.e., a total response group, which 

included people who identified as both Māori and Pasifika). There is, therefore, some overlap between 

Tāngata Whenua and Pasifika survey participants. The non-Pacific Tāngata Tiriti group was equivalent 

to a non-Māori, non-Pacific group, comprising mainly New Zealand Europeans and Asian people, but 

also all other non-Māori, non-Pacific ethnicities. 

Qualitative information was gathered between April and July 2022. Those who identified as Māori 

were interviewed by kairangahau Māori and their data analysed by kairangahau Māori. Those who 

identified as Pasifika were interviewed by the Pasifika Research Team and their data analysed by 

Pasifika researchers. Where people identified as more than one of those two ethnicities for the 

qualitative interviews, interviewees were given the choice of whether to be interviewed by 

kairangahau Māori or Pasifika researchers. Non-Pacific Tāngata Tiriti were interviewed by both non-

Pacific Tāngata Tiriti researchers and kairangahau Māori because there were not enough non-Pacific 

Tāngata Tiriti researchers for the number of interviews with non-Pacific Tāngata Tiriti participants. 

Non-Pacific Tāngata Tiriti data was analysed by non-Pacific Tāngata Tiriti researchers. 
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4  TE HUNGA I RANGAHAUTIA 

 STUDY PARTICIPANTS 

The Institute of Environmental Science and Research Limited (ESR) identified 8,735 people who had 

had a positive COVID-19 test prior to 1 December 2021. As shown in Figure 4 below, approximately 

8,012 letters were delivered. This is an estimate, as Manatū Hauora | Ministry of Health did not have 

the time or resources to identify exactly how many letters were returned to them as the sender, or 

the ethnicity of the people whose letters were not delivered. For this reason, response rates by 

ethnicity are not able to be calculated. Of the letters delivered, supplemented by two reminder SMS 

messages and a media and social media campaign, 1,227 people began a survey, and 990 people 

answered at least one of the four available surveys. 

Figure 4: Overall Study Participants 

 

^ Prioritised ethnicity, based on Manatū Hauora | Ministry of Health data, not necessarily self-identified;  
* Prioritised ethnicity, based on self-identification. Subsequent analyses of Pasifika peoples are based on total 
ethnicity response and, therefore, include more than 50 people 
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TE HUNGA WHAKAURU KI TE UIUINGA 

SURVEY PARTICIPANTS 

The data included in this report pertains to the 990 people who completed one or more of the four 

surveys by 30 June 2022. As no questions were compulsory, not all tables contain results relating to 

the full 990 people. 

A total of 161 Tāngata Whenua answered at least one or more surveys, 80% of whom were wāhine. 

The average age at diagnosis was 40 years. Further details are given in Supplementary Table 1. Over 

half of those people responding reported that they had post-school or university qualifications. Most 

reported working full-time (55%). About half lived in households of five or more people, and a fifth 

lived in overcrowded conditions. Most survey participants lived in the upper or central North Island – 

many in large towns or main centres – but about quarter lived in small towns or rurally. About one 

quarter of Tāngata Whenua survey participants (22%) reported having a disability.6 Further details of 

tāngata whaikaha Māori are shown in Supplementary Tables 2 and 3. 

Sixty-four Pasifika peoples answered at least one or more surveys, although five only reported 

demographic questions, so COVID-19 related questions pertain to 59 people. The average age at 

diagnosis of survey participants was 40 years and 77% were women. Further details are given in 

Supplementary Table 1. Thirty one percent had only school level education, but no post-school 

education or training; 36% had been to university. Most were working either full (48%) or part-time 

(14%). Nearly four out of five participants lived in the upper North Island, and almost all in main 

centres. Forty-seven percent of participants lived in households of 5-8 people and 25% lived in 

households of nine or more people; more than a third (39%) lived in overcrowded conditions. Further 

details regarding ethnicity, languages and country of birth are shown in Supplementary Table 4. About 

one fifth (17%) of participants reported having a disability, see Supplementary Tables 2 and 3.  

A total of 779 non-Pacific Tāngata Tiriti answered at least one or more surveys, 61% of whom were 

female. The average age at diagnosis was 46 years. Further details are given in Supplementary Table 

1. Just under three quarters (71%) had post-school or university qualifications. Half (51%) of the 

participants reported working full-time; of those who reported their household income, 13% had a 

household income of over $100,000. About one quarter (23%) lived in households of five or more 

people, and one fifth (18%) lived in overcrowded conditions. About half (53%) of participants lived in 

the upper or central North Island, with 19% in the South Island. Many (76%) lived in large towns or 

main centres – but about quarter (23%) lived in small towns or rurally. Fourteen percent of participants 

reported having a disability, see Supplementary Tables 2 and 3. 

Most survey participants had COVID-19 in 2021, although non-Pacific Tāngata Tiriti were more likely 

than Tāngata Whenua or Pasifika peoples to have had COVID-19 in 2020. Details are shown in 

Supplementary Table 5. Most had had a positive COVID-19 test, but many did not report whether they 

did or not. A small proportion of Tāngata Whenua, Pasifika and non-Pacific Tāngata Tiriti survey 

 

6 Defined as any self-perceived limitation in activity resulting from a long-term condition or health problem 
lasting longer or expected to last longer than six months or more and not completely eliminated by an assistive 
device. 
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participants thought it likely that they caught COVID-19 at work. About one third had others with 

COVID-19 in the household at the same time as they did; this was more common for Tāngata Whenua 

than Tāngata Tiriti. About 10% of Tāngata Whenua, one quarter of Pasifika peoples and one fifth of 

non-Pacific Tāngata Tiriti had COVID-19 at a time when the country, or the region in which they live, 

was in lockdown.  

Survey participants were more likely to be female (64% vs 50%), older (34% vs 23% aged 50 years or 

over) or have had COVID-19 in 2019/2020 (34% vs 22%) than the full cohort of eligible people, see 

Supplementary Table 6. Survey participants were also less likely to be Tāngata Whenua (16% vs 30%), 

Pasifika peoples (5% vs 22%) or live in Auckland or Northland (43% vs 67%) than the full cohort. The 

sample of included survey participants is, therefore, not representative of all eligible people who had 

had COVID-19 in Aotearoa prior to December 2021. However, it is not possible to make an assessment 

regarding the impact of this potential selection bias on the external validity of the results presented in 

this report.  

TE HUNGA I UIUIA 

INTERVIEW PARTICIPANTS  

A total of 58 interviews were conducted with 62 people who contracted COVID-19 in Aotearoa. Six of 

the interviews were not included in the analysis that findings were drawn from for this report because 

they did not meet the criteria for inclusion (e.g., they were with people who contracted COVID-19 after 

the study period which ended 1 December 2021). Of the 52 analysed interviews, three included 

whānau or family members; two participants were interviewed alongside their partners, and one 

alongside her children. Consent was gained from all participants, and whānau and family members 

who contributed to the study. 

Although the intent was for equal Tāngata Whenua and Tāngata Tiriti participation, only 35% of the 

52 study interviewees (n=18) were Tāngata Whenua. The remaining 65% included both Pasifika (n=12) 

and non-Pacific (n=22) Tāngata Tiriti interviewees. The average reported age of interviewees when 

they contracted COVID-19 was 48 years. 

At least 35 interviewees indicated symptoms of long COVID, and at least 17 reported a disability. Eight 

of those who reported a disability also reported having the disability prior to contracting COVID-19. 

This means just under half of the interviewees who now identify as tāngata whaikaha Māori or disabled 

Tāngata Tiriti, do so because of ongoing symptoms of COVID-19. 

Interviewees contracted COVID-19 across the entire study period. At least 25 contracted it early in the 

pandemic, in February or March 2020, and at least 17 contracted it at the end of the study period, in 

October or November 2021. The experiences of interviewees also varied. At least 13 indicated they 

contracted COVID-19 through their workplace, at least 11 reported spending time in MIQ, and at least 

four indicated they were hospitalised with COVID-19. 

Interviewees were given the option of being identified alongside any of their quotes used in this report, 

and any other dissemination of findings, in support of their continued ownership of their experiences 

and story. Some Tāngata Whenua and non-Pacific Tāngata Tiriti took up this option, and their real 

names have been used. Some Tāngata Whenua also requested their Iwi be identified. 
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All Pasifika and those non-Pacific Tāngata Tiriti interviewees who did not want to be identified, were 

given pseudonyms. Those Tāngata Whenua interviewees who did not want to be named, have instead 

intentionally been identified by other relevant descriptors (e.g., ‘kuia’, ‘koro’, ‘wahine Māori’, ‘tane 

Māori’ or ‘whaea’), rather than attribute another personal name to them. 

The month and year in which each interviewee contracted COVID-19 is also provided alongside any of 

their quotes used in this report, to contextualise their experiences. 

Those with lived experience of disability have been differentiated by Te Tangata Whenua or Tāngata 

Tiriti status. Those who are Tāngata Whenua are, therefore, identified as ‘tāngata whaikaha Māori’, 

and those who are Tāngata Tiriti are collectively identified as ‘disabled Tāngata Tiriti’, but separated 

out as either ‘disabled Pasifika peoples’ or ‘disabled non-Pacific Tāngata Tiriti’. 
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5  NGĀ WHEAKO KI NGĀ RATONGA HAUORA RATONGA PĀPORI 

HOKI 

 EXPERIENCES OF HEALTH AND SOCIAL SERVICES  

NGĀ KITENGA 

FINDINGS 

➢ About half of all survey participants had seen a General Practitioner (GP) for COVID-19. Thirteen 

percent of Tāngata Whenua, 8% of Pasifika peoples and 16% of non-Pacific Tāngata Tiriti had seen 

a GP four or more times. Those with a disability were more likely to have multiple visits. 

➢ Pasifika peoples were less likely than others to report that their GP spent enough time with them; 

around 70% in each group felt they were involved in decision-making.   

➢ In addition to informal support (whānau, neighbours, friends and local communities), Te Tangata 

Whenua described Iwi social services, Whānau Ora providers, and Māori health providers as 

playing a major role in supporting them while they had COVID-19. 

➢ Pasifika health and social services providers and foodbanks played a major role in supporting 

Pasifika peoples.  

➢ Some survey participants, especially tāngata whaikaha Māori, reported barriers to getting tested, 

while some interviewees reported distressing delays in getting results. 

➢ Many participants faced barriers to GP care, especially Tāngata Whenua and those with lived 

experience of disability, in particular tāngata whaikaha Māori. The most frequent barrier to seeing 

a GP was not being able to get an appointment. Pasifika peoples also reported facing barriers. 

➢ Thirteen percent of Tāngata Whenua reported not being able to afford a prescription since having 

COVID-19 compared to 6% of Tāngata Tiriti. One quarter of Tāngata Whenua and Pasifika peoples 

had not had help with getting prescriptions but would have found this useful. 

➢ Interviewees reported a range of experiences with hospital care, but some felt frightened, very 

isolated and alone. 

➢ Follow-up support for interviewees following infection with COVID-19 varied. 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ To reduce barriers to accessing care, ensure that all primary health care visits for COVID-19 related 

illnesses are free at the point of service. This will have greatest benefit for Te Tangata Whenua, 

including tāngata whaikaha Māori, for Pasifika peoples, and for disabled Tāngata Tiriti. 

➢ Recognise the essential role that community-led providers have in supporting their populations. 

Appropriately fund such providers to deliver a wider range of more integrated services. 

➢ Provide people with information about what to expect through and beyond having COVID-19. 

➢ Improve access to testing in future pandemics, including being visited at home for testing for those 

who need it. Ensure testing is completed and reported back in a timely way. 

➢ Provide follow-up contact to see how people who had COVID-19 are managing. 

➢ Ensure that health staff do not appear fearful of people with infectious diseases. 

➢ Ensure that health staff understand how fearful and alone those with COVID-19 may feel. 
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NGĀ WHEAKO KI NGĀ HAUORA MATUA HAUORA PĀPORI HOKI 

EXPERIENCES OF PRIMARY AND COMMUNITY CARE 

“… they’re throwing all the balls in the air and catching what they can …” 

Jenene (Ngāi Tahu), tangata whaikaha Māori, contracted COVID-19 in March 2020 

Survey participants were asked how often they had seen a GP/family doctor or nurse because of 

COVID-19 or related issues (Table 1). Fifteen percent of all survey participants reported seeing a GP 

four or more times because of COVID-19. There were no notable differences in primary health care 

utilisation between ethnic groups. 

Fewer than half of the Tāngata Whenua survey participants saw a GP, while 13% had seen a GP four 

or more times. Most had not seen a nurse, while 8% had four or more visits with a nurse. Almost one 

third (31%) felt that they were not involved in the decision making around their own care. Among 

Pasifika survey participants, again, fewer than half had seen a GP, but 8% had seen a GP four or more 

times. Most had not seen a nurse, and one third (33%) felt that they were not involved in the decision 

making surrounding their own care. Just over half of non-Pacific Tāngata Tiriti survey participants had 

seen a doctor; for 16%, this was four or more times. Most had not seen a nurse; 9% had four or more 

visits with a nurse. Almost a quarter (24%) felt that they were not involved in the decision making 

surrounding their own care.  

Table 1: Primary health care use and experience 

  Te Tangata 
Whenua (n=63)  

Pasifika peoples 
(n=25)  

Non-Pacific Tāngata 
Tiriti (n=354)  

Seen a doctor         

No  36 (57%) 16 (64%)  161 (45%)  

1-3 times  19 (30%)  7 (28%)  136 (38%)  

4 or more times  8 (13%)  2 (8%)  57 (16%)  

  P=0.29  P=0.21    

Seen a nurse         

No   39 (74%)  18 (82%)  259 (78%)  

1-3 times  10 (19%)  4 (18%)  42 (13%)  

4 or more times  4 (8%)  0  31 (9%)  

GP spent enough time         

Yes / not sure  13 (76%)  3 (43%)  112 (82%)  

No  4 (24%)  4 (57%)  25 (18%)  

Involved in decision making         

Yes  11 (69%)  4 (67%)  97 (76%)  

No  5 (31%)  3 (33%)  30 (24%)  

 

Tāngata whaikaha Māori were seven times more likely to have seen a GP four or more times because 

of COVID-19 (OR 7.22, 95%CI 1.26 to 41.31), but no more likely to have seen a nurse four or more 

times (OR 3.39, 95%CI 0.46 to 25.03) than non-disabled Tāngata Whenua. Two tāngata whaikaha 
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Māori (33%) felt that their GP had not spent enough time with them and two (40%) felt they were not 

involved in the decision-making surrounding their own care.  

Disabled Tāngata Tiriti were nearly three times as likely to have seen a GP four or more times because 

of COVID-19 (OR 2.87, 95%CI 1.57 to 5.27), and there was a suggestion that they were twice as likely 

to have seen a nurse four or more times because of COVID-19 (OR 2.14, 95%CI 0.92 to 4.99) than non-

disabled Tāngata Tiriti. There were no other noticeable differences in the use or experience of primary 

care among tāngata whaikaha Māori compared to other Tāngata Whenua or disabled Tāngata Tiriti 

compared to non-disabled Tāngata Tiriti (see Supplementary Table 7).  

In addition to GPs and nurses, people with COVID-19 sought help and support from elsewhere. Most 

Tangata Whenua received support from whānau (81%) or neighbours and friends (60%) and a quarter 

from their local communities (25%) (Table 2). Other important sources of support were public health/ 

contact tracing staff (55%), employers (36%), Whānau Ora providers (25%), Māori health and social 

services providers (21%) and iwi (20%). Most Pasifika peoples received support from family while they 

had COVID-19 (89%). Public health/ contact tracing staff (47%), employers (44%), foodbanks (43%), 

local communities (37%), neighbours and friends (34%) and Pacific Health and Social Services Providers 

(31%) were other commonly reported sources of support. Most non-Pacific Tāngata Tiriti received 

support from family (78%) and neighbours and friends (57%) while they had COVID-19. Public health/ 

contact tracing staff (53%) and employers (40%) were other commonly reported sources of support.  

Table 2: Proportion of people with COVID-19 who received support from various sources while 

they had COVID-19  

  
Tangata 
Whenua 
(n=74) 

Pasifika 
peoples 
(n=35) 

Non-Pacific 
Tāngata Tiriti 

(n=435) 

My whānau/family  64 (81%) 31 (89%) 340 (78%) 

Neighbours/friends  47 (60%) 12 (34%) 240 (57%) 

My iwi  15 (20%) 5 (15%) 13 (3%) 

Local community  19 (25%) 13 (37%) 40 (10%) 

My Church  8 (11%) 9 (26%) 22 (5%) 

Tohunga | Elder  10 (14%) 6 (19%) 5 (1%) 

Another religious organisation  0 3 (9%) 2 (1%) 

A Foodbank  12 (16%) 15 (43%) 16 (4%) 

Local charity  5 (7%) 3 (9%) 9 (2%) 

Social services  11 (15%) 3 (9%) 16 (4%) 

Whānau Ora provider  19 (25%) 3 (9%) 0 

ACC  0 0 4 (1%) 

Work and Income (WINZ)  12 (16%) 1 (3%) 33 (8%) 

Iwi Social Services or Māori health service  15 (21%) 2 (6%) 1 (<1%) 

Pacific Health and Social Services Provider  3 (4%) 10 (31%) 2 (1%) 

Public health/contact tracing staff  41 (55%) 15 (47%) 215 (53%) 

Employer  27 (36%) 14 (44%) 159 (40%) 

Counsellor  4 (5%) 3 (9%) 16 (4%) 

Midwife  1 (1%) 0 1 (<1%) 
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Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 

Those interviewed stressed how grateful they were for those GPs who were proactive in keeping in 

touch with whānau and families when they tested positive for COVID-19, with good communication 

being vital in terms of maintaining trusted relationships. One wahine Māori (Ngāti Kahungunu, Tainui) 

who contracted COVID-19 in March 2020, spoke with gratitude about her GP clinic, a Māori Primary 

Health Organisation (PHO) she had been with for “years and years and years”, who came to her rescue 

providing COVID-19 tests, when Healthline repeatedly said she did not qualify. The GP also provided 

exceptional mental health support for the daughter of this wahine Māori. 

A Pasifika interviewee noted how her GP was proactive in staying in contact: “I did have my GP ringing 

up and checking up on me because he knew that my mental health was already going downhill.” (Rina, 

Pasifika, Aug 2021) 

Community supports were also seen as vital. Tāngata Whenua with COVID-19 received support from 

a wide range of people and organisations including Whānau Ora providers, Māori health and social 

services providers, whānau, neighbours, friends and community. Iwi manaakitanga and tiakitanga in 

the absence of other support was especially valued, as explained by a Tangata Whenua interviewee 

who was unable to support her daughter and mokopuna when she personally was isolating with 

COVID-19. “Our Iwi were really good; they did organise a phone to be dropped to her and they ordered 

kai… They offered to send someone if my daughter was worried about her health deteriorating, she 

was on her own with baby.” (Cathryn (Ngāti Whātua), Oct 21). She reported that other Iwi members 

also struggled to get their “basic needs” met when they contracted COVID-19, with many living rurally 

in “shared homes” that made isolating from each other impossible. The Iwi response was to “set up an 

isolation home that Iwi could use” (Cathryn (Ngāti Whātua), Oct 21). 

However, not all Tāngata Whenua have strong connections with their Iwi. Cathryn (Ngāti Whātua) 

indicated that this was where established relationships showed as being so important: “… not all of us 

are connected with our Iwi … Like my daughter, she wouldn’t have had half the help she had if it wasn’t 

for me knowing the right people to talk to because the public health system would never have come to 

her aid like they [the Iwi] did.” (Cathryn (Ngāti Whātua), Oct 21) 

Pasifika families recognised the importance of wider community, and government support, notably 

that offered through Pasifika provider organisations. “They [a Pasifika provider] really helped us when 

we were in MIQ. They also helped my son while he was isolating at home. When we got home there 

was food delivered there ready for me and my daughter. They also helped with my power bill and sent 

a phone for my daughter while we were in MIQ, which was a big help.” (Lisi, Pasifika, Sep 21). Another 

Pasifika participant agreed: “[This Pasifika provider] was quite good; you just give them the list and 

they will do the shopping for you; they just deliver it outside the house. They were Pasifika ladies which 

is good.” (Jo, Pasifika, Nov 21) 

Health care providers who proactively worked in Pasifika communities tended to successfully engage 

with Pasifika families. Jo and her family were appreciative that a Pasifika health service visited them 

in their home and spoke in Samoan which meant her husband could be part of the discussion. This 

approach contributed to her husband going on to develop a trusted relationship with the service: “To 

engage people, it’s reciprocity; it’s reciprocity values that you’re trying to uphold and the relational 
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building… That’s the support that really helped us when I got COVID; they actually rung us, and they 

came to us. It was very positive that kind of approach for us. Bring the service to us.” (Jo, Pasifika, Nov 

21). 

NGĀ ĀRAI HAUORA 

BARRIERS TO CARE 

NGĀ RARU KI TE WHAI MĀTAI KOWHEORI-19 ME NGĀ TUKUNGA IHO 

DIFFICULTY GETTING COVID-19 TESTS AND RESULTS 

About one fifth of survey participants reported that COVID-19 tests were not readily available; this 

was the most common barrier to getting tested, irrespective of ethnicity: Tāngata Whenua (19%); 

Pasifika peoples (23%); and non-Pacific Tāngata Tiriti (19%). The next most common barrier was 

doctors or the COVID-19 helpline thinking they were not needed (see Supplementary Table 8).   

Among tāngata whaikaha Māori, 18 (90%) people reported a barrier to getting a COVID-19 test, which 

was significantly higher than among non-disabled Tāngata Whenua (68%, P=0.048). Among disabled 

Tāngata Tiriti (including both disabled Pasifika peoples and disabled non-Pacific Tāngata Tiriti), 55 

(71%) reported facing a barrier to getting a COVID-19 test, similar to the non-disabled population. 

Interviewees faced a range of barriers in getting tested and found it especially difficult to get a test if 

they did not have standard symptoms or were asymptomatic. Some faced delays in getting their test 

results; this caused significant anxiety and led to others becoming infected. 

Early in the pandemic, testing was only available for those with specific symptoms who also met 

certain risk criteria (Manatū Hauora | Ministry of Health, 2020b). Jenene (Ngāi Tahu), a tangata 

whaikaha Māori who contracted COVID-19 in March 2020, tried for “many, many hours to get through” 

to Healthline, only to be told “it was just anxiety”; she had not “been to Wuhan” or Italy and did not 

“have a temperature”. Her health deteriorated until finally her “GP stepped in” and organised for her 

to be tested. 

Pasifika interviewees also explained the difficulties they faced in getting tested: “The only way to get 

a test was to drive to my GP. I was bedridden, coughing uncontrollably … and unable to drive myself. I 

didn't want to infect anyone in my household so I had to wait until I was well enough to drive before I 

could get a test, approximately two weeks after I first experienced symptoms.” (Ali, Pasifika, Mar 20) 

Non-Pacific Tāngata Tiriti interviewees also had problems getting tested: “… they ask you all those 

questions about what you have; I didn’t have any of them. So, they were bit like, ‘doesn’t sound like 

COVID.’ Only reason I was allowed to get a test was because I’d been exposed to [location].” (Isla, non-

Pacific Tangata Tiriti, Mar 20) 

Geographic location and access to transport were also important determinants in terms of accessibility 

to tests: “I live rurally … [and] I was a bit worried about driving because I felt dizzy, I wasn’t feeling well 

and then you have to queue for the test … after the drive … That’s at least a two-hour trip.” (Cathryn 

(Ngāti Whātua), Oct 21) 

Another interviewee, Kate, (disabled non-Pacific Tāngata Tiriti, Feb 20) was not offered any assistance 

to get to a COVID-19 testing centre or the option of home testing, despite saying she did not drive and 
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did not feel safe taking public transport. She walked 45 minutes to a testing centre when feeling very 

unwell - only to arrive after it had closed for the day. 

Early on, some interviewees found that health staff feared them. When Sonja (non-Pacific Tangata 

Tiriti, Mar 20) phoned a health centre during a weekend, she spoke with a nurse who said, “’I don’t 

want to know you, I don’t want you to come in’.” The nurse told Sonja she “wouldn’t test” her, stating 

that she would have to wait until Monday (although the nurse then sought further advice and did 

organise testing). Leah (non-Pacific Tangata Tiriti, Apr 20) explained how, when she got a positive test, 

she then had to organise testing for her children, but because she was positive, was not allowed to be 

with them as they were tested. The staff were “as supportive as they could be” but the experience was 

“quite daunting” for the children, who had to put on masks and be treated by health staff in PPE, which 

was unfamiliar at the time.  

The time it took for people to receive their COVID-19 test result ranged from 24 hours to several days. 

The stress of long delays between having a test and receiving their positive result was anxiety-

provoking for several interviewees: “… the initial waiting gets you a bit anxious. . . going there for tests 

and then not hearing back as soon as my other peers from work [did] – my result was like three days 

later ...” (Kelvin (Tainui), Nov 21). Another wahine agreed: “… we struggled to get tested. All of our 

friends were tested and had their results before we even managed to find somewhere to test us. Huge 

delays trying to get through to Healthline or our GPs… When you’re isolated and can’t get hold of 

anyone for help, or for tests, or for answers, it was awful. It was probably the most stressful time.” 

(Wahine, tangata whaikaha Māori, Mar 20) 

NGĀ RARU KI TE WHAI PUKENGA KI TE TĀKUTA 

DIFFICULTY SEEING A GENERAL PRACTITIONER 

Survey participants were asked if there was ever a time when they needed to see a GP because of 

COVID-19 but did not, for any of a given list of reasons (Table 3). The most common reasons among 

Tāngata Whenua were the length of time to get an appointment (19%), and affordability (12%). For 

Pasifika peoples, the most common survey response reported was length of time to get an 

appointment (23%). Among non-Pacific Tāngata Tiriti, the most common reasons reported were the 

length of time to get an appointment (15%) and other reasons (20%), such as “All appointments were 

via phone” and “not my usual doctor who couldn't access my health records”. 

Six (60%) tāngata whaikaha Māori reported facing at least one barrier to seeing a GP which was 

significantly higher than among non-disabled Tāngata Whenua (P=0.044). Having adjusted for age and 

sex, there was a four times higher rate of facing a barrier to seeing a GP among tāngata whaikaha 

Māori compared to non-disabled Tāngata Whenua, but this did not reach conventional levels of 

statistical significance, (aOR 4.13 (95%CI: 0.76 to 22.37). Further details of barriers to seeing a GP 

among those with lived experience of disability are given in Supplementary Table 9. Tāngata whaikaha 

Māori were more likely to not see a GP when they needed to because of lack of transport, or lack of a 

carer, interpreter or support person, than non-disabled Tāngata Whenua. 

Among disabled Tāngata Tiriti, 21 (43%) reported facing at least one barrier to seeing a GP, significantly 

higher than among non-disabled Tāngata Tiriti (P=0.014). The aOR 2.21 (95%CI: 1.17 to 4.19) indicates 

that disabled Tāngata Tiriti are over twice as likely to face a barrier to seeing a GP as non-disabled 

Tāngata Tiriti. Similar to tāngata whaikaha Māori, disabled Tāngata Tiriti were more likely than non-
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disabled Tāngata Tiriti to not see a GP when they needed to because of lack of transport, or lack of a 

carer, interpreter or support person, but also because of owing money to the health provider.   

Table 3: Barriers to seeing a GP among people with COVID-19 

  Te Tangata 
Whenua 
(n=52)  

Pasifika 
peoples (n=22)  

Non-Pacific 
Tāngata Tiriti 

(n=324) 

I couldn’t afford it   6 (12%) 1 (5%) 22 (7%) 

It took too long to get an appointment   10 (19%) 5 (23%) 47 (15%) 

I owed money to the health provider   4 (8%) 1 (5%) 6 (2%) 

I didn’t like one of the health professionals or 
were afraid of them  

3 (6%) 1 (5%) 19 (6%) 

It was too hard for me to get time off work   3 (6%) 0 17 (5%) 

I didn’t have any way of getting there (e.g., no 
transport, too far to travel)  

1 (2%) 1 (5%) 11 (3%) 

I didn’t have childcare or needed to look after a 
dependent adult  

3 (6%) 0 6 (2%) 

I didn’t have a carer, support person or 
interpreter to go with me   

2 (4%) 0 8 (3%) 

Other reasons  4 (10%) 1 (7%) 45 (20%) 

Note: not all people answered each question; percentages are calculated from the number of people who 
answered each particular question. 

    

NGĀ RARU KI TE WHAKAWHIWHI RONGOĀ 

DIFFICULTY GETTING A PRESCRIPTION 

 

The impact of not being able to afford a prescription was greater  
among Tāngata Whenua and among Pasifika peoples than  

among non-Pacific Tāngata Tiriti who had COVID-19 

 

Survey participants were asked if, since first getting COVID-19, there was ever a time when they had 

been prescribed medication but could not afford to collect the full prescription from the pharmacy. 

Among Tāngata Whenua, the proportion was high (13%), although this was based on a small number 

of people (7/52). The same proportion of Pasifika (3/22, 14%) also experienced this difficulty. The 

proportion of non-Pacific Tāngata Tiriti who reported this was 5% (17/330). For both Tāngata Whenua 

and Tāngata Tiriti populations, these proportions were higher than for those reported in the general 

population in 2020/2021 (Manatū Hauora | Ministry of Health, 2021a).  

In addition, 27% of Tāngata Whenua, 27% of Pasifika peoples and 19% of non-Pacific Tāngata Tiriti 

survey participants reported that they had not had help collecting prescriptions when they were either 

isolating at home with COVID-19, or in an isolation facility), but that this help could have been useful.  
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Interviewees were appreciative of the support they had from pharmacies in getting their prescriptions, 

being able to ring for repeat prescriptions, drive through to pick them up, have them delivered, or 

have whānau, family or friends pick them up and deliver them. 

 

NGĀ WHEAKO O TE HŌHIPERA  

EXPERIENCES OF HOSPITAL CARE  

Among Tāngata Whenua survey participants, 15% required hospital care, and of those who went to 

hospital, 75% needed oxygen (Table 4). Over a third stayed in hospital for four or more nights and one 

quarter needed intensive care unit/high dependency unit (ICU/HDU) care. Only two Pasifika survey 

participants spent time in hospital due to COVID-19. Among non-Pacific Tāngata Tiriti survey 

participants, 12% required hospital care, and of those who went to hospital, 41% needed oxygen while 

there. Twenty-nine percent stayed in hospital for four or more nights and almost one quarter needed 

ICU/HDU care. None of these markers of severity differed between Tangata Whenua and Tāngata Tiriti 

(P>0.09 for all). 

Table 4: Hospital care among people with COVID-19 

  Te Tangata Whenua 
(n=54)  

Non-Pacific Tāngata 
Tiriti (n=338) 

Went to hospital with COVID-19  
  

Yes   8 (15%) 42 (12%) 

No  46 (85%) 296 (88%) 

Given oxygen in hospital  
  

Yes   6 (75%) 17 (41%) 

No  2 (25%) 24 (59%) 

Time in ICU/HDU   
  

Yes   2 (25%) 10 (24%) 

No  6 (75%) 32 (76%) 

Nights spent in hospital   
  

Not overnight  3 (37.5%) 17 (40%) 

1-3 nights  2 (25%) 13 (31%) 

4 or more   3 (37.5%) 12 (29%) 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 

Among tāngata whaikaha Māori survey participants, two (20%) required hospital care because of 

COVID-19, both of whom needed oxygen, both stayed there for fewer than four nights and neither of 

whom spent time in ICU. Among disabled non-Pacific Tāngata Tiriti survey participants, 11 (22%) 

required hospital care because of COVID-19, eight (80%) of whom needed oxygen, four of whom spent 

four (36%) or more nights and three (27%) of whom spent time in ICU.  

Interviewees reported a range of issues relating to their experiences with secondary care. Hospital 

experiences often felt very alien and frightening, because of the various infection control measures in 

place, and people often felt alone and abandoned. As one kuia noted: “I was rather feeling abandoned, 

alone, rejected, dismissed.” (Kuia, Mar 20) 
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One tangata whaikaha Māori interviewee spoke about the racism she experienced and witnessed in 

her interactions with doctors and nurses when she was hospitalised with COVID-19. As an assertive 

whaea, the eldest of 12 siblings, and a grandmother to many mokopuna, she was not reticent about 

addressing the injustices she felt: “I would tell them: “It's almost like you don’t even have any human 

service/skills.” There’s a wall up between the patient and doctor. I guess that’s their problem of this 

idea of white supremacy … I think the doctors don’t realise [that] going into hospitals is almost like 

going to prison, or even going into the Department of Social Welfare to get a benefit. People don’t 

want to be there. Yet they treat them like what …” (Whaea MereNgaahei, tangata whaikaha Māori, 

Nov 21). The whaea spoke about how confronting it was to experience such racism from other people 

of colour, and this reality of internalised racism. “When you see it in your colour, then you’re thinking 

to yourself, “What’s that? That can’t be white supremacy”. 

Another whaea recalled the experience of a nurse’s visit to her room just an hour or so after she had 

arrived the MIQ facility. She knew straight away as her temperature was taken, that something was 

wrong. She was asked to dress “in full PPE gear” and to pack whatever she needed, she thought for an 

overnight stay. When she got into the ambulance, she was placed on oxygen. The health of the whaea 

deteriorated so rapidly, that within 24 hours of her admission to hospital, she had been placed on a 

respirator (Whaea (Tainui, Ngāpuhi), Oct 21).  

For another Tangata Whenua interviewee, a kuia, the infection control precautions taken in trying to 

keep people safe felt extreme and alien. Whilst the kuia could justify her secondary care experience 

as reflective of the crisis staff found themselves in, where they were “learning on the run” to deal with 

so much unknown, the infection control measures she witnessed were not always logical “… nobody 

seemed to know how to use the PPE. . . one of them took all her PPE off on my deck about a metre 

away from me and cleaned off her equipment ....” (Kuia, Mar 20) 

A Tangata Whenua interviewee spoke about how traumatic being admitted to hospital was, 

referencing the movie ‘The Green Mile’ where guards walked prisoners to the electric chair: “Well, 

that’s what it felt like except, you’re in a wheelchair, in PPE gear, with all these people around you, and 

all you’re thinking is, ‘Oh my God, am I going to die?’ It was the freakiest experience ever … and the 

nurses and the doctors were kind of either side of me; the security guards, one was behind, and one 

was in front...And, I mean, all the way through, they’re talking to me, and you know, trying to keep me 

calm. And I’m just thinking, ‘This feels like I’m going to go to the electric chair, or something!’”. (Whaea 

(Tainui, Ngāpuhi), Oct 21) 

Some Pasifika interviewees had difficulties accessing secondary care services and were concerned that 

their COVID-19 symptoms might get worse in the interim. Anxious that instructions from health 

professionals would come too late, Jena felt it was better to present at hospital, knowing that being 

COVID-19 positive, she would be seen immediately. “I just thought, ‘I don’t care. We’re going. If you 

can’t breathe properly, we’re not waiting for hours for a nurse to ring us back. We are calling an 

ambulance. If they’re not coming, we’re going to the hospital, and they’ll see us quickly because they 

don’t want COVID in the hospital.’ It's not the right thing to do, but you’ve got to do what you…” (Jena, 

Pasifika, Oct 21) 

Tom had difficulty accessing hospital care for himself and his partner while isolating in MIQ. In 

desperation, he called the ambulance service himself, resulting in them both being sent to separate 

hospitals from MIQ. He spoke with relief of the hospital care they received: “Auckland Hospital did an 
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amazing job on us. The nurses, the doctors and all of that… The care was really good.” (Tom, Pasifika, 

Sep 21) 

Several non-Pacific Tāngata Tiriti interviewees also spent time in hospital, and they too had concerns 

over the care they received. For Leah, who contracted COVID-19 in April 2020, being hospitalised 

meant organising alternative care for her children. As a nurse, she was left to her “own devices” while 

in hospital, partly through her own choice because she “didn’t really want too many people coming in 

and out” but also because she “could tell from the staff that they were a bit reluctant with the fact 

that” she was COVID-19 positive. She thought the staff wanted minimal contact but figured, “At least 

if I stop breathing someone would have noticed.” (non-Pacific Tangata Tiriti, Apr 20). Callum (non-

Pacific Tangata Tiriti, Sep 21) had had several hospital admissions with palpitations and chest pain, 

with multiple investigations, but got “multiple messages from different doctors” about the diagnosis 

and felt “fobbed off and sent home.” He had health insurance so was able to get specialist care 

privately. 

 

NGĀ WHEAKO O TE TAUAWHI WHAI MURI IHO 

EXPERIENCES WITH FOLLOW-UP SUPPORT 

Follow-up support for interviewees following infection with COVID-19 varied, and to some degree, was 

dependent on their GP and availability of services in their area. Interviewees suggested some 

information about what to expect next would have been helpful, as well as some proactive follow-up 

both to see how they were managing individually and to follow their health as a group of people who 

had had COVID-19. 

One interviewee mentioned “the hurdles moving all the time” when it came to referrals to different 

specialists. One GP referred her to a rheumatologist for underlying inflammation, but she was deemed 

not to be of high enough clinical need so was not seen (Kuia, Mar 20). Another Tangata Whenua 

interviewee who was extremely unwell when hospitalised, was later diagnosed with sleep apnoea, 

something she had never experienced prior to contracting COVID-19. The whaea did get follow up 

care, with “a whole lot of breathing exercises” to do and was referred “to a respiratory physiotherapist” 

(Whaea (Tainui, Ngāpuhi), Oct 21). 

Several non-Pacific Tāngata Tiriti interviewees commented on the shift from frequent checks on their 

condition while they were in home isolation to being a “closed case” with no further after-care. “There 

was nothing afterwards either, like even once you had recovered there was no checks. There was no 

‘what to expect next’ kind of thing, which I think would have been helpful.” (Ursula, disabled non-Pacific 

Tangata Tiriti, Mar 20). “I actually asked them at the end, when I was getting the all-clear, like, “Isn’t 

somebody going to contact me after this to see how I’m doing in the long term? Is anybody going to 

do some blood tests or anything like that to see how my body is actually faring after this?” (Isla, Mar 

20, non-Pacific Tangata Tiriti) 
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6 NGĀ WHEAKO O TE URUPARE O TE KĀWANATANGA : UNITE 

AGAINST COVID-19 

 EXPERIENCES OF GOVERNMENT RESPONSE: UNITE AGAINST 

COVID-19 

NGĀ KITENGA 

FINDINGS 

➢ Around one quarter of survey participants spent time in MIQ, with a higher proportion amongst 

Pasifika peoples (45%). Around two-thirds of survey participants spent time in MIQ on their own, 

with a much lower proportion for Pasifika peoples (30%). 

➢ The experiences of interviewees with MIQ varied significantly. Some thought they provided good 

support, while others found the separation from whānau in different MIQ facilities and a lack of 

focus on other health conditions including mental health, increased stress levels.  

➢ Among survey participants who self-isolated, most did so in their own home; with about one fifth 

of people isolating alone. People averaged approximately 20 days in self-isolation. 

➢ Just over half of Tāngata Whenua survey participants lived in a whare with five or more others, 

making distancing extremely difficult. Some Tāngata Whenua interviewees pointed to unrealistic 

official advice, for example, assuming that all necessities could be provided, and not recognising 

when whānau support was no longer available because others were sick. 

➢ About 70% of Pasifika survey participants lived with five or more people; interviewees felt there 

was a lack of understanding about their households and isolation rules were impractical for them.  

➢ Some interviewees felt that there was a lack of support from authorities and poor co-ordination 

between services while in isolation, relying on whānau or family members instead. 

➢  Most survey participants reported having at least one dose of a COVID-19 vaccination. 

➢ Interviewees often recognised the importance of the vaccination in keeping well. Others chose not 

to get the vaccination for a range of reasons including lack of information about the safety of the 

vaccine, religious beliefs and believing that having had COVID-19 provided protection.  

➢ Some Pasifika interviewees felt irritated by hard-line vaccination campaigns and felt that the 

incentivising of vaccinations aimed at the Pasifika community were racist. 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Recognise that self-isolation may be a preference for many, but that not all whānau and families 

can easily sustain periods of self-isolation at home.  

➢ Allow whānau and family members to isolate together in MIQ. 

➢ Provide more holistic support for people in MIQ. 

➢ Co-ordinate household checks across providers, and increase the support provided, especially 

where whānau and families cannot easily provide support. 

➢ Provide timely information, research, and data on vaccinations and in accessible formats. 

➢ Recognise that mandating vaccines has significant consequences for whānau and families, social 

groups, and the communities in which they live. 

➢ Identify trusted people in the design of incentive campaigns around vaccinations in future. 
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NGĀ TAUMATA WHEAKO  

OVERALL EXPERIENCES 

There was some general support expressed for the government’s overall response to the COVID-19 

pandemic, including from some Tāngata Whenua interviewees. 

“I think the Labour government, or the Ministry did a great job. Absolutely. ... We’re probably lucky we 

had more of a socialist type of government in charge, … looking at the impact on people more intently, 

I think they did great… Same with my wife, she was very happy with the way the government reacted.” 

(Harry, Tangata Whenua, Mar 20) 

“I don’t think they had much choice [with] what they had to do in the first twelve months … I’ve got to 

admit we’d be a lot worse off if they hadn’t done the things they’ve done.” (Koro (Ngāpuhi), Mar 20) 

Others saw that individual, whānau and family responsibility was also needed: “… the government can 

only do so much … comes down to the person themselves with COVID and the family that makes sure 

they have support and making sure that they do the right thing not to pass the virus onto others … I 

think they can only do what they can do and it’s up to us to make it work.” (Kelvin (Tainui), Nov 21). 

Tāngata Whenua interviewees remarked on the change they observed amongst the nation, from one 

where there was a communal sense of caring for each other early on in the pandemic, to another 

where people cared only about themselves. One kuia identified this shift as being disconnected from 

one another. As a communal culture, the focus in Te Ao Māori is on the community or groups of 

individuals over a single person. So, to witness “this very individualistic rather than community-

orientated way of thinking, was a real disappointment” to her (Kuia, Mar 20). 

Two non-Pacific Tāngata Tiriti interviewees who had COVID-19 in March 2020 reflected differing views 

of the government’s early management of the pandemic. Natalie found it straightforward to get a 

COVID-19 test, was able to self-isolate and ‘recover’ at home and had friends and neighbours who 

helped with getting food. She felt the government responded well: “I mean it was learning on the go 

and I think it’s really easy to be critical down the track when you know a bit more... I think they did a 

bloody good job. I mean our death rate speaks volumes.” (Natalie, disabled non-Pacific Tangata Tiriti, 

Mar 20) 

On the other hand, Sonja (non-Pacific Tangata Tiriti, Mar 20) found it difficult to get tested, to access 

health care, and that “what the government was saying that organisations had, in terms of PPE, was 

not the reality on the ground.” 
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NGĀ WHEAKO KI NGĀ WHARE TARATAHI RĀHUI HOKI 

EXPERIENCES OF MANAGED ISOLATION AND QUARANTINE FACILITIES  

Among Tāngata Whenua survey participants, 25% (n=14) reported spending time in MIQ; this figure 

was 45% (n=10) for Pasifika peoples and 25% (n=84) of non-Pacific Tāngata Tiriti. Details of people’s 

stay in managed quarantine while they had COVID-19 is shown in Table 5. 

Table 5: Managed Isolation and Quarantine among people with COVID-19 

  Te Tangata 
Whenua 
(n=14)  

Pasifika 
peoples (n=10) 

Non-Pacific 
Tāngata Tiriti 

(n=83) * 

Spent time alone in MIQ 9 (64%) 3 (30%) 53 (63%) 

Spent time in MIQ with others 5 (36%) 7 (70%) 30 (36%) 

Average time in MIQ 13 days 20 days 15 days 
* One person did not report whether they were in MIQ alone or with others from their household 

 

The experiences of interviewees with MIQ varied significantly. Some of this variation relates to the 

period during which people were in MIQ, as at times there were delays getting people into facilities, 

and times when facilities were full.  

Interviewees pointed to a range of issues relating to MIQ. For Tāngata Whenua, these included delays 

in getting into MIQ and whānau members being in different facilities, depending on when they tested 

positive. One lost their accommodation while in MIQ and needed to be placed in emergency 

accommodation upon discharge. Others noted positive experiences, including: being kept up to date 

while waiting for an MIQ room; having their health and wellbeing regularly monitored; and excellent 

support and concern from staff.  

For one wahine Māori interviewee, the MIQ experience was accommodating. She, and another who 

also spent time in MIQ, both noted having “lots of support” (Māori participant, Oct 21). “I was really, 

really surprised that the amount of people …there to support you ... the Defence Force … a doctor and 

a nurse, a couple of Navy staff. They escorted me to my room, went through all the protocols…probably 

an hour later, a nurse came down to check me out.” (Whaea (Tainui, Ngāpuhi), Oct 21) 

Nathan (Tangata Whenua, Aug 21) questioned the cost-effectiveness of he and his mother being 

placed in separate MIQ facilities when they could have self-isolated at home. He believed MIQ facilities 

served “a purpose for certain households”, but “it was probably just cheaper and easier to leave us at 

home … in terms of cost and manpower and all that.” 

Another Tangata Whenua suggested that rather than leaving people to their own devices when they 

felt so alienated, maybe there should be “a dedicated nurse or a team in the community” who do the 

same kind of “checks with people” like those that occurred within MIQ. This recommendation did not 

just come from a need for physical health to be monitored, but also from a need for physical “access 

to faces or people” to combat isolation (Wahine, tangata whaikaha Māori, Mar 20). 

Pasifika interviewees raised several concerns, including: being taken to MIQ within 24 hours of testing 

positive, which did not provide enough time to sort out family matters; MIQ doctors and nurses 
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focusing on symptoms related to COVID-19 rather than other health issues, such as diabetes and 

mental health; and being nervous and confused about what to do once discharged. However, they also 

reported that community organisations were a huge source of support for families when they left MIQ, 

with appreciation of the work others did in supporting their families during the pandemic. 

Some Pasifika interviewees expressed their overall experience in MIQ as positive, while a few felt 

disappointed by the behaviour of MIQ staff. One was initially scared to go, as she did not know what 

to expect, other than a brief conversation with her sister-in-law who had had a bad experience. 

However, she likened her experience as “being on holiday”, describing it as “a good break” for her: 

“They looked after us really, really well…” (Pasifika, Sep 21). Sam (Pasifika, Oct 21) similarly referred to 

MIQ as “the hotel” where he got three meals a day. 

Tom (Pasifika, Sep 21) and his wife stayed at two separate MIQ facilities while COVID-19 positive, being 

hospitalised between each MIQ stay. At their first MIQ, Tom felt there was a lack of proper care, a 

focus on process, and staff seeing their role as keeping people safe in their rooms. He began to feel 

unsafe, particularly as staff dismissed his constant pleas for help: “I don’t think the workers realised 

how bad our COVID-19 was.” (Tom, Pasifika, Sep 21). His experience impacted negatively on his mental 

health in terms of feeling he was not heard or believed. Eventually, however, he and his partner were 

taken to hospital, albeit to separate hospitals. When they were released, they both went to another 

MIQ facility, which Tom felt was “completely different”: “They were really good.” 

While in MIQ, Auckland Regional Health rang Rina (Pasifika, Aug 21) every day. They asked if she 

needed help but never discussed what kind of help they might offer. MIQ nurses and doctors were 

also ringing and checking up and coming in. Her GP also rang to check on her because he knew her 

mental health was deteriorating. When she came out of MIQ, none of this support was offered, yet it 

did arrive from a Pasifika provider: “[A Pasifika provider was]… able to help with food, utility bills, like 

power, internet… It was good because I was managed by the same woman that was managing my 

mum and my sister. She was lovely. She actually said, ‘I don’t know why they didn’t tell you.’ And I was 

like, ‘I don’t know too, but here you are.’” (Rina, Pasifika, Aug 21) 

Amongst non-Pacific Tāngata Tiriti interviewees, there were concerns about the short notice given 

before being transported to MIQ; the lack of assistance in getting to the MIQ van; some family 

members (e.g., grandmother) being in a room on their own; difficulties in trying to work in MIQ rooms, 

difficulty managing an active toddler; and difficulties in trying to care for other family members while 

also feeling very unwell. On the other hand, some described positive experiences, one pointing 

especially to their gratitude when all the family was housed in one room, “so we can somehow support 

each other” (Candice, non-Pacific Tāngata Tiriti, Aug 21). 

Although daily symptom checks were being undertaken, some interviewees reported that there was 

limited treatment or in-person health care. “We were left to fend for ourselves in terms of our sickness. 

They’d check in on us, but often there wasn’t a lot of help…my eardrum burst, and I was in a lot of pain, 

and they’d say, “Have some paracetamol and ibuprofen.” I’m like, “It’s not doing anything”.” (Emma, 

non-Pacific Tangata Tiriti, Aug 21) 

One tangata whaikaha Māori interviewee (Tane, tangata whaikaha Māori, Nov 21) with serious pre-

existing conditions who was confined to a wheelchair following a spinal injury and was an amputee 

described significant barriers to care during his stay in MIQ. There was inappropriate clinical care 
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during an extended stay in MIQ, even though he had a number of serious medical issues that required 

close monitoring and support, and the wraparound services he was promised on his discharge from 

MIQ did not eventuate.   

Daniel spoke about repeatedly asking for some mental health support when he was phoned. “I said 

[to person doing health check], ‘…I could do to talk to somebody mentally, because I’m not sure how 

well I’m coping with this… I need to be able to have some coping strategies.’ I think three of the hourly 

questions, I made that same statement… on the fourth one, I said, ‘Don’t ask questions if you’re not 

listening… I’ve genuinely poured my heart out here that I could do with some coping strategies and 

you’re not responding at all.’ To this day I haven’t had a call from anybody. It's shocking. That I think 

was one of the worst things.” (Daniel, non-Pacific Tangata Tiriti, Oct 20) 

 

NGĀ WHEAKO KI TE NOHO MOTUHAKE 

EXPERIENCES OF SELF-ISOLATION  

Among survey participants who self-isolated, most did so in their own home. About one fifth of people 

isolated on their own. Details are shown in Table 6. 

Table 6: Self-isolation among people with COVID-19 

  Te Tangata 
Whenua  

Pasifika 
peoples 

Non-Pacific 
Tāngata 

Tiriti 

I self-isolated in my own home  41 (73%) 14 (63%) 254 (75%) 

I self-isolated in someone else's home  3 (5%) 1 (5%) 16 (5%) 

I self-isolated in a car or campervan  1 (2%) 1 (5%) 1 (<1%) 

I self-isolated somewhere else  2 (4%) 1 (5%) 11 (3%) 

Not sure/ did not self-isolate 9 (16%) 5 (23%) 57 (17%) 

    

Self-isolated alone 10 (21%) 4 (24%) 57 (20%) 

Self-isolated with others 37 (78%) 13 (76%) 223 (79%) 

    

Average time in self-isolation 19 days 18 days 23 days 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 

There were significant issues for many Tāngata Whenua interviewees in terms of self-isolation. Some 

of the issues that arose included not having essential items at home and not being able to go out to 

get them (e.g., thermometers). There were also concerns over a lack of checks; but, on the other hand, 

some felt that there were too many different people calling, who were not known to those who were 

unwell. Some interviewees expressed gratitude for the support they received after testing positive 

(e.g., supplies such as a heart rate and pulse oximeters, gowns, gloves, wipes, and kai), and some 

reported excellent support from Healthline and were grateful for their regular check-up calls. 

Across all groups, people worked hard to keep the virus from spreading. For example, they might sleep 

in separate rooms, use separate toilets, have separate hand towels, keep things very clean, and not 
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use things others were using. Many also appreciated the daily checks, feeling supported by those 

ringing.  

Tāngata Whenua interviewees spoke about establishing their own tikanga within their whare to keep 

their whānau safe. Isolating from other members of the household who were not COVID-19 positive 

required agreements and collaboration between all. 

“I wouldn’t come out [of the bedroom] and if I did, I would text everybody, they would all go into the 

lounge, close the door and I would use the toilet … that was just the routine, just staying in the room 

away from everyone and ... if the daughter or I needed to go to the toilet or have showers … everyone 

would vacate either outside or in the lounge lock up …” (Kelvin (Tainui), Nov 21) 

“… we were separated in terms of he slept in the sitting room, and I slept in the bedroom, just to see if 

we could keep as apart as we could … We were doing all sorts – wearing masks in front of each other, 

trying not to do anything, even in terms of eating; making sure everything was separate.” (Whaea 

MereNgaahei, tangata whaikaha Māori, Nov 21) 

There were, however, a range of issues faced by whānau/families self-isolating. Tāngata Whenua 

interviewees referred to the difficulties of having to try and isolate away from other household 

members who were not COVID-19 positive at the time when they first tested positive. Half (51%) of 

Tāngata Whenua survey participants lived in whare with five or more others (Supplementary Table 1), 

so being able to distance from each other was extremely difficult. Despite this, efforts were still made 

to decrease the spread of the virus (e.g., sleeping in separate rooms, wearing a mask, and positive 

cases avoiding the kitchen). However, for many it was very difficult. “My daughter, she probably took 

about five days later before she actually tested positive. We tried to keep her away from us, but it was 

honestly too hard in the house. She couldn’t go anywhere. We couldn’t separate her out. She caught it 

as well.” (Harry, Tangata Whenua, Mar 20) 

Some Tāngata Whenua interviewees felt the official advice given was unrealistic. For example, for 

those who had to go into home isolation, there was an assumption that all necessities could either be 

dropped off by whānau or friends, or ordered online, and any health or social support required from 

services outside this was readily accessible. This assumption did not account for the circumstances of 

some whānau. “… I was worried about my daughter, she is an asthmatic, and... was a bit lethargic and 

tired ... she still had to isolate with baby…I couldn’t go and help because I’m supposed to be staying at 

home … she doesn’t have a credit card [so] she couldn’t order things online. Then her phone broke… 

nobody could ring to check on baby … I rang [WINZ] and they said they can’t do anything…all these 

places they suggest you ask for help couldn’t help. She couldn’t go out to buy groceries… People don’t 

understand … she lives week to week ….” (Cathryn (Ngāti Whātua), Oct 21) 

Two wahine Māori spoke with frustration about how poorly they were checked in on while in isolation 

- one isolating at home early in the pandemic, and the other, over 18 months later: “... there was no-

one that would come and help us ... we couldn’t get hold of anyone … the GPs we were trying to talk 

to didn’t know how to deal with us, and because they were getting a huge influx of people, we were 

just another person. … the only support we had was … we could ring Healthline and hold … waiting, 

only to be cut off! ….” (Wahine, tangata whaikaha Māori, Mar 20) 
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“…waste of time … they were supposed to ring and check on how you were… They rang a couple of 

times and then it just fell away really.” (Cathryn (Ngāti Whātua), Oct 21) 

A kuia, who was isolating alone in her whare early in the pandemic, shared how difficult it was to 

advocate for herself when unwell. She talked about the many phone calls she received while unwell, 

Stating, “Often I didn’t know who I was talking to, but they obviously weren’t talking to each other”: 

“I was to stay at home for two more weeks … they rang me every day … there were about six agencies 

I was required to speak to ... There’d be a phone call from the nurse ... a call from the physician if I had 

questions that the nurse couldn’t answer. There were calls about my financial needs, another agency. 

. . So, it was a lot of phone calls. I had quite a high temperature ... I was very short of breath. I wanted 

somebody to … assess my physical health. I didn’t need another call from another agency…I was 

degenerating health-wise very fast… It was very scary.” (Kuia, Mar 20) 

Amongst Pasifika survey participants, 72% lived in a household with five or more people 

(Supplementary Table 1). For those Pasifika families who were interviewed, this translated into not 

being able to effectively self-isolate. Some interviewees reported that key items they needed while 

self-isolating (e.g., pulse oximeters) did not arrive in a timely way, and that they were not able to 

effectively self-isolate. More positively, some were able to pre-prepare for self-isolation; some had 

the ability to isolate alone; and some enjoyed their time isolating, while others family members not 

able to go to work got on with household tasks. 

Maintaining social distancing between family members who had COVID-19 with those who did not was 

difficult for some Pasifika interviewees, particularly those who lived in houses with extended or other 

family members. For example, Ally and her family isolated at home for 21 days and struggled with 

space as there were two families (10 people) living in the household at the time. 

Families felt there was a lack of understanding by the government about how difficult it was for 

Pasifika households to uphold isolation rules that were not practicable for them. Jena felt completely 

alone trying to make it work for her family and the community, while at the same time complying with 

what was required.  

“They [public health staff] knew that I had it [COVID-19] and my husband didn’t, and they said, ‘Have 

you left your bedroom today?’ and I said, ‘Yeah’… got told off that I should be isolating. We talked 

about it as a family and accepted that there’s no way that we could isolate in our home, especially from 

the children… I really felt like we were alone… We complied to what we felt would keep us safe and 

everyone in the community safe. We wouldn’t leave our house and stuff like that, but if we needed to 

get medical assistance, we had decided that we wouldn't be doing it through them, if that makes 

sense.” (Jena, Pasifika, Oct 21) 

For non-Pacific Tāngata Tiriti families, there were also difficulties in self-isolating, especially in small 

houses or apartments. Some noted a too clinical approach being taken to the daily checks, focusing on 

people sticking to the rules, with less attention paid to how people were feeling, and a feeling that no 

real help or support was being offered. Others noted a lack of clarity about when they could leave self-

isolation and return to usual activities.  

Many of the non-Pacific Tāngata Tiriti interviewees also discussed the practical difficulties associated 

with isolating at home. Some struggled with getting essential supplies of food and medicines delivered, 
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due to the unavailability of online shopping, or the fact that extended family were also isolating/in 

lockdown and were, therefore, unable or unwilling to shop for them. Others spoke of their reluctance 

to ask neighbours or friends for help because they feared passing on the virus. A number spoke of 

relying on the goodwill of family and friends or neighbours. 

“They’re talking about all this support and it's like literally, we just got nothing [back in Mar 2020]. I 

couldn’t get any online grocery slots or anything like that. There was no availability for that ... We had 

three different family members to go shopping for us and leave it on the driveway. It was just really 

the support of my family that we had. We had no actual structured support. And it was such a long 

time... six weeks...” (Isla, non-Pacific Tangata Tiriti, Mar 20) 

For some non-Pacific Tāngata Tiriti interviewees, a key relationship with someone they trusted, such 

as their local GP practice, made the most difference to their home isolation experience. For one family, 

local law enforcement took on this role, making sure that the family felt safe and could access what 

they needed: “It was really, really, kind of him to do that.” (Sonja, non-Pacific Tangata Tiriti, Mar 20) 

 

NGĀ WHEAKO KI TE ĀRAIMATE KŌWHEORI-19 

EXPERIENCES OF COVID-19 VACCINATIONS  

“I want to be around for my grandchildren ...” 

Whaea (Tainui, Ngāpuhi), contracted COVID-19 in October 2021 

Most Tāngata Whenua survey participants (n=48, 91%) had had at least one dose of a COVID-19 

vaccine. Of the 22 Pasifika survey participants who answered whether they had had at least one dose 

of vaccine, 17 (77%) confirmed they had. Most non-Pacific Tāngata Tiriti survey participants (n=302, 

93%) had had at least one dose of a COVID-19 vaccine. 

The importance of the COVID-19 vaccines was highlighted by several Tāngata Whenua interviewees. 

One whaea (Tainui, Ngāpuhi) who contracted COVID-19 in October 2021 and who booked her booster 

vaccination as early as possible, did so because her health was “very important” to her, and she wanted 

to continue “to be around for [her] grandchildren and [her] husband.” When she ended up quite unwell 

in hospital, she watched other people who were “going through a rough time” coughing and sounding 

“ten times worse than” her. Towards the end of her ten-day hospital stay, the whaea asked one of the 

doctors, “What would have happened if I hadn’t been vaccinated?”  

“She [the doctor] said, “To be honest, you probably wouldn’t be right here right now in this position if 

you hadn’t been vaccinated ... anything could have happened, and the worse would have been death”.” 

(Whaea (Tainui, Ngāpuhi), Oct 21) 

Since being “vaccinated and boosted”, Nathan (Tangata Whenua, Aug 21) felt somewhat reassured 

that he had “a bit of reinforcement from the virus”. 

One wahine Māori explained that she would not get the vaccine. She felt that there were just too many 

unanswered questions about it, for her to believe it was safe.  
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“… [There] wasn’t enough information for me at that point to make an informed decision … so getting 

all the facts and weighing it up ... there was something inside of me saying it was not the right time. 

There’s not enough research. Well, there should have been, but was there? I just want them to be 

informed. That’s all I want …” (Māori participant, Oct 21) 

Another Tangata Whenua interviewee, a whaea, also had strong reasonings behind her decision to not 

get vaccinated. In part she believed her strength of whakapapa protected her from the virus, but she 

also had a strong conviction that her God would protect her from contracting it. 

For Tāngata Whenua interviewees who were not vaccinated, mandates did affect their employment. 

One wahine Māori “hung in there” until she was able to eventually “return to work”. “It wasn’t easy”; 

she knew some “people lost their jobs”, but her employer accommodated her choice not to be 

vaccinated by allowing her to “just work from home.” (Māori participant, Oct 21)  

Pasifika interviewees felt that getting vaccinated would protect them from more serious symptoms. 

“Both me and my 12-year-old. I made sure she got vaccinated. We both got our first dose together 

before we contracted COVID. I feel that’s the reason why we didn’t have bad symptoms, because we 

had gotten our first dose already.” (Lisi, Pasifika, Sep 21) 

Mele works for a Pasifika health provider; part of her role is promoting COVID-19 vaccination uptake 

to Pasifika families. She received the first two vaccine doses due to her workplace requirements. “And 

encouraging people to get the hell off their butt and go get vaccinated. So, we [workplace] provide a 

lot of that information. There’s a lot of resistance, there’s a lot of questions of, ‘How do we know what’s 

in it?’ I said, ‘You know when you were born? For us Pasifika Islanders,’ I’m from Cook Islands, ‘when 

we were born, we got the measles, the diphtheria injection. That’s what we got.’” (Mele, Pasifika, Nov 

21) 

Karl (Pasifika, Aug 21) had doubts about whether COVID-19 was real and, therefore, did not get 

vaccinated until after he contracted COVID-19, even though he was in the priority group for 

vaccination. He surmised that because people were told to isolate at home and take Panadol, that 

COVID-19 must be the ’flu. He believed people were getting sick and dying from the underlying 

diseases they already had. He also “put [his] trust in the Lord with prayers”. 

Many Pasifika families were irritated by the hard-line of the national vaccination campaigns driven by 

the government, especially workplace mandates. It created disagreements and fragmentation 

between families, social groups that families belonged to, and their communities. “The way it was 

pushed on you, made me not want it. And then they say, ‘It’s to keep the community - keep people 

safe’; but people are getting COVID now, that are vaccinated. So, some of us [family] lost our jobs 

because we chose not to [vaccinate]. It’s caused a division. A lot of people say, “But you had a choice”; 

but I didn’t feel like I had a choice, because it was either that or don’t work… it’s somebody else saying 

I can’t work.” (Hana, Pasifika, Nov 2021) 

Some Pasifika families also questioned why incentivising vaccinations were aimed at the Pasifika 

community, and the feelings that “it felt racist” (Hana, Pasifika, Nov 2021). Nixon agreed and offered 

a broader view: “… why would I want to do something that the government is telling me to do, when 

all they have done is disadvantage me? Why would you not expect people that have lived that sort of 

a life to have a distrust in getting a needle in your arm?” (Nixon, Pasifika, Mar 2020) 
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There was concern about the lack of attention given to those who did not want to be vaccinated. “I 

think the communication that vaccination is good, that part of the response… was adequate. The part 

that was inadequate, was identifying pathways for people who did not want to get vaccinated… I don’t 

think it was helpful to take people who didn’t want to be vaccinated and exclude them… caused bigger 

rifts… If people are excluded... they’ve got nothing to belong to, and someone on the fringe of society 

reaches out and says, … ‘you can belong - we’ll take you in’… [there’s] a disproportionate amount of 

power being shifted to those borderline extreme organisations; …rational people, some of whom aren’t 

anti-science, anti-vax, crazy people, some are perfectly rational people; had nowhere else to go.” (Ali, 

Pasifika, Mar 20) 

Most non-Pacific Tāngata Tiriti interviewees had not been able to be vaccinated against COVID-19 prior 

to getting infected, either because the vaccine was not then available, or they were not in an eligible 

group at the time. For many, there was a lack of information available about vaccination for those who 

had already been infected. However, because of their experience with COVID-19 infection, some were 

keen to get vaccinated as soon as possible and reduce their risk of another infection. 

“… the fear comes from the unknown… I’ve been double vaccinated. I’ve had the booster and if they 

had another booster, I’d go get that too. I don’t want it [COVID-19] again. It was such a horrible 

experience, and it went on for so long and it was scary.” (Ursula, disabled non-Pacific Tangata Tiriti, 

Mar 20) 

Others were less certain about their need for vaccination or had concerns. 

“... then they brought out vaccines and mandates and stuff and I was like, ‘Well, I feel like I shouldn’t 

really need to have the vaccine because I’ve got all this natural immunity.’ But nobody was testing for 

immunity.” (Isla, non-Pacific Tangata Tiriti, Mar 20) 

“We’re just concerned about my daughter… she’s still young and none of her systems are fully 

developed yet so we thought that since she got the virus already, maybe just hold up getting the vaccine 

until there’s more studies into it and then say, “OK”” (Candice, Aug 21, non-Pacific Tangata Tiriti) 
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7  NGĀ KAWEKAWE O TE ORANGA TINANA 

 IMPACTS ON PHYSICAL WELLBEING 

 

NGĀ KITENGA 

FINDINGS 

➢ A wide range of physical symptoms was reported and described by survey participants from all 

ethnicities, with common symptoms during the first month being fatigue, aches, muscle weakness, 

headache, shortness of breath, cough, brain fog, fever, and sleep difficulties. 

➢ All tāngata whaikaha Māori survey participants reported fatigue, muscle weakness, aches, joint 

pain, headache, dizziness and brain fog, while many disabled non-Pacific Tāngata Tiriti had fatigue, 

headache, muscle weakness, aches, change in appetite, and brain fog.  

➢ Interviewees experienced differences in the severity of symptoms, from no or mild symptoms 

through to significant health impacts, including a complete lack of energy and exhaustion which 

affected their ability to undertake daily tasks. Some interviewees contracted COVID-19 more than 

once, sometimes with different symptoms and experiences each time. 

➢ Interviewees took varying lengths of time to ‘recover’ from COVID-19, from days through to 

months, with important implications for ‘recovery’ (see Chapter 14: Long COVID). 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Recognise that those with COVID-19 can experience a wide range of symptoms, and that 

experiences with the virus vary widely and unpredictably. This is an important message for health 

staff in terms of providing high levels of clinical and culturally safe care.  
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NGĀ TOHUMATE KŌWHEORI-19 

COVID-19 SYMPTOMS 

Common symptoms during the first month of COVID-19 among many of the survey participants were 

fatigue, aches, muscle weakness, headache, shortness of breath, cough, brain fog and fever. These 

patterns were similar for Tāngata Whenua, Pasifika peoples and non-Pacific Tāngata Tiriti 

(Supplementary Table 10). Sleep difficulties were also commonly reported for all ethnicities. 

Among nine tāngata whaikaha Māori who reported their COVID-19 symptoms, all reported fatigue, 

muscle weakness, muscle aches, painful joints, headache, dizziness, and brain fog. Among the 47 

disabled non-Pacific Tāngata Tiriti survey participants who reported their COVID-19 symptoms, the 

most commonly reported were fatigue (93%), headache (87%), muscle weakness (85%), muscle aches 

(80%), change in appetite (80%) and brain fog (78%) (Supplementary Table 11). For both tāngata 

whaikaha Māori and disabled non-Pacific Tāngata Tiriti, these patterns of symptoms could partly be 

explained because some of these symptoms are present in people with long COVID, and many people 

with long COVID identified as being disabled. 

In interpreting these findings, it is important to recognise that many of those surveyed in this research 

had pre-existing conditions, with rates for Tāngata Whenua typically higher than rates for Tāngata 

Tiriti. For example, among Tāngata Whenua (n=22) and non-Pacific Tāngata Tiriti (n=105) survey 

participants respectively, 64% vs 41% reported asthma, 50% vs 22% reported anxiety, 24% vs 19% 

reported chronic pain, 14% vs 12% reported heart disease. Furthermore, 61% (n=34) of Tāngata 

Whenua and 68% (n=15) of Pasifika peoples reported a high BMI (≥30kg/m2) compared to 29% (n=98) 

of non-Pacific Tāngata Tiriti (Supplementary Table 12). This reflects the fact that Te Tangata Whenua 

experience a high prevalence of chronic conditions, as well as earlier onset of disease (i.e., at a younger 

age), contributing to higher mortality and morbidity rates (Manatū Hauora | Ministry of Health, 2018).  

The range of pre-existing health conditions was extensive amongst Tāngata Whenua interviewees. The 

association of these conditions with pre-existing disability though, was rare. A third (n=6) of 

participants identified having a disability, and only two of these tāngata whaikaha Māori reported this 

as a pre-existing disability.  

Typically, tāngata whaikaha Māori interviewees dismissed the idea that significant pre-existing health 

issues were disabling. For example, an array of health issues – cancer, cardiac scares, chronic pain – 

was not defined as disability by one whaea (Whaea MereNgaahei, tangata whaikaha Māori, Nov 21). 

Other interviewees also reported chronic asthma, high cholesterol, sleep apnoea and depression but 

again, did not identify these long-term conditions as disabilities. 

 

“We’ve both got underlying problems … She’s got COPD … and I had heart surgery seven years ago. . 

and we didn’t appreciate just how dangerous COVID would, could be ...” 

Koro (Ngāpuhi), contracted COVID-19 in March 2020 
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Interviewees described a range of effects of COVID-19 on their physical wellbeing, with some barely 

impacted, while others have had significant health impacts. Many Tāngata Whenua interviewees 

described this wide range of symptoms.  

“I had quite a high temperature. I was getting confused. I was very short of breath … I was degenerating 

health-wise very fast…. It was very scary.” (Kuia, Mar 20) 

“The worst part of it … [a] headache, and no matter what you took it wouldn’t go…and then extreme 

tired. If you, say, went to hang out your washing, by the time you got back inside you’re like, I have to 

lie down now … had this terrible … sounded like a smoker’s cough …” (Cathryn (Ngāti Whātua), Oct 21) 

Some Pasifika peoples described “relatively mild” symptoms. Nixon (Pasifika, Mar 20) attributed his 

mild symptoms to being “fit” and “healthy”; Ally thought her positive test result must be a mistake, 

because her cold-like symptoms were so mild; while Lisi tested positive but had no symptoms at all. 

Ali described no previous medical ailments pre-COVID; yet was bedbound for two weeks.  

“I was extremely sick; unable to move, was confined to a bed. It took about two weeks before I was 

able to physically get into a car and drive. I lost 7-8 kgs in two weeks, I was too weak to eat or drink, if 

I had any energy, it took enough energy just to lie down.” (Ali, Pasifika, Mar 20) 

 

TE WHAKAORANGA MAI I TE KŌWHEORI-19 

‘RECOVERING’ FROM COVID-19 

The time taken to ‘recover’ from COVID-19 infection varied amongst Tāngata Whenua interviewees. 

“Everyone said it’s like the ’flu and I said it’s nothing like the ’flu. ... it was so hard to breathe. I could 

not sleep for a month, apart from little intermittent sleeps. I had to sit up … I couldn’t lie flat and 

breathe.” (Harry, Tangata Whenua, Mar 20) 

Two of the Tāngata Whenua interviewees reported contracting COVID-19 more than once. For one, a 

kuia, the two infections were experienced quite differently. The first time was early in the pandemic, 

which she spent at home on her own, resulting in great uncertainty and fear of the unknown; the 

second time, her daughter was with her. 

“… just having someone else in the house, knowing that the food needs were met, it was beautiful 

weather, was quite easy for us to isolate from each other. She didn’t get sick. Day five/day six were my 

worst days, and by day eight I was RAT negative.” (Kuia, Mar 20) 

Jenene (Ngāi Tahu), a tangata whaikaha Māori who first contracted COVID-19 at the start of the 

pandemic, in March 2020, when she was overseas, and whose experience with the virus, including 

with long COVID, has been very traumatic, was re-infected two years later. Unlike the kuia though, the 

second time around for this wahine Māori, was not an improved experience. 

“I definitely bought into the rhetoric that it was mild, and I got that really wrong … So, when I got 

reinfected on my recent travels, I expected it to be a walk in the park. I think it was a bit like wishful 



76 

 

thinking because I just was so freaking over it; and I was really, really sick. It was probably worse than 

the first time around.” (Jenene (Ngāi Tahu), tangata whaikaha Māori, Mar 20) 

Non-Pacific Tāngata Tiriti interviewees also described varying lengths of time taken to ‘recover’ from 

COVID-19, from a week through to months. Candice (Aug 21, non-Pacific Tangata Tiriti) spoke of having 

a “cough [that] continued for about five weeks”, while others struggled to shake the remnants of the 

virus.  

“We’d start to feel better, right, and so we’d do something like, I don’t know, clean the bathroom and 

then I’d be exhausted. It was absolutely ridiculous. Like as soon as we started feeling like we could … 

do something you’d go do it and then you’d be like ‘ugh’ and exhausted again for two days.” (Tania, 

disabled non-Pacific Tangata Tiriti, Mar 20) 

It is also important to acknowledge that many study participants have not ‘recovered’ from having 

COVID-19, see Chapter 14.   
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8 NGĀ KAWEKAWE O TE ORANGA HINENGARO 

IMPACTS ON MENTAL HEALTH AND WELLBEING  

 

NGĀ KITENGA 

FINDINGS 

➢ Levels of anxiety and depression reported by survey participants of all ethnicities were 

considerably higher in people who have had COVID-19 than in the general population. Anxiety and 

depression were much higher among tāngata whaikaha Māori compared to non-disabled Tangata 

Whenua and among disabled Tāngata Tiriti compared to non-disabled Tāngata Tiriti. 

➢ Mental health support was an important area of unmet need identified by around one third of 

survey participants, irrespective of ethnicity. 

➢ Among tāngata whaikaha Māori, mental health support was significantly less than among non-

disabled Tāngata Whenua, despite the need being greater. 

➢ A major concern for most survey participants was trying not to infect whānau or families and 

others in their communities. Other concerns included people not understanding what those with 

the virus were going through, having anxiety or depression, being scared about what might 

happen, and having no control over their situation. Levels of concern were higher amongst those 

with lived experience of disability. These concerns were also expressed by interviewees, along with 

worries about being a burden on whānau or families, and of contracting the virus again. 

➢ Study participants across all ethnicities were reticent about telling others they had COVID-19. They 

reported feeling stigmatised, suggesting others seemed to be uncomfortable around them, and 

feeling judged by society, whānau, families, communities, and work colleagues.  

➢ Inaccurate and negative reporting in the media alongside the pervasive influence of social media 

contributed to increased levels of stress and stigma felt by interviewees.  

➢ For some, a renewed sense of strength and resilience was an unexpected consequence of having 

COVID-19. 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Plan for, and equitably resource, the mental health needs of people affected by COVID-19 or future 

pandemics. 

➢ Pro-actively ensure tāngata whaikaha Māori and disabled people at risk of mental distress are well 

supported. 

➢ Support providers to be able to offer mental health services alongside the other services they 

provide, including to whānau or family members of those who are unwell. 

➢ Ensure pandemic campaigns focus on reducing stigmatising behaviour amongst the broader 

community. 

➢ Work with the media to ensure privacy for those who contract COVID-19.  
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NGĀ WHEAKO O TE WAIRANGI  

EXPERIENCES OF MENTAL DISTRESS 

Mental distress was measured in different ways in the study. Further details are given in the Technical 

Report. Over half of all survey participants reported symptoms of anxiety and/or depression, and one 

third were identified as having anxiety or depression on the validated Generalised Anxiety Disorder 

(GAD-2) and Patient Health Questionnaire (PHQ)-2 Depression scales (Table 7). Combining anxiety and 

depression from the reported data of people with COVID-19, to allow for comparative purposes, gave 

a prevalence of 35% (n=27) in Tāngata Whenua, 33% (n=10) in Pasifika peoples and 28% (n=111) in 

non-Pacific Tāngata Tiriti (Table 7). This indicates that the mental health needs of people with COVID-

19 exceed the general population three-fold, even during the height of the Delta outbreak in 

Aotearoa.7  

Having adjusted for age and sex, tāngata whaikaha Māori were over three and a half times more likely 

to experience mental distress than other Tāngata Whenua (aOR: 3.82, 95%CI: 1.12 to 13.09). Disabled 

Tāngata Tiriti were four times more likely to have mental distress than non-disabled Tāngata Tiriti 

(aOR: 4.73, 95%CI: 2.63 to 8.51). These results indicate significant mental health needs among those 

with lived experience of disability, see Supplementary Table 13. 

Table 7: Mental distress among people with COVID-19 

 
Te Tangata 

Whenua 

Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

Self-reported symptoms   n=50 n=16 n=299 

Anxiety   28 (57%) 12 (75%) 154 (51%) 

Depression   26 (52%) 10 (63%) 113 (38%) 

Anxiety or depression 31 (62%) 12 (75%) 167 (56%) 

    

Validated scales n=77 n=33 n=401 

GAD-2 Anxiety   22 (29%) 6 (18%) 85 (21%) 

PHQ 2 Depression   23 (31%) 9 (30%) 82 (20%) 

GAD-2 Anxiety or PHQ-2 Depression  27 (35%) 10 (33%) 111 (28%) 

 

  

 

7 Over the 10 weeks during which the National COVID-19 Health and Wellbeing surveys were conducted 
(Manatū Hauora | Ministry of Health, 2021a), the presence of either anxiety of depression, as measured using 
the same instruments used in this study, ranged from 6.8% to 15.1%. 
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KIA TAUAWHI AI I TE ORANGA HINENGARO E HIAHIATIA 

NEEDING AND RECEIVING MENTAL HEALTH SUPPORT  

 

There were significant levels of unmet need 

in terms of providing mental health support to people with COVID-19. 

 

Survey participants were asked whether they had needed or received mental health support when 

they had COVID-19. The proportion who received support in terms of someone to talk to, ranged from 

10% to 18% with a similar range (from 9% to 18%) reported for receipt of other mental health support. 

A significant proportion of Tāngata Whenua stated that they did not receive any mental health support 

but that this could have been useful – 36% for someone to talk to, and 31% for other mental health 

support. Similar proportions of about one third of Pasifika and one third of non-Pacific Tāngata Tiriti 

also reported that having someone to talk to or other mental health support would have been useful.  

Table 8: Mental health support received or needed 

   Tangata 
Whenua 
(n=73) 

Pasifika 
peoples 
(n=33) 

Non-Pacific 
Tāngata 

Tiriti 
(n=391) 

Someone to talk to  
   

Yes, I got this help  11 (15%) 6 (18%) 56 (14%) 

No, I didn’t get this help, but it could have been useful  26 (36%) 11 (33%) 135 (34%) 

No, I didn’t need this help  36 (49%) 16 (48%) 200 (51%) 

  
   

Other mental health support  
   

Yes, I got this help  7 (10%) 6 (18%) 36 (9%) 

No, I didn’t get this help, but it could have been useful  23 (31%) 11 (33%) 119 (31%) 

No, I didn’t need this help  43 (59%) 16 (48%) 119 (31%) 

 

Tāngata whaikaha Māori were more likely to report not getting help which could have been useful, 

both in terms of having someone to talk to (62% vs. 30%, P=0.053) or having other mental health 

support (56% vs. 26%, P=0.049), than non-disabled Tāngata Whenua. There were no significant 

differences between disabled and non-disabled Tāngata Tiriti with regard to receipt of mental health 

support (Supplementary Table 14).  
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NGĀ ĀWANGAWANGA O MATE KŌWHEORI-19 

CONCERNS RELATING TO HAVING COVID-19 

 

Concerns relating to anxiety and depression were reported more frequently by Tāngata 

Whenua than Tāngata Tiriti with COVID-19. 

 

Survey participants were asked whether or not they agreed with several statements regarding having 

COVID-19 (Table 9). For Tāngata Whenua, the most common concerns were worries about passing on 

COVID-19 to others within and outside of the whānau, people not really understanding what they were 

going through, and feeling scared about what might happen to them. Nearly three-quarters (73%) of 

Tāngata Whenua reported concerns of feeling anxious and/or depressed. Concerns for Tāngata Tiriti 

were similar to those of Tāngata Whenua. An additional concern for non-Pacific Tāngata Tiriti was 

about having no control over the situation. Money worries were present for over half of Tāngata 

Whenua (57%), 40% of Pasifika peoples and almost a third (30%) of non-Pacific Tāngata Tiriti. 

Table 9: Concerns relating to having COVID-19 

 
Te Tangata 

Whenua 
(n=82) 

Pasifika 
peoples 
(n=36) 

Non-Pacific 
Tāngata Tiriti 

(n=434) 

I was worried I would pass COVID-19 on to my 
whānau/family 

75 (91%) 29 (81%) 344 (79%) 

I was worried I would pass COVID-19 on to 
others outside my whānau/family 

65 (83%) 24 (67%) 287 (67%) 

People didn’t understand what I was going 
through 

58 (74%) 18 (53%) 283 (66%) 

I felt anxious and/or depressed 57 (73%) 22 (63%) 276 (65%) 

I was scared about what might happen to me 56 (73%) 23 (66%) 278 (65%) 

I felt I had no control over the situation 54 (69%) 17 (50%) 304 (71%) 

I was worried that I might not get better 48 (62%) 15 (44%) 211 (50%) 

I had money/financial worries 44 (57%) 14 (40%) 125 (30%) 

I felt whakamā or embarrassed that I got 
COVID-19 

44 (56%) 13 (36%) 140 (33%) 

I was discriminated against because I had 
COVID-19 

40 (56%) 12 (36%) 159 (39%) 

I felt isolated and alone 38 (48%) 11 (31%) 213 (50%) 

I felt that I couldn’t tell whānau/family or 
friends that I had COVID-19 

27 (35%) 14 (42%) 114 (27%) 

I missed out on school/education 14 (18%) 6 (18%) 25 (6%) 

I lost my job 7 (9%) 
 

35 (8%) 

My workplace was not understanding (e.g., 
wanted me to return to work before I was fully 
better) 

3 (4%) 
 

46 (11%) 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 
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Among those with lived experience of disability, the levels of concern were higher than in the total 

Tāngata Whenua and Tāngata Tiriti populations. The most common concerns among tāngata whaikaha 

Māori were being scared of passing on COVID-19 to whānau, scared about what would happen, feeling 

anxious or depressed, and feeling like they had no control over the situation. The most common 

concerns among disabled Tāngata Tiriti were not being understood, having no control over the 

situation, worried about passing on COVID-19 to family and scared about what would happen. Full 

details are in Supplementary Table 15.  

The experiences of one mental health service-user illustrates well the complexity and multi-level issues 

faced by many with lived expereince of disability. This interviewee experienced physical symptoms 

(chest pain, ultimately diagnosed as pericarditis) which were dismissed by a Healthline call-taker as 

“anxiety” and she had to advocate strongly to get access to COVID-19 testing. She considered making 

a complaint about her Healthline experience but “I got worse and worse every week with my physical 

health, and then with my mental health I couldn’t bring myself to make the complaint. I didn’t have the 

capacity” (Kate, disabled non-Pacific Tāngata Tiriti, Feb 20). 

 

“I know it wasn’t my fault. I didn’t bring COVID into the world. I just contracted it ...” 

Harry, Tangata Whenua, contracted COVID-19 in March 2020 

 

Several key themes were identified by interviewees in relation to mental wellbeing and concerns 

regarding having COVID-19 which underscored the results reported by survey participants. These 

were: a sense of responsibility and worry about the possibility of passing the infection on; heightened 

feelings of mental distress and fears of contracting the virus again; high levels of stress and fear about 

what might happen; feelings of being a burden on their whānau or families; and recognition of the 

importance of having access to support.  

Tāngata Whenua interviewees highlighted the importance of keeping whānau and others in the 

community safe.   

“To be honest… all I kept thinking was, ‘Oh my God, I hope I’m not going to give it to them!’ I was more 

worried about the people who were coming in contact with me rather than myself.” (Whaea (Tainui, 

Ngāpuhi), Oct 21) 

“… once I realised I’d caught it and passed it on to my Mum, I think I was a little bit more worried for 

Mum, not so much for myself.” (Nathan, Tangata Whenua, Aug 21) 

Concerns about maintaining the wellbeing of the collective and anxiety about being responsible for 

infecting others with COVID-19 were also expressed by Pasifika interviewees. “Like, visiting your 

parents, that’s one of the things I didn’t do for months. Or even the elderly with birthdays and things 

like that with my family. You just don’t want to be that guy that killed the elderly.” (Tom, Pasifika, Sep 

21) 
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There were similar feelings for those in terms of returning to work. Isla (non-Pacific Tangata Tiriti, Mar 

20) reported feeling “quite a bit of anxiety” about the prospect: “I was really paranoid that I might still 

have it, or that I might pass it onto somebody still. It was quite an adjustment to come back to work.” 

(Isla, non-Pacific Tangata Tiriti, Mar 20) 

Feeling fearful of the unknown, and of possible death, was common. The moment Jenene (Ngāi Tahu) 

(tangata whaikaha Māori, Mar 20) was told she has COVID-19 positive, she felt like she “been given a 

death sentence”. She was admitted to hospital to an isolation ward on her own, as the 37th case in 

Aotearoa, and was very afraid: “It was very scary and of course no-one could give me any kind of 

reassurance … My doctor had really no idea either and you could tell she was a bit scared…..” (Jenene 

(Ngāi Tahu), tangata whaikaha Māori, Mar 20)  

The stories shared by Pasifika families about the impact of COVID-19 on their mental and emotional 

wellbeing demonstrated the diversity of not only each individual participant, but of their family, their 

specific Island culture, and their communities. For many families, COVID-19 took a toll on their 

individual and family wellbeing. For some families, expressions of fear, anxiety, despair and 

uncertainty were common, as were anger, frustration and feelings of being a burden on their families, 

or family carers. 

Pasifika families, alongside other interviewees, described previous mental distress worsening over the 

pandemic, whilst others talked of the development of emotions that were new. Social isolation 

requirements contributed to these heightened feelings of mental distress. Ally (Pasifika, Nov 21), for 

example, highlighted how her anxiety restricted her social interactions and limited her social contacts. 

Anxiety disconnected her from wider family and her church, both of which previously have been 

important support networks. Rina described similar feelings: “My depression got a bit worse because 

I went into isolation for a longer period and then I wasn’t able to visit my family afterwards because I 

was more wary about my mum possibly catching it (COVID) off me, even though I was in recovery.” 

(Rina, Pasifika, Aug 21) 

The feeling of being a burden to families was deep-rooted in Pasifika families, as explained by Ali, who 

returned from overseas and was one of the first in the South Island to have had COVID-19: “Yeah, it 

was very difficult at the time, for dealing with being physically sick, having to maintain this sort of aura 

of being well to certain people, feeling like a huge burden on my wife and my family. As much as they’re 

all happy to support, it still doesn’t feel good to impose ...” (Ali, Pasifika, Mar 20) 

Jena had a similar reaction 18 months later: “When we contracted COVID we hadn’t known anyone 

with COVID… we had Delta... I think before it was sort of like people who got really sick or people who 

died were elderly, which isn’t nice and isn’t okay, but I think when Delta hit it felt a lot more serious. 

We were really scared.” (Jena, Pasifika, Oct 21) 

Non-Pacific Tāngata Tiriti interviewees were fearful because of the uncertainty of how ill they might 

become with the acute infection or what the longer-term outcomes might be: “And of course, the 

unknown, for me it was quite scary: I’ve watched both my parents die of COPD, emphysema, so the 

whole thing around that at the time was, you know, it was pretty much a death sentence because 

everybody was dying from it.” (Ursula, disabled non-Pacific Tāngata Tiriti, Mar 20) 
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Candice (non-Pacific Tangata Tiriti, Aug 21), a migrant, spoke of her “psychological fear” of any ongoing 

COVID-19 effects which would then negatively impact her residency application. 

Interviewees also experienced fear of contracting the virus again, and they talked about their 

hypervigilance now in keeping themselves safe. A whaea, for example, who by her own admission had 

been incredibly vigilant prior to contracting COVID-19, described being even more so now. “I’m that 

person who had signs everywhere. ‘Don’t even come up my driveway if you are not vaccinated, or if 

you haven’t got a mask’…” (Whaea (Tainui, Ngāpuhi), Oct 21) 

For Daniel, this had an impact on his level of social interactions: “I get quite boring around my friends… 

saying, “I am not catching COVID a second time. That means, you guys want to go somewhere and 

don’t want to wear your face mask, I’m not going with you”....” (Daniel, non-Pacific Tangata Tiriti, Oct 

20) 

One non-Pacific Tangata Tiriti interviewee had a pro-active GP who organised some counselling for her 

while she was in quarantine, to help her try “to make sense of it all” so she accepted “that it’s OK to 

feel that anxiety” (Leah, non-Pacific Tangata Tiriti, Apr 20). 

However, two other participants who expressed their need for mental health support were not 

provided with any help. One was advised, “Oh just text the normal helplines” (Emma, non-Pacific 

Tangata Tiriti, Aug 21). The other described what would have been useful: “Sometimes I think about 

whether it would be helpful to get a counsellor…I could talk to who understood long term health issues, 

then that would be helpful. I think that mental health support with people who understand is gonna be 

essential. People who understand grief and loss because it’s a different kind.” (Maia, non-Pacific 

Tangata Tiriti, Sep 20) 

POAPOATAUNU Ā PĀPORI 

EXPERIENCES OF STIGMA 

 

Survey participants reported a significant degree of stigma associated with having COVID-19, 

which was experienced more frequently by Tāngata Whenua than by Tāngata Tiriti. 

 

Both survey participants and interviewees were generally reticent about telling others that they had 

COVID-19. In part, this was because of the period within which participants had COVID-19: up until 

December 2021. Once the Omicron variant entered Aotearoa in December 2021, and numbers of 

COVID-19 positive cases skyrocketed, the stigma associated with contracting the virus appeared to 

dissipate somewhat.  

About a third (n=28, 35%) of Tāngata Whenua survey participants reported they felt they could not 

tell whānau or friends they had contracted COVID-19, and only told as few people as possible. About 

one fifth said most of their whānau knew, but not others (n=16, 20%), and about half (n=36, 45%) 

reported only telling whānau and close friends. Among Pasifika survey participants, about a third 

(n=10, 31%) reported they felt they could not tell families or friends they had contracted COVID-19, 

and only told as few people as possible. One quarter said that most of their family knew, but not others 
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(n=8, 25%), and under half (n=14, 44%) reported telling family and close friends. Close to 30% of non-

Pacific Tāngata Tiriti survey participants (n=124, 29%) said that they told as few people as possible. 

Some told family only (n=74, 17%), and about half reported telling family and close friends only (n=235, 

54%). 

Survey participants were specifically asked about stigma due to COVID-19. Details of the measures 

used are given in the Technical Report. The most common statement that Tāngata Whenua survey 

participants (n=63) agreed occurred often or always were “some people have seemed uncomfortable 

with me” (25%) and “some people avoided me” (19%). For Pasifika survey participants (n=23), a few 

agreed with feeling that they were embarrassed “often or always” because of the physical limitations 

COVID-19 has caused (13%). The most common statements which non-Pacific Tāngata Tiriti (n=327) 

agreed occurred often or always were “some people have seemed uncomfortable with me” (16%) and 

embarrassment because of the physical limitations caused by COVID-19 (15%) (see Supplementary 

Table 16). 

Key themes identified by interviewees in relation to stigma were experiences of feeling judged by 

society, whānau or family members, community, and workplace colleagues. Inaccurate and negative 

reporting in the media alongside the pervasive influence of social media contributed to increased 

levels of stress and stigma felt by participants.  

Tāngata Whenua interviewees talked of loneliness and not feeling able to share that they had had 

COVID-19: “It really did feel like we were the lepers … Because there wasn’t many I suppose … what 

will they think, all that sort of stuff. I mean, you had to tell people of course for work and that, but it 

did feel like I really chose very carefully.” (Māori participant, Oct 21) 

These cautious feelings around who knew of their infections, included their workplaces: “... my 

manager spoke to me before I came back. He said, ‘… look, people aren’t very happy .... It's not your 

fault. It's just the way they’re reacting ... so be prepared for some flack at work…’” (Harry, Tangata 

Whenua, Mar 20) 

Some Pasifika interviewees expressed fear that disclosure to others would conjure unwanted 

judgements. “…I tried to not disclose it as much as possible, because I wasn’t aware of what the 

perception would be; both personally and professionally.” (Ali, Pasifika, Mar 20). “I got that (stigma) 

when I came to work…Even in our (management team) meetings in the morning, I said, ‘You know, I 

sense it and I felt that when I came to work. I know I got COVID, but I’m COVID-free [now]… stigmatised 

from our own colleagues...” (Mele, Pasifika, Nov 21) 

Health professionals in contact with people with COVID-19 are at higher risk of becoming infected 

themselves, so PPE and distanced care are clearly important. However, some non-Pacific Tāngata Tiriti 

participants felt stigmatised by health professionals and the way health services were organised, such 

as feeling like they were “treated like a leper” when going to get a COVID-19 test (Ursula, non-Pacific 

Tāngata Tiriti, Mar 20) or, after having recovered, still not being allowed inside the medical centre but 

instead having “to go out into the carpark and be seen out the back, which is not a confidential spot” 

(Sonja, non-Pacific Tāngata Tiriti, Mar 20). 
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NGĀ AWEAWE O TE PAE PĀPAHO, PĀPAHO PĀPORI HOKI ME NGĀ PĀRONGO 

(WHAKAPŌHĒHĒ) 

INFLUENCES OF MEDIA, SOCIAL MEDIA, AND (MIS)INFORMATION 

 

“It was more the public response, it was more like the people - citizens, wanting to know 

who these people are and where they are, and you know, to have them removed from 

society or whatever.”  

Ali, Pasifika, contracted COVID-19 in March 20 

 

Interviewees noted that lack of understanding of the virus and lack of public awareness contributed 

to negative judgements being made about people with COVID-19, with experiences of societal stigma 

also contributing to some people not wanting to get tested. 

Cathryn (Ngāti Whātua) (Oct 21) lived in a small rural “community with only three roads”, and just 

prior to her testing positive “talk had gone around” that there was somebody in the community with 

COVID-19. Community members had been speculating, trying to guess who it was, and against this 

backdrop, Cathryn’s partner told her in jest, “They’re going to hunt you down. They’re going to hate 

you.” Although she did not care, saying, “I didn’t do it on purpose”, this treatment was still unfair. 

Ali decided not to disclose his symptoms to others, wanting to protect his family from the media. “And 

then on top of that, the hysteria of the time and what was going on in the media, and there were cases 

just starting to pop up in [city], and people were sort of militantly wanting to identify those people; 

they wanted to know where they lived and you know, keep them quarantined and all sorts of stuff; and 

I really didn’t want that for my - I didn’t want my wife and my son put through any of that.” (Ali, Pasifika, 

Mar 20) 

Non-Pacific Tāngata Tiriti interviewees reported similar experiences: “…I’ll be honest... we didn’t want 

to be ‘those people who brought COVID to [town].’ It would have been all over the newspaper...And 

because we weren’t too unwell and it didn’t tick all the boxes for the symptoms we thought, ‘no, we 

won’t push for testing, and we’ll stay away from everyone, and it’ll be OK’.” (Maia, Sep 20, non-Pacific 

Tangata Tiriti) 

Having conspiracist whānau members has particularly impacted on the mental health and wellbeing 

of Tāngata Whenua, with polarised views within whānau around COVID-19 and the vaccinations 

difficult to navigate. Cathryn (Ngāti Whātua) (Oct 21) spoke of the “rift” that had occurred in her 

whānau caused by her brother “upsetting” their mother with his anti-vaccination views. The mother 

“was very pro”-vaccination, partly “because she was of the generation that had … [experienced] polio”. 

Another Tangata Whenua interviewee described the similar disruption that has occurred in his 

whānau. “I’ve got to say that COVID has just about destroyed our relationship with our daughter, 

because she’s an antivaxxer to all intents and purposes, and she didn’t even say, “Hello Mum” on 

Mothers’ Day… That’s the sort of stuff that’s happening I think with families because of it.” (Koro 

(Ngāpuhi), Mar 20) 
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Both the media and social media contributed to peoples’ fears about being publicly exposed, especially 

during the early stages of COVID-19 when the media were active in reporting individual cases of those 

being diagnosed. For example, in 2021, a Pasifika church in South Auckland hosted a special event that 

attracted several members from different churches. A significant number of cases were linked to the 

event, with extensive media coverage (Tapaleao, 2021), and the church was identified as a location of 

interest for COVID-19. The negative media portrayal resulted in many Pasifika peoples and 

communities facing discrimination and stigma. “My close family knew, but yeah, it was worse with 

knowing that the media had made it out like it was really bad you know, and it was horrible… when 

people get tested positive, they’ve got it all over Facebook and the whole world knows… we just didn’t 

want anybody knowing.” (Hana, Pasifika, Nov 21) 

One non-Pacific Tangata Tiriti interviewee noted the impact of social media on her family. “[Local 

official posted information on Facebook about town, gender and age of person with COVID-19] 

...straight away the world knows that we’ve got COVID in the house. I kid you not, the phone just started 

ringing red hot... We have a very local Facebook page and there started to be some really awful posts 

on it ...” (Sonja, Mar 20, non-Pacific Tangata Tiriti) 

On the other hand, Tom felt that media publicity was important to highlight his experience of not 

getting the support he needed from MIQ and about how difficult it was for him to get urgent hospital 

treatment for himself and his wife (See Chapter 6). The media exposure, Tom believes, led to 

community initiatives being activated. “ . . . the day after the article broke out in the news, I got a call 

that the government was going to fund I think [Pasifika organisation]. That’s how they started 

mobilising money - food parcels now to support our people in MIQs.” (Tom, Pasifika, Sep 21) 

 

HE MANAWA RAHI HE MANAWA ROA 

STRENGTH AND RESILIENCE  

Some interviewees described feelings of strength and resilience as a result of their experience of 

COVID-19. One Tangata Whenua interviewee relayed an unanticipated impact of her hospitalisation 

with COVID-19 on her wider whānau. Seeing her so ill had brought the whānau closer together as they 

were forced into regular contact to follow her progress. 

A Pasifika interviewee also found strength when well supported: “…There was a local Māori group who 

dropped off food. When they arrived, I cried. I know that’s really cheesy, but … I felt very lonely … and 

then to know that these people were saying, “We want to help you”, was actually just quite humbling. 

Just that social contact.” (Jena, Pasifika, Oct 21) 

A mother similarly described her family’s shared resilience through their experiences together: “It's 

one of those things that we’ve definitely got a lot closer because of it...we’ve survived, if you like. It was 

truly a feeling that we didn’t know if we were definitely going to get through the other end of it...we 

just really appreciate each other a little bit more.” (Leah, non-Pacific Tangata Tiriti, Apr 20) 

Others shared that journaling had contributed to them keeping a positive state of mind. “When I first 

went into MIQ, because of being worried about her [daughter] and seeing what was going on, and not 

knowing what to expect, I started a journal for myself; just so that it would keep my mind focused on 
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what was important; focussing on the positive and not on the negative side of things. I kept a journal 

for me from day one to the end.” (Lisi, Pasifika, Sep 21) 

“When I got COVID I documented daily. I kept a diary of the events day by day and write all the nice 

things about people that came to see me and brought me gifts and flowers. I probably wrote a lot more 

around where I found myself best supported, and that was my family, my children who came to visit 

us, bring food.” (Mele, Pasifika, Nov 21) 
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9 NGĀ KAWEKAWE O TE ORANGA PĀPORI 

 IMPACTS ON SOCIAL WELLBEING 

 

NGĀ KITENGA 

FINDINGS 

➢ Many survey participants received support from their whānau, families and friends, as well as from 

a range of social agencies, including having errands run and receiving food parcels. Around one 

quarter who did not get such support wanted such assistance, while 30% of Tāngata Whenua, 18% 

of Pasifika and 45% of non-Pacific Tāngata Tiriti wanted more information about their illness. 

Interviewees mentioned the need for drop-offs, and help paying bills or caring for pets while in 

MIQ. Tāngata Whenua survey participants identified that help with collecting prescriptions and to 

continue working would have been useful. Pasifika survey participants also sought more help with 

collecting prescriptions, and accommodation to keep their families safe would have been helpful 

for them. 

➢ Interviewees at times noted they did not need support, in part because they felt there were always 

others more deserving and in need of support than them. 

➢ Around two-thirds of survey participants had their work or study affected by COVID-19. The 

average number of days off was 18 days for Tāngata Whenua and non-Pacific Tāngata Tiriti, and 

15 days for Pasifika peoples. Some interviewees reported that after having time off work, they 

struggled back at work, for quite a few weeks. Some felt they had little choice but to return to 

work. Flexibility from employers was seen as key but was not always forthcoming. 

➢ A number of interviewees noted the challenges of home schooling their tamariki/children, 

especially those from Tāmaki Makau Rau who had multiple, prolonged lockdowns. Some 

tamariki/children had time off study, spending it with whānau and families. However, when 

unwell, whānau and families found it difficult to work with their tamariki/children at home, with 

some reporting difficulties in getting their tamariki/children back into class. Others noted how 

supportive some teachers were. 

➢ The process of ‘recovering’ from COVID-19 is not standard so individualised approaches are 

needed for returning to work. Some people may need help to negotiate with their employer. 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Ensure that employers provide support and flexibility for people to take time off work or to work 

from home as they ‘recover’ from COVID-19. Ensure that education organisations support 

students who might be struggling. The government should consider ways of supporting employers 

and education organisations in these endeavours.  

➢ Sick leave arrangements should be strong enough to ensure that people can stay home while 

unwell, returning to work when able to do so. 
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KIA TAUAWHI AI I TE ORANGA PĀPORI E HIAHIATIA 

NEEDING AND RECEIVING SOCIAL SUPPORT 

Survey participants were asked about a range of sources of support that they needed and received, 

and that which they did not get but which would have helped while they had COVID-19 (see 

Supplementary Table 16 and Table 10 below). 

Help was particularly provided in relation to errands, food parcels, COVID-19 information and 

prescriptions, with more Pasifika families also getting internet and transport assistance. Specific areas 

that were identified by a high proportion of all survey participants, were needing food parcels, help 

running errands, with higher proportions of Tāngata Whenua and Pasifika peoples identifying that help 

with collecting prescriptions would have also been helpful. Thirty percent of Tāngata Whenua and 45% 

of non-Pacific Tāngata Tiriti would also have found having more COVID-19 information helpful. In 

addition, Tāngata Whenua identified that help to continue working might have been useful, and 

accommodation was an area of support that would have been helpful for Pasifika peoples. The rates 

for those who would have liked food parcels in the first month that they had COVID-19 are much higher 

than in the general population; although there is no directly comparable data on a population level, 

Manutū Hauora |Ministry of Health (2021b) reported that 2% of survey participants said that their 

household had relied on special food grants, food banks and food parcels in the past week because 

there was not enough money for food. 

Specifically relating to accommodation, three Tāngata Whenua survey participants (5%) were living in 

transitional accommodation. None of them reported getting help to find suitable accommodation 

because of having COVID-19. Eight non-Pacific Tāngata Tiriti survey participants (1%) were also living 

in transitional accommodation, of whom only one reported getting help to find suitable 

accommodation because of having COVID-19. 

Table 10: Social support that could have been useful when participants had COVID-19 

 
Te Tangata 

Whenua 
Pasifika peoples Non-Pacific Tāngata 

Tiriti 

Food parcels  21 (27%) 9 (26%) 123 (29%) 

Help with getting groceries or errands  19 (25%) 8 (24%) 96 (24%) 

Childcare  8 (11%) 4 (12%) 34 (9%) 

Help with other dependents  8 (11%) 4 (12%) 33 (9%) 

Help with contacting kura/school/ 
education providers  9 (12%) 6 (18%) 14 (4%) 

Help with applying for WINZ support  13 (18%) 4 (12%) 49 (12%) 

Help with collecting prescriptions  20 (27%) 9 (27%) 72 (19%) 

Information about my illness  22 (30%) 6 (18%) 179 (45%) 

Help with accessing the internet  5 (7%) 3 (9%) 20 (5%) 

Help with transport  6 (8%) 6 (18%) 38 (10%) 

Help to keep working  14 (19%) 4 (13%) 56 (14%) 

Help with accommodation to keep my 
family safe  13 (18%) 7 (21%) 45 (12%) 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 
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These support needs were exemplified by Tāngata Whenua interviewees who relied on friends to help 

with drop-offs while they were in home isolation/MIQ, or to help pay bills or care for pets when they 

were placed in MIQ. “… spent 14 days at home being well looked after by our neighbours … throwing 

things over fences, or dropping it at the door, knocking, and running ...” (Koro (Ngāpuhi), Mar 20) 

“We had some friends that brought me over some electrolytes … they dropped them off in the 

letterbox... And another friend… fed my cat through the cat door … we set up a water feeder [when we 

went into MIQ] … and food. . . it was quite a while.” (Nathan, Aug 21, Tangata Whenua) 

One of the reasons for some believing they did not need support from agencies or community groups 

was because they had a deep-seated view that there were always others more deserving than them, 

others more in need of support. 

“You manage. It always feels like there’s always people that are worse off, so, therefore, I don’t want 

to tap into anything … I always think, ‘Are there people that need that more?’” (Māori participant, Oct 

21) 

“I believe there are other families out there that need more support than I would. That’s how I looked 

at things. I didn’t expect more things from them, but just whatever they [Pasifika provider] offered I 

was happy ... I said to them, ‘It's okay, there are other families out there that need it more than me, so 

you should be sharing out to them.’ We were okay. We were doing okay.” (Lisi, Pasifika, Sep 21) 

Most non-Pacific Tāngata Tiriti interviewees had family or friends whom they had been able to call on 

to drop off food or medicines if needed. However, for one who lived in an apartment block, managing 

the drop-off was problematic – her friend did not want to come to her apartment door and risk any 

contact, so she had to go down to the main building entrance (via communal areas) to collect some 

medicines. 

 

TE MAHI 

WORK 

 

People who have had COVID-19 reported the need to have  

significant periods of time off from work or study. 

 

Two thirds (67%) of Tāngata Whenua survey participants had time off from work or study in the first 

month that they had COVID-19 (Table 11). Of the eight who reported over three weeks off, two (25%) 

had a further month off work, after the initial month; the other six did not answer this question. 

Two thirds (64%) of Pasifika survey participants had time off work or study and nearly one third (28%) 

had more than the first two weeks of having COVID-19. Of the two who reported over three weeks 

off, one (50%) had a further month off work, after the initial month; the other did not answer this 

question. 
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Two thirds (65%) of non-Pacific Tāngata Tiriti survey participants had time off from work or study in 

the first month that they had COVID-19. One third (n=87, 35%) had more than two weeks off work or 

study. Of the 55 who reported over three weeks off, 13 (24%) had a further month off work, eight 

(15%) had a further two months, nine (16%) had more than a further two months after the initial 

month off; the other 25 people did not answer this question. 

Table 11: Time taken off work or study in first month of having COVID-19 

 
Te Tangata 

Whenua 
Pasifika Non-Pacific 

Tāngata Tiriti 

Time off work in first month 
   

None 14 (33%) 5 (36%) 91 (36%) 

Any 28 (67%) 9 (64%) 164 (65%) 

    

Up to 7 days  4 (14%) 3 (33%) 34 (21%) 

8-14 days  7 (25%) 2 (22%) 41 (25%) 

15-21 days  9 (32%) 2 (22%) 32 (20%) 

Over 3 weeks  8 (29%) 2 (22%) 55 (34%) 

P value  P=0.49 P=0.80  

    

Average no. of days off 18 15 18 

 

Many interviewees also reported time off work because of having COVID-19, and many struggled once 

back at work. Some employers were flexible in allowing people to work at home or rest, while others 

were not, leading at times to people feeling exhausted. The financial impacts of being off work are 

discussed in Chapter 13. 

Harry (Tangata Whenua, Mar 20) referred to having “a good month, or a good six weeks, off work” 

with the effects of COVID-19, after unsuccessfully attempting to return too early in his ‘recovery’. 

Another Tangata Whenua interviewee did not take time off work when she contracted COVID-19, 

however, her circumstances were different; she was enabled to work from home and was physically 

able to. Her decision was also driven by a desire not to lose precious sick leave entitlements. 

Some Tāngata Whenua interviewees described having little choice other than to not adhere to the 

rules of the traffic light system around not being at work when either COVID-19 positive or a household 

contact. “… there are all sorts of reasons for that [going to work when you are meant to be isolating]. 

If you can’t pay your rent without doing your hours this week, you’ve gotta go to work. No one else is 

going to pay it for you.” (Kuia, Mar 20) 

Amongst Pasifika interviewees, while some were able to take time off work, others continued to work 

from home, and some received no information around whether they would get paid leave. Jo told her 

boss she had COVID-19, but her boss did not give her information about applying for time off. “...I 

wasn’t clear whether that time off was paid or part of my sick leave. I didn’t ask for that clarification 

and I think it would be good to have.” (Jo, Pasifika, Nov 21) 

When Jo got COVID-19 the second time round, she asked her boss again and this time her boss sent 

her the link. She then found out she was meant to be in isolation for a lot longer than she thought: “I 
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was supposed to be in isolation for ten days and then another seven days to make sure and I was 

discouraged to come to work because I might spread it to other people.” (Jo, Pasifika, Nov 21) 

When Lisi (Pasifika, Sep 21) tested positive, her employer sent her a message saying they were sorry 

she had contracted COVID-19 and asked if there was anything they could do to support her. However, 

while she received texts from her close colleagues and her team leader, she was disappointed that her 

manager never contacted her. At first, she was also told she would have to use her annual leave while 

sick, but her union delegate reminded her team leader there was funding available, so she got her 

annual leave back. This lack of support from her workplace disappointed her. 

Many non-Pacific Tāngata Tiriti interviewees described not being able to work or do other usual 

activities while acutely unwell and isolating with COVID-19, athough some worked from home or MIQ 

when they felt well enough. For one who was managing a business, there was the additional stress of 

trying to run this while in MIQ.  

Some non-Pacific Tāngata Tiriti interviewees were able to return to work without problems, but some 

with fatigue or cognitive impairment were struggling (see also Chapter 14). One strategy to manage 

this was pacing work, but this depended on having work flexibility and may also have financial 

implications: “ ...I have a job that’s functionally three days a week but it’s a consulting thing so I do it 

over the course of five or six and my brain and body can handle that. I don’t think I could handle any 

more ...couldn’t work a full-time job...That is where the government can help, we need to start 

addressing the fact that a lot of people are gonna be, at least for a long period of time, if not for the 

rest of their lives, partially or wholly incapable of work.” (Toast Conger, disabled non-Pacific Tangata 

Tiriti, Mar 20) 

A non-Pacific Tāngata Tiriti interviewee had chosen to change employment because he had continuing 

cognitive difficulties which resulted in making mistakes and he had difficulty with remembering if he 

had completed tasks or not. Learning new tasks also became difficult and he was concerned about the 

quality of his work and the implications for safety. Isla (non-Pacific Tangata Tiriti, Mar 20) described 

her anxiety about returning to work in case she was still infectious and passed it on. Having been 

isolated for some time, it was also hard to be with people again.  

Another non-Pacific Tangata Tiriti interviewee, Leah, a nurse who contracted COVID-19 in April 2020, 

was told she was expected back at work in a week and found “the transition back to work was 

hopeless”, with no flexibility. She became exhausted, unable to breathe as she walked the distances 

required on the ward where she worked. Leah summed up the key issues relating to time off work: 

“Don’t put everybody in the same box ... I’m hearing it now, especially with Omicron and so many 

people having it, they’re all treating the same and they’re saying, “How come they’re taking three 

weeks off work? This other person had [only] seven days off.”… Not everybody is the same. Everybody’s 

way they get it and how they experience it is different.” (Leah, non-Pacific Tangata Tiriti, Apr 20) 
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TE AKORANGA 

STUDY 

Several Tāngata Whenua interviewees spoke about the challenges in having to home school their 

tamariki. For those from Tāmaki Makau Rau, this was especially difficult as they navigated multiple, 

prolonged lockdowns. 

Some whānau chose not to home school, and to instead allow their tamariki to have time off 

schoolwork to spend time with whānau. Others were unable to home school whilst sick with COVID-

19 or ongoing symptoms. One wahine Māori, whose husband was ‘recovering’ from brain surgery at 

the same time as she was incapacited with COVID-19, explained that for their whānau, the effects from 

the disruption to schooling had been different for each of her children. 

“My youngest has bounced back really well, but my oldest isn’t even going into school at the moment. 

She’s going through anxiety and depression, and so she is actually doing a special school where it’s 

done online. It’s not all of her courses, but it’s some of them. But she’s been significantly impacted.” 

(Wahine Māori (Ngāti Kahungunu, Tainui), Mar 20) 

She went on to say that she fought for appropriate help for her daughter but was acutely aware that 

not everybody had the same means to be able to do that. 

The parents of one child contracted COVID-19 early in the pandemic, just as their tamaiti was about 

to start school. As a whānau, they consciously worked at trying “to re-set and remove the tension” 

from their whare as they sat out the virus “for a little while”. They also engaged the school, with great 

success (Wahine, Mar 20, tangata whaikaha Māori): “… we had a really lovely teacher that I confided 

in … “Look I’m just worried about her. She’s been through all of this with us … can you help guide her 

through?” She was amazing … with the support there … she’s done well and she’s really good.” 

(Wahine, tangata whaikaha Māori, Mar 20) 

One Pasifika interviewee decided to take time away from studying. “I am taking this whole year off 

from studying because two years online is it started playing on my mental health, especially being 

isolated from everyone… after the last two years I decided I would just take a break. Studying will 

always be there.” (Rina, Pasifika, Aug 21) 

One non-Pacific Tāngata Tiriti interviewee also struggled with keeping up her studies. “I’m only doing 

one [post-graduate diploma] paper at a time for exactly that reason [mental fatigue]. So that’s been a 

huge part of it, just not being able to think clearly and just getting so tired just from mental stuff. But I 

think because I am getting better, it’s not as bad and so I can definitely do what I need to do to keep 

up with this paper.” (Maia, non-Pacific Tangata Tiriti, Sep 20) 
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10  NGĀ KAWEKAWE O TE ORANGA WHĀNAU 

 IMPACTS ON FAMILY WELLBEING 

 

NGĀ KITENGA 

FINDINGS 

➢ All survey participants rated their whānau or family wellbeing at reasonable levels, but lower than 

those reported nationally. Twelve percent of Tāngata Whenua, 18% of Pasifika peoples and 2% of 

non-Pacific Tāngata Tiriti were “doing worse” since having COVID-19.  

➢ When asked if they thought their whānau or family was getting enough ongoing support, 23% of 

Tāngata Whenua, 21% of Pasifika peoples, and 16% of non-Pacific Tāngata Tiriti survey participants 

said they needed more support.  

➢ Tāngata Whenua interviewees reported that the impacts of COVID-19 on whānau wellbeing were 

immense. Holistic, relational understandings of wellbeing meant that whānau members found it 

difficult seeing other whānau members unwell, while COVID-19 disrupted intergenerational 

relationships and collective wellbeing by keeping whānau members apart. 

➢ Pasifika interviewees talked about the emotional distress they felt once they were so unwell that 

they became dependent on the support of others. Feeling like a burden on their families caused 

them significant stress. Tāngata Whenua described the same feelings, of not wanting to be a hōhā 

to their whānau. 

➢ Non-Pacific Tāngata Tiriti interviewees reported significant impacts on family wellbeing, including 

from uncertainty about how unwell someone really was, and when to ring for help. Some also 

pointed to the difficulties faced by caregivers who also needed support. 

➢ Interviewees across all ethnicities reported how difficult and alienating it was to be separated from 

their whānau or families, especially when some were unwell, through not being able to travel to 

them, being in different MQ facilities, being in hospital, or being in home isolation. 

 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Recognise that pandemics make it particularly difficult for whānau and family members to support 

each other in each other’s homes. 

➢ Fund support organisations to undertake a variety of roles, adapted for different whānau and 

family needs, including finding ways to reduce isolation.  

➢ Ensure partnered resourcing of Iwi and of Māori health providers to support whānau Māori 

wellbeing, in accordance with Te Tiriti o Waitangi expectations. 

➢ Support whānau or family members caring for those with COVID-19 by ensuring support 

organisations provide for carer wellbeing during a future pandemic or crisis. 
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NGĀ TAUMATA KAWEKAWE 

OVERALL IMPACTS  

 

The adverse impact of having COVID-19 on whānau and family wellbeing has persisted 

for many. Participants reported a need for ongoing whānau and family support, with 

higher rates for Tāngata Whenua. 

 

All survey participants were asked to rate the physical, emotional, and financial wellbeing of their 

whānau or family, on a scale of 0-10, where '0' means they are doing 'Extremely badly' and 10 means 

they are doing 'Extremely well'. Overall, most participants reported reasonably high levels of 

wellbeing; the mean score was 6.71 for Tāngata Whenua, 6.73 for non-Pacific Tāngata Tiriti, and 6.90 

for Pasifika peoples. These scores compare unfavourably to the mean national score of 7.7 reported 

by the COVID-19 Health and Wellbeing survey in September 2021, when Tāmaki Makau Rau was in 

Alert Level 3 and the rest of the country was in Alert Level 2 (Manatū Hauora | Ministry of Health, 

2021b). 

Survey participants were asked whether they thought that their whānau or family were doing better, 

about the same, or worse compared to before they had COVID-19 (Table 12). Twelve percent of 

Tāngata Whenua, 18% of Pasifika peoples and 2% of non-Pacific Tāngata Tiriti reported their whānau 

or family “doing worse” since having COVID-19. The very low P values show that these differences are 

not due to chance, and the impact of having COVID-19 on whānau and family wellbeing is significantly 

more detrimental for Tāngata Whenua and Pasifika peoples than for non-Pacific Tāngata Tiriti. 

Table 12: Change in Whānau and family wellbeing circumstances since having had COVID-19 

 
Te Tangata 

Whenua  
Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

Doing better  22 (26%) 5 (15%) 101 (23%) 

About the same  47 (56%) 22 (65%) 304 (69%) 

Doing worse  10 (12%) 6 (18%) 10 (2%) 

I'm not sure/I prefer not to say  5 (6%) 1 (3%) 23 (5%) 

P value P<0.001 P<0.001  

 

Survey participants were also asked whether they thought that their whānau or family were getting 

enough ongoing support (Table 13). Participants answered this question relating to the time at which 

they completed the survey (“now”); this ranged from three months to two years after they had had 

COVID-19, with a median of six months. Nearly one quarter (23%) of Tāngata Whenua, 21% of Pasifika 

peoples and 16% of non-Pacific Tāngata Tiriti survey participants reported they needed ongoing 

support at that time.  
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Table 13: Whānau and family wellbeing: need for ongoing support among people who have had 

COVID-19 

 
Te Tangata 

Whenua  
Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

We need more support now  18 (23%) 6 (21%) 66 (16%) 

We got help when I first got COVID-19, but have 
managed without help since then  37 (48%) 16 (55%) 183 (45%) 

I'm not sure/I prefer not to say  22 (29%) 7 (24%) 156 (39%) 

P value P=0.16 P=0.30  

 

The key themes identified from the participant interviews regarding whānau and family wellbeing 

were the importance of keeping everyone in the household safe (see Chapter 6 in relation to self-

isolation); the stress experienced by seeing whānau or family members unwell; a need for carers to be 

supported in addition to those who were unwell with COVID-19; and the difficulty of being separated 

from whānau or families and other supports (also see Chapter 6 re: self-isolation).   

HE RĀNGAI MATEMATE  

COLLECTIVE STRAIN OF BEING UNWELL 

The impacts on whānau and families of having members of their whānau or family sick with COVID-19 

was immense. Although few whānau members were interviewed, Tāngata Whenua interviewees 

referred to how hard their ill-health had been on their whānau. They also spoke about how difficult it 

was seeing whānau members struggle with the virus themselves. A Te Ao Māori understanding of 

wellbeing as a collective, rather than of individuals, explains this deep effect of ill-health being 

experienced holistically. 

“… all I did really was sleep… that’s all I did. … They kept a good eye on me … And he started to get a 

little bit worried. He kept coming in saying, “Oh my God, somebody needs to come and check on you! 

Do you think I should ring an ambulance?” I rarely get sick and seeing me like that really put the ‘heebie-

jeebies’ up him, …he’s like, “… there’s definitely something wrong here!” So, he was more worried than 

me.” (Whaea (Tainui, Ngāpuhi), Oct 21) 

“It was pretty scary ... Mum was really unwell with her own stuff, so she didn’t handle it very well. She 

was really freaking out with just the pandemic in general, and then to hear of me be so unwell and to 

not be here. That was really hard for her.” (Kate, disabled non-Pacific Tangata Tiriti, Mar 20) 

One tangata whaikaha Māori with significant medical issues, including diabetes, a history of stroke and 

heart issues, and C1-C2 spinal injuries that mean he uses a wheelchair, spoke about not wanting to be 

a hōhā to his whānau. The tane had four daughters and when he was able-bodied, he felt confident in 

his role of being there for them. Since losing one of his legs, possibly due to diabetes complications, 

the tane had been treated for anxiety and depression and his self-esteem was very low. When he was 

in MIQ, his daughters tried to maintain contact with him, but he was hesitant. 

“… They’ve been through hell themselves my kids. I just told them, “You fullas just carry on. Worry 

about your problems what yous are doing and your kids and your fullas’ life … I don’t want many visitors 
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but the ones that do come they … come from a place of worry … [I tell them] I’m alright … but they all 

check on me and keep an eye on me and that … everyone’s busy … and they’ve got their own lives and 

that I don’t want to be hōhā to my family … They want to come, but once I wasn’t able to be that person 

that I was, it ruined me. It wrecked me in a way that I felt like [I] was irrelevant … They [are] still trying 

to ring me … don’t call me up. Look at me. I can’t carry you fullas anymore. I don’t want you. I run away. 

I’m hiding.” (Tane, tangata whaikaha Māori, Nov 21) 

The more debilitating the symptoms experienced by Pasifika peoples (e.g., extreme fatigue), the more 

dependent they became upon the support of others, and the more they too felt a burden to their 

families, triggering emotional distress. This was echoed by most of the families interviewed. As an 

example, Ali was very ill with COVID-19 at a time when the virus was still new to Aotearoa in March 

2020, and immediately after falling ill, he self-isolated from his family for a full two weeks. Ali described 

his feelings of anxiety at not only being so unwell, but being a liability to his wife, particularly as he 

had only just returned back from overseas. 

“Yeah, it was very difficult at the time, for dealing with being physically sick, having to maintain this 

sort of aura of being well to certain people; feeling like a huge burden on my wife and my family. As 

much as they’re all happy to support, it still doesn’t feel good to impose and require support from 

people. I think most people prefer to be the supporter, rather than the supportee.” (Ali, Pasifika, Mar 

20) 

The impact of having COVID-19 on family wellbeing was also reported as significant for many non-

Pacific Tāngata Tiriti interviewees. The families of those who contracted COVID-19 early in the 

pandemic often faced a lack of information and guidance about when to seek further help. 

“. . . what did really bad mean? And as my family said, how do they know what to look for, how do they 

know? Was it when I couldn’t walk as far as the end of the bed, or was it when my temperature went 

to 102 or what were the things that triggered me or anyone to think we need to escalate this? We had 

no idea and of course we’re hearing all this media stuff that people were dropping dead, so it was a 

very, very frightening time for me and particularly for [teenager] was absolutely terrified. It was awful.” 

(Sonja, non-Pacific Tangata Tiriti, Mar 20) 

For those providing care in non-Pacific Tāngata Tiriti families, there was an acknowledgement of how 

difficult it was for many caregivers. Interviewees identified a need for carers to be supported in 

addition to those who were unwell with COVID-19. 

“We were a large family group [nine people] isolating together…In the end …everybody who was sick 

had to stay away in their rooms; and those of us who were well ran the house, looked after and fed 

and cleaned [for] everybody else. … So, for those of us that didn’t get sick, it was quite a big deal …You 

know those daily phone calls that were asking how the sick people were … it would have been quite 

nice if someone had asked how I was as well. Even that one question could have made quite a big 

difference actually.” (Hannah, non-Pacific Tangata Tiriti, Apr 20) 

However, despite the pressures placed on caregivers when faced with multiple family members unwell 

with COVID-19, non-Pacific Tāngata Tiriti families also spoke of the strength of the family group in 

supporting one another. 
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TE WEHEWEHENGA O TĒTAHI KI TĒTAHI 

BEING SEPARATED FROM EACH OTHER 

“I didn’t really care how sick I was. What I cared about was not being there with him, and 

the same for him as well. That was the hardest part.” 

Whaea (Tainui, Ngāpuhi), contracted COVID-19 in October 2021 

A significant impact of COVID-19 on Te Tangata Whenua was being forced to be apart from whānau. 

Whether because of being placed in MIQ, being hospitalised, or having to isolate away from whānau, 

the stress caused by this separation was the same. 

Cathryn (Ngāti Whātua) (Oct 21) spoke about how “hard” it was for her partner not being able to see 

his 97-year-old Mum when inter-regional travel was disallowed between Tāmaki Makau Rau and Te 

Tai Tokerau (Northland). The participant was also “from a big family” and prevented from going “to 

any of the family things”.  

Nathan (Tangata Whenua, Aug 21) who was denied the ability to isolate in the same MIQ facility as his 

mother, aged in her sixties, described the considerable stress this caused his whānau: “Mum was really 

worried when I tested positive, and it really didn’t help that they sent us to different hotels. . . I felt like 

not being able to watch [Mum] while she was unwell…made it a little bit harder ... it was a tough time. 

. . would’ve been a little bit more reassuring if I was able to see her… her oxygen levels started going 

down ... she was getting sicker and sicker, and not being there …it was a bit of a worry.” (Nathan, 

Tangata Whenua, Aug 21) 

Another whaea described her distress in being separated from her husband of more than 40 years, for 

eleven days when she was first sent to MIQ and then hospitalised and placed on a respirator. Having 

experienced this, they had resolved that if they ever had to go into MIQ again, they would go together. 

It was only when one of the nurses doing his daily checks in MIQ, recognised him from their local 

practice, that he was asked if he was OK. Then he was able to ask for help in finding out about his wife. 

From that point on, “the nursing staff would ring him every night, to let him know how [his wife] was”. 

The whaea does not blame anyone for what happened. 

“… it was bad enough that we were in different places. He was stressing about that fact alone … [but] 

not actually knowing what was going on with me. . . it took them three days before they realised, ‘OK, 

we need to let her family know what’s happening’…we’re not often apart from one another … And the 

fact that I’m sick … and he can’t even visit me made it even harder. . I didn’t really care how sick I was, 

what I cared about was not being there with him, and the same for him as well. That was the hardest 

part.” (Whaea (Tainui, Ngāpuhi), Oct 21) 

For some non-Pacific Tāngata Tiriti, such as Leah who contracted COVID-19 in April 2020, being in 

home isolation, combined with Level 4 lockdown restrictions, similarly created feelings of alienation 

and of being cut off from their usual supports: “I just think honestly people were too scared to come. 

My sister dropped off groceries and just left them at the doorway. We didn’t even open the door. We 

waited until they had gone. It was very alienating, wasn’t it? We felt very alone. We knew that it was 

just us and that was it. It was just the three of us. We had to just survive and sort it out.” (Leah, non-

Pacific Tangata Tiriti, Apr 20)  
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11  NGĀ KAWEKAWE O TE ORANGA WAIRUA 

 IMPACTS ON SPIRITUAL WELLBEING 

 

NGĀ KITENGA 

FINDINGS 

➢ Diverse faiths guided some interviewees’ responses to COVID-19, some believing they would be 

protected from the virus by their God, some praying for support when they had the virus, and 

some finding a purpose from getting the virus. 

➢ Wairuatanga guided one Tangata Whenua interviewee’s understandings of the ability or inability 

of COVID-19 to affect Te Tangata Whenua. 

➢ Around one-fifth of Tāngata Whenua, a half of Pasifika peoples, and just over ten percent of non-

Pacific Tāngata Tiriti survey participants reported that missing church or other religious services 

was a concern for them. Some interviewees noted how good it was to have services online instead. 

➢ Affected by the number of deaths from COVID-19 globally and nationally, interviewees spoke of 

their own fear of dying and preparation for this possibility.  

 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Recognise the strength of diverse faith-based beliefs in determining decision-making around 

vaccinations in future pandemics. 

➢ Recognise mātauranga Māori regarding wairuatanga as significant to Te Tangata Whenua 

understandings of and responses to wellbeing and ill-health, including pandemics. 

➢ Recognise the significance of faith and understandings of wairua in managing feelings of fear 

around dying. 
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TE WHAKAPONO ME TE KŌWHEORI-19 

FAITH AND COVID-19 

For Whaea MereNgaahei (tangata whaikaha Māori, Nov 21), an extremely strong faith guided her 

beliefs around COVID-19. Initially, the whaea believed her God would protect her from the virus; this 

being one of the reasons why she refused vaccinations. When she contracted COVID-19, she reframed 

her thinking to believe there must be something to be learnt from the experience instead, to give a 

purpose to her infection.  

“… because of my faith … I always have said to people. ‘If something happens that’s opposite to what 

you think, there’s always a good reason.’ So, when I got it, the first thing I thought of was, how many 

people out there are getting treated right? Because I wouldn’t get it otherwise. I know when I go 

through something, it's usually because I have to speak about it. So, now I’ve had it. I was praying and 

just saying, ‘I trust you and I know you know what you’re doing with me’.” (Whaea MereNgaahei, 

tangata whaikaha Māori, Nov 21) 

Whaea MereNgaahei (tangata whaikaha Māori, Nov 21) referred to the mātauranga of her tūpuna, 

both regarding keeping her safe from COVID-19 and in understanding it. She explained, “my mother 

used to talk about Māori sickness and Pākehā sickness. My Mum would say to me, ‘If the doctors can’t 

figure it out, you have a Māori sickness’, which meant you were dealing with “the spirit realm.” The 

whaea understood viruses like COVID-19 that were brought into Aotearoa from overseas as “plain 

immigrants’ ’flu”, not illnesses Indigenous to Aotearoa. As such, they were almost seen as extraneous 

to her and her whānau. 

Faith remains important to many Pasifika families (Tatauranga Aotearoa | StatsNZ, 2018). Amongst 

Pasifika interviewees, Karl held that his faith in God was stronger than any sickness. 

“When I was in the hospital, I prayed to God that afternoon. If it is true that this disease is a killing 

disease and it will wipe out my family, I asked God directly to please let me pay the price for my whole 

family, let me bear the pain and free my family to have life. I went to sleep and early hours in the 

morning around 3am or 4am, it felt like a dream, but I heard a voice saying, ‘You and your family will 

be fine.” (Karl, Pasifika, Aug 21) 

Karl then rang his wife and all his family, including his sisters in America, reassuring them that they 

would be fine. He said he stayed in bed feeling relaxed and at peace. Tom also spoke of how his family’s 

spiritual beliefs influenced their decisions regarding vaccination. 

“I can tell you that some of my family, especially the ones who are quite religious, to the point where 

some of them were ill because they didn’t get the vaccination. The belief that if people knew they had 

COVID then it's like you have sinned; but God should protect you so don’t get the vaccination. Do you 

know what I mean? It's a double edge.” (Tom, Pasifika, Sep 21) 
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KEI MAHUE I NGĀ KARAKIA O TE HĀHI  

MISSING CHURCH OR REGULAR RELIGIOUS SERVICES 

Survey participants were asked about missing church or other religious services due to COVID-19 

(Table 14). Among Tāngata Whenua survey participants, 21% agreed that missing church or other 

religious services due to having COVID-19 was a concern for them. Forty-seven percent of Pasifika 

peoples identified that not being able to attend church or other religious services was a concern for 

them, which was significantly higher than the 13% of non-Pacific Tāngata Tiriti survey participants who 

reported this. 

Table 14: Missing church or other religious services due to COVID-19 a concern 

 
Te Tangata 

Whenua  
Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

Agree 17 (21%) 16 (47%) 55 (13%) 

Disagree 61 (74%) 15 (44%) 345 (81%) 

Not sure 4 (5%) 3 (9%) 24 (6%) 

P value P=0.18 P<0.001  

 

In practice, most Pasifika families interviewed were not influenced negatively by not being able to 

participate in their church communities. Lisi reported that COVID-19 delayed her family going back to 

church because she was quite concerned about infecting older people in their congregation. Instead, 

their family stayed home and had prayer and Bible verse readings in the mornings. 

For Sam and his family, lockdowns resulted in no church services or activities. Church obligations in 

giving were not fulfilled and the family felt relief from not contributing financially.  

“Remember there is no communication in the church and because we didn’t have a minister at the 

time, and everything locked down and they had no service and no activities. We have a bit money saved 

because we didn’t have to give to the church (laughs).” (Sam, Pasifika, Oct 21)  

Hana talked about her church not being open but holding services through Zoom instead: “Yeah, that 

was good; so, we’d all come together and hook the computer up to the TV, and then we’d just sit around 

and watch.” (Hana, Pasifika, Nov 21) 

She also noted that although church was not available, it did not stop her “thinking positive” and 

keeping her connection to the church by “talk[ing] about [it] all the time” (Hana, Pasifika, Nov 21). 
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HE MATEMATE NĀ TE KŌWHEORI-19 

COVID-19 DEATHS AND DYING 

Several Tāngata Whenua interviewees spoke about the impact on them of the rising number of deaths 

from, or related to, COVID-19 in Aotearoa. “I don’t want anybody to die, and it’s awful the amount of 

people that are passing away.” (Māori participant, Oct 21). “… there were so many deaths in other 

countries, compared to New Zealand … I mean a death is a death, which is sad.” (Kelvin (Tainui), Nov 

21) 

Whaea MereNgaahei believed many COVID-19 deaths were directly attributable to the medical and 

nursing professions not listening to people: “I guess for me, I think the biggest problem with the 

hospitals is doctors listening … I would hate to think that many have died because they were not 

[listened to].” (Whaea MereNgaahei, tangata whaikaha Māori, Nov 21). 

This whaea also spoke of facing her own mortality but being unafraid of potential death because of 

her strong faith: “… I’m praying and saying, ‘Lord, this is where I feel like I’m walking through the valley 

of death.’ I get this thing in my mind [though] that if you never went through it … do you know 

something? You don’t need to fear dying, even though you’re going through it.” (Whaea MereNgaahei, 

tangata whaikaha Māori, Nov 21) 

When faced with the realisation that she could have died, one Tangata Whenua interviewee and her 

husband took stock of their personal and financial affairs, making sure everything was in order. The 

whaea explained that she and her husband of more than 40 years had always talked “about really silly 

things … like, “What’s going to happen if I die, or you die?”,” but since discharge from hospital after 

ten days of being extremely unwell with COVID-19, these discussions had renewed purpose. The 

couple have now made changes to their KiwiSaver accounts and had a look at other aspects of their 

finances that they previously “took for granted” (Whaea (Tainui, Ngāpuhi), Oct 21). 

“… things like our insurance policies … [making] sure they’re updated. And even our wills, which we 

hadn’t done anything about … for a few years.” (Whaea (Tainui, Ngāpuhi), Oct 21) 

Pasifika families talked about their initial thoughts of contracting COVID-19 being that death was 

potentially imminent. A lot of fear had developed from those thoughts. 

“My husband was so scared. He’s one of those people that doesn’t want to die now. It was more that 

fear of, ‘Am I going to die?” You know how we’ve already had many deaths.” (Jo, Pasifika, Nov 21)  

“There were many deaths during the pandemic. But I think it was people that already had underlying 

diseases and people that were likely to die soon were the ones mostly affected and passed not long 

after catching COVID. You don’t see or hear healthy people losing their lives to COVID.” (Karl, Pasifika, 

Aug 21) 
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12  NGĀ KAWEKAWE O TE ORANGA AHUREA 

 IMPACTS ON CULTURAL WELLBEING 

 

NGA KITENGA 

FINDINGS 

➢ Just over one-fifth of Tāngata Whenua and one quarter of Pasifika Tāngata Tiriti survey 

participants missed a tangihanga or funeral of someone they cared about due to COVID-19; 

amongst non-Pacific Tāngata Tiriti the rate was 10%.  

➢ For Tāngata Whenua interviewees, missing tangihanga, a major disruption to tikanga, was one of 

the greatest impacts of the pandemic. Having tangihanga online, being unable to gather ā-tinana 

with whānau to undertake those cultural responsibilities specific to caring for the tūpāpaku and 

whānau pani, was alienating. 

➢ The adaptation of Pasifika families and communities to the changing circumstances and rules of 

COVID-19 lockdowns meant what was usual for any event (i.e., unlimited numbers expected to 

attend) had to change to a ‘new norm’ of limited numbers. Open online access offered new ways 

of ensuring Pasifika families fulfilled cultural obligations and expectations in these ‘new norms’. 

 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Engage Te Tangata Whenua in decision-making around tangihanga in pandemics, to ensure tikanga 

Māori is understood and honoured. 

➢ Recognise the importance of enabling safe mourning practices during future pandemics; work with 

funeral providers, churches and marae to develop guidelines to enable Te Tangata Whenua, 

Pasifika peoples and non-Pacific Tāngata Tiriti to mourn safely during future pandemics. 
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KEI MAHUE I NGĀ TANGIHANGA  

MISSING TANGIHANGA AND FUNERALS 

Survey participants were asked about being unable to attend tangihanga or the funeral of someone 

they cared about due to COVID-19 (Table 15). Among Tāngata Whenua survey participants, 23% 

agreed that missing a tangihanga or funeral of someone they cared about was a concern when they 

had COVID-19, and significantly greater than the 10% of non-Pacific Tāngata Tiriti who reported this. 

Twenty-six percent of Pasifika peoples also reported not being able to attend a funeral or tangihanga, 

again significantly greater than the proportion of non-Pacific Tāngata Tiriti who reported this. 

Table 15: Missing tangihanga or funeral due to COVID-19 

 
Te Tangata 

Whenua 
Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

Agree 19 (23%) 9 (26%) 40 (10%) 

Disagree 61 (73%) 23 (68%) 371 (88%) 

Not sure 3 (4%) 2 (6%) 10 (2%) 

P value P=0.002 P=0.003  

 

“Cultural identity is important for people's sense of self and how they relate to others. A strong 

cultural identity can contribute to people's overall wellbeing.”  

(Te Manatū Whakahiato Ora | Ministry of Social Development, 2016). 

From the interviews, it is clear that one of the greatest impacts of COVID-19 on Te Tangata Whenua 

was this disruption to tikanga; the inability for Te Tangata Whenua to mourn through tangihanga, a 

bastion of cultural identity. “I attended a tangi online, that was just on Messenger, two actually. They 

were just small, there were heaps of people on … [It was] weird… we’re used to big gatherings, everyone 

close … not being a part of it didn’t seem real … Not the norm, just not the norm for us.” (Kelvin (Tainui), 

Nov 21) 

With the dead playing “an important role” in tikanga Māori, the tangihanga is described as “the 

enduring Māori ceremony” for mourning the dead that has “changed little” over time, despite 

colonisation; a cultural imperative (Higgins, 2011). 

“They are acknowledged at all gatherings, irrespective of the nature of the meeting, through 

karanga, whaikōrero, song and tears. This remembering of those who have passed away serves to 

remind Māori of their whakapapa and their cultural imperatives – the importance of life, people and 

relationships.” (Higgins, 2011). 

Online funerals became a ‘thing’ of COVID-19 pandemic and lockdowns, which Pasifika families and 

communities were also forced to adapt to. New rules meant that what was considered the Pasifika 

norm for any event (i.e., unlimited numbers expected to attend) had to alter to a ‘new norm’ of limited 

numbers. However, open online access offered new ways of ensuring Pasifika families were still able 

to fulfil cultural obligations and expectations in these changed circumstances. 
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Jo’s husband lost several family members during COVID-19, not necessarily because of COVID-19 but 

because they had pre-existing health conditions. Some countries like Samoa closed down and travel 

restrictions meant funerals took place through digital technology where funerals were held online. 

Attending the funeral online was a way of paying respect and fulfilling cultural obligations; however, 

the usual financial obligations were waivered: “The positive thing is that you didn’t have to give a 

thousand dollars, you just wave, ‘Hi, talofa.’ (Jo, Pasifika, Nov 21) 

 

NGĀ HERENGA AHUREA O NGĀ TĀNGATA MOANA NUI A KIWA 

CULTURAL OBLIGATIONS FOR PASIFIKA PEOPLES  

For Pasifika families, keeping in contact with each other is expected, even obligatory. It is also 

important to be able to fulfil cultural obligations in an appropriate way. For example, the Samoan 

concept of osi’aīga,8 encompasses obligations and expectations. Keeping ongoing relationships 

between relatives/families fulfils commitments and participation in family events and occasions. This 

concept also can relate to tausi9 where a person maintains the care of and looks out for the welfare of 

the family.  

“… it’s like the person and his ‘aīga. A person and his fa’asigomaga10.. Yes, if you osi’aīga, your relatives 

will also help. Because that was the only other thing that benefit us, this was the work of my mother, 

was osi’aīga, when we became sick, Oh! The osi’aīga is a very beautiful thing.” (Sam, Pasifika, Oct 21) 

 

  

 

8 Maintaining family relations/connections 

9 Tausi: Nurture/ take care of  

10 Affiliations 
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13  NGĀ KAWEKAWE O TE ORANGA AHUMONI 

 IMPACTS ON FINANCIAL WELLBEING 

  

NGA KITENGA 

FINDINGS 

➢ Most survey participants kept their jobs, but around 12% of Tāngata Whenua reported losing their 

job because they had COVID-19 or because of the pandemic. Job loss affected 8% of Pasifika and 

13% of non-Pacific Tāngata Tiriti participants. 

➢ Many interviewees’ employers were supportive and collected the wage subsidy to keep people 

employed, and supported staff to work at home. Other interviewees reported difficulties in getting 

time off work. Some interviewees had their hours cut. 

➢ Business owners struggled with uncertainty over their own incomes, with finding staff, keeping 

staff safe, and keeping the business going and staff employed while feeling unwell. 

➢ Having reduced hours or no income as a result of losing a job caused significant financial stress. 

For those with working partners, there was no assistance at all. 

➢ Amongst survey participants, almost twice as many Tāngata Whenua and 50% more Pasifika 

Tāngata Tiriti faced financial stress than non-Pacific Tāngata Tiriti peoples, with more than twice 

as many Tāngata Whenua and three times as many Pasifika peoples reporting struggling to pay for 

basic living costs in the first month they had COVID-19. 

➢ The support provided through government to Pasifika providers was extremely important in 

providing financial support for struggling families. 

➢ Survey participants were visiting GPs and using other health services at quite high rates, leading 

them to incur expenditure on health services, while many were already struggling financially. Costs 

were then also incurred by the health sector, with each hospitalisation costing over $55,000. There 

were also productivity losses arising from having COVID-19. Total societal average costs per person 

associated with having COVID-19 are estimated at over $60,000. 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Ensure everyone can get access to accurate information about their rights and responsibilities, and 

that people are well supported in getting their entitlements, including from their employers. 

➢ Provide support for employers (e.g., extending the wage subsidy scheme) to ensure employees 

keep their jobs, and ensure employees can take sick leave as needed to ‘recover’ and to prevent 

the spread of infection. 

➢ Ensure that equal support for the safeguarding of jobs is available for both those who are self-

employed, and those who are employed. 

➢ Work with financial institutions to support those facing financial difficulties with their mortgages. 

➢ Re-examine ACC/social welfare benefit criteria to ensure those who lose their jobs/businesses 

through future infections are well supported, and that criteria do not contribute to increased 

inequities. 
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NGĀ KAWEKAWE O TE MAHI ME TE WHIWHI PŪTEA  

IMPACTS ON EMPLOYMENT, WORK, AND INCOMES 

A small proportion of Tāngata Whenua survey participants (5%) lost their jobs because of having 

COVID-19 or because of the pandemic (7%) (Table 16). This was similar to the 4% and 9% respectively 

among non-Pacific Tāngata Tiriti survey participants. No Pasifika survey participants reported job loss 

because of having COVID-19 but 8% lost their job because of the pandemic. 

Table 16: Job loss among people with COVID-19 

 
Te Tangata 

Whenua 
Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

I didn't lose my job 53 (87%) 22 (92%) 298 (85%) 

I lost my job because I had COVID-19 3 (5%) 0 13 (4%) 

I lost my job because of the pandemic 4 (7%) 2 (8%) 30 (9%) 

I lost my job for another reason 1 (2%) 0 9 (3%) 

P value P=0.65 P=0.66  

 

Interviewees identified receiving the wage subsidy as being a key contributor to their financial 

wellbeing, alongside the ability to work from home.  

“Work was really supportive … They kept paying us ... [named employer] had a special code, so you 

would still get paid, even though you weren’t there … Very well looked after by them, by my employer 

....” (Harry, Tangata Whenua, Mar 20) 

“We’d quite fortunately, just by coincidence, moved to a quite flexible way of working anyway; … when 

I was well enough to work, I had the facilities available at home to carry work out, and they were fine 

with that.” (Ali, Pasifika, Mar 20) 

“Work was a good support. They paid me all the way through. If I had wanted anything they would 

have done it. I know they would have.” (Sue, disabled non-Pacific Tangata Tiriti, Apr 20) 

Not all were fortunate, though. One disabled non-Pacific Tangata Tiriti interviewee described the 

stress on his partner of advocating to get her employer to use the subsidy: “They wouldn’t take up the 

wage subsidy, and were expecting everybody to use all their holidays … It took [partner] ringing all 

sorts of government agencies to try and get them to take up the subsidy…was incredibly stressful.” 

(Kevin, disabled non-Pacific Tangata Tiriti, Apr 20) 

Ally talked about the impact of having to isolate on their family’s financial wellbeing. She was the only 

positive case in her household. She lived with her husband and their child and a pregnant family 

member and her child. There was another woman living outside in a sleepout. Ally’s husband did not 

get COVID-19, but he had to isolate for 21 days. 

“Which made his boss very, very upset, and also himself because he’s the only one working out of our 

little family. So, everyone had to isolate, we have rent and everything else to pay, WINZ was not willing 

to help. That was worse than the COVID itself.” (Ally, Pasifika, Nov 21) 
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Apart from the uncertainty regarding their own incomes, business owners also faced issues with 

staffing. Tom was running an essential service, a food business, and faced challenges as an employer: 

“. . .I think you couldn’t get staff anywhere. Then also the fear of bringing in people that you didn’t 

know; the possibility that both sides could infect each other.” (Tom, Pasifika, Sep 21) 

For two non-Pacific Tāngata Tiriti interviewees who run their own businesses, they too had the added 

pressure of keeping the businesses running, even while they were feeling unwell. In addition, one 

spoke about his sense of responsibility for his staff, who have “also got their mortgages to pay and 

their [families] to look after” (Daniel, non-Pacific Tangata Tiriti, Oct 20). 

For another two non-Pacific Tāngata Tiriti participants, COVID-19 had a significant impact on their 

ability to work and hence their income. One eventually lost her employment because of incapacity 

from long COVID symptoms, finding, “when the shit hit the fan, I was on my own, with no job, no 

money. Well, no income.” (Deborah, Mar 20, non-Pacific Tāngata Tiriti). Her cognitive impairment 

meant she could not navigate Te Hiringa Tangata | Work and Income processes by herself, but she was 

eventually referred to a social worker who helped her with this. Another participant was still employed 

but could not work full-time due to long COVID symptoms. There was no work subsidy in this situation, 

nor did he qualify for Te Hiringa Tangata | Work and Income support because of his wife’s income. 

This meant added stress in terms of managing mortgage payments. 

 

NGĀ PŌRARURARU AHUMONI 

FINANCIAL STRESSES  

Tāngata Whenua survey participants were more likely to report money worries and a 

decrease in their household income in the first month of COVID-19 than Tāngata Tiriti. 

Despite the low rate of job loss, more than half (57%) of Tāngata Whenua survey participants reported 

they had money/financial worries (Table 17), a higher figure than was reported by Pasifika peoples 

(47%), and significantly higher than non-Pacific Tāngata Tiriti (30%). In all three groups a similar 

proportion of people reported a decrease in income during the first month of having COVID-19 (Table 

17). 

Table 17: Financial worries and impacts among people with COVID-19 in the first month of being ill 

 
Te Tangata 

Whenua 
Pasifika 
peoples 

Non-Pacific 
Tāngata Tiriti 

Money worries  
   

Agree 44 (57%) 14 (47%) 125 (30%) 

Disagree 33 (43%) 16 (53%) 294 (70%) 

P value P<0.001 P=0.054  

Change in income  
   

Decreased 34 (42%) 12 (40%) 136 (33%) 

Stayed the same/ increased 46 (58%) 18 (60%) 280 (67%) 

P value P=0.26 P=0.32  
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Survey participants were also asked to what degree they agreed with the statement that ‘In the first 

month that I had COVID-19, my household/whare struggled to pay for basic living costs, such as food, 

bills or accommodation’ (Table 18). Tāngata Whenua (41%) and Pasifika peoples (45%) were much 

more likely to report that they strongly agreed or agreed with this statement, compared with non-

Pacific Tāngata Tiriti survey participants (15%). 

Table 18: Proportion of people whose households struggled to pay basic living costs in the first 

month of having with COVID-19 

 
Te Tangata 

Whenua 
Pasifika peoples Non-Pacific 

Tāngata Tiriti  
   

Strongly agree 20 (24%) 10 (30%) 36 (8%) 

Agree 14 (17%) 5 (15%) 30 (7%) 

Neither agree nor disagree 12 (14%) 9 (27%) 77 (18%) 

Disagree 26 (31%) 6 (18%) 174 (40%) 

Strongly Disagree 11 (13%) 3 (9%) 120 (27%) 

P value P<0.001 P<0.001  

 

One tangata whaikaha Māori interviewee whose employment hours were drastically reduced, “had to 

take a mortgage holiday” by only paying interest on it for six months when her husband’s employer 

did not “pay him 80% of his wage on his time off.” She too also “took the wage subsidy” when she “lost 

more than 50%” of her income, which helped her “cover” things like “the grocery bills.” But this meant 

the couple had to rely on whānau to help with other costs and had to put other “payments on hold”. 

“Not wanting to appear … weak or vulnerable”, this wahine Māori described a situation where she 

essentially hid “how hard” it had been for them “to carry on day to day, post-COVID.” (Wahine, tangata 

whaikaha Māori, Mar 20) 

For most Pasifika peoples in the study, contracting COVID-19 brought worries about how their bills 

would be paid. While the COVID-19 subsidy for leave came through Te Hiringa Tangata | Work and 

Income and was applied for by employers, participants who approached Te Hiringa Tangata | Work 

and Income did not find them at all helpful. In contrast, participants found Pasifika providers to be 

extremely helpful with their advice and ability to support people with their utility bills as well as food 

parcels. 

“. . . you just give them the list and they will do the shopping for you; they just deliver it… They were 

Pasifika ladies…[husband’s] English is very broken, so he was very happy ...no language barrier, so that 

was really good. I want to congratulate the government for actually providing those supports; the 

ground level people were very, very onto it.” (Jo, Pasifika, Nov 21) 

“. . . they [Providers] came through with heaps of shopping … offered to pay for our rent and our utilities 

because my husband’s job and … the other family members’ jobs was not willing to cover the difference. 

We were only given the subsidy … didn’t even come close to covering all payments...so we had to try 

and find it somewhere else which WINZ was not willing to cover.” (Ally, Pasifika, Nov 21) 
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NGĀ UTU O TE WHAKAHAERE RATONGA  

SERVICE-RELATED COSTS 

Earlier data (Table 1, Page 5454) showed that fewer Tāngata Whenua survey participants had seen a 

doctor (43%), but slightly more had seen a nurse (26%) when compared with Tāngata Tiriti (54% had 

seen a doctor and 22% had seen a nurse). It also showed that Tāngata Whenua were slightly less likely 

to visit a doctor or nurse four or more times (13% and 8%) than Tāngata Tiriti (16% and 9%). Table 19 

shows the number of GP and Accident & Medical (A&M) visits people had made, and the average total 

cost per person spent on these services. Overall, the average total number of visits across the four 

services shown (GP, nurse, telehealth or A&M) was similar for Tāngata Whenua and Tāngata Tiriti, but 

with Tāngata Whenua spending less on average overall. 

Table 19: Direct Medical Costs for General Practitioner and Accident and Medical (Emergency) 

Department consultations 

     No. of people 
who visited  

Average no. of 
visits   

Average Fee 
paid per 
visit**  

Average total 
cost per 

person***  

Te Tangata Whenua      

General practice (doctor)*     25  7  $25 $70   

General practice (nurse)   14  5  $23  $134   

GP phone/video      17  4  $16  $36  

Accident and Medical 
(Emergency)   

4  2  $23  $45 

Total: Te Tangata Whenua  38     $104  

Tāngata Tiriti ^ 
    

General practice (doctor)*     198  5   $36   $195   

General practice (nurse)   77  7  $13   $47   

GP phone/video      148  3  $23   $71   

Accident and Medical 
(Emergency)   

33  3  $9   $15   

Total: Te Tāngata Tiriti   258      $155   
^ Includes Pasifika peoples and non-Pacific Tāngata Tiriti  
* Includes Māori health providers and Pasifika health providers  
** Average fee paid per visit includes where the fee was $0 
***The number of visits and fee paid was used to calculate a total cost per person, which was then averaged 
across all people who had visits, so the average total cost does not equal the average number of visits 
multiplied by the average fee paid. For the total costs row, the average amount paid for each service was 
averaged across all people who accessed that service. Since different numbers of people accessed different 
numbers of services, the total average cost per person is less than the sum of the average costs per person 
 

Additional costs incurred related to having COVID-19 are shown in Supplementary Table 18. Among 

Tāngata Whenua, the highest average additional costs were paid for supplements, followed by non-

medical costs (e.g., babysitting and transport), and then medical test costs. On average, each Tangata 

Whenua who bore additional COVID-19 costs paid $491. Among Tāngata Tiriti that reported additional 

costs related to their COVID-19, the highest average costs were paid for non-medical costs (e.g., 

babysitting and transport), followed by supplements. Similar to Tāngata Whenua, on average, each 

Tangata Tiriti who bore additional COVID-19 costs paid $493. 
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Out of eight Tāngata Whenua that were in hospital due to COVID-19, five stayed overnight for an 

average of seven days, and three had stays in an intensive care unit, averaging nine days. Costs for 

these, borne by the health system, are shown in Supplementary Table 19. Two people accessed 

medical specialists in the public system and three in the private system (averaging three and 20 visits, 

respectively). Due to these small numbers, costs have not been attached to these visits. The direct 

medical costs for Tāngata Whenua hospitalised with COVID-19 are estimated as $57,900 per person.  

Out of 44 Tāngata Tiriti that went to hospital due to COVID-19, 26 reported that they stayed overnight 

for an average of eight days, and 10 had stays in an intensive care unit, averaging five days. Costs for 

these, borne by the health system, are shown in Supplementary Table 19. Medical specialists were 

accessed by 33 people in the public system and 32 in the private system (averaging six and nine visits, 

respectively). Due to these small numbers, costs have not been attached to these visits. The direct 

medical costs for Tāngata Tiriti hospitalised with COVID-19 are estimated as $55,150 per person. 

NGĀ MONI NGARO O TE UMANGA 

PRODUCTIVITY LOSSES  

Among Tāngata Whenua survey participants that completed the work-related questions (n=42), 27 

required time off work or study, having an average of 20 days off. Household members or carers had 

an average of five days off work or study to care for participants with COVID-19. These amounted to 

costs of $4,578 (Supplementary Table 20). Regardless of actual time off, productivity was also lost from 

doing less work than usual, as only 9% of participants could do the same amount of work or study as 

usual; thus, the estimated productivity loss of $4,578 per person is a significant underestimate of the 

likely true losses. 

Among Tāngata Tiriti survey participants that completed the work-related questions (n=268), 170 

required time off work or study, having an average of 25 days off (Supplementary Table 20). Household 

members or carers had an average of five days off work or study to take care of participants with 

COVID-19. The cost of this time off was $4,620 on average per person. Regardless of actual time off, 

productivity was also lost from doing less work than usual, as only 29% of Pasifika and 14% of non-

Pacific Tāngata Tiriti participants could do the same amount of work or study as usual. Thus, the 

estimated productivity loss of $4,620 per person is a significant underestimate of the likely true losses. 
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TE KATOA O NGĀ UTU O TE MATE KŌWHEORI-19 

TOTAL COSTS FROM HAVING COVID-19 

Table 20 sets out the total personal costs from having COVID-19, and the total costs to society from 

having COVID-19, where people incurred costs, were hospitalised, and were off work. Both totals 

may be underestimates, as not all those surveyed responded to the survey financial questions, and 

some key costs are not included (e.g., medical specialist costs, or time travelling for health visits).  

Table 20: Summary of average costs per person associated with having COVID-19 

 
Te Tangata Whenua  Non-Pacific Tāngata Tiriti   

  

Direct Medical Costs* $104 $155 

Additional Costs ** $491 $493 

Total Personal Costs $595 $648 

   

Primary Care System Costs*** $820 $823 

Inpatient System Costs $57,900 $55,150 

Productivity Losses $4,578 $4,620 

Total Costs to Society $64,669 $62,062 
* Direct medical costs are taken from Table 19 above. 
** Additional costs are discussed above, and set out in Supplementary Table 18. 
**Primary care costs use PHARMAC cost manual for full cost of each service, less average user charge. GP cost 
is $80, nurse cost is $40, assumed telehealth cost is $60, accident and medical $110 (Te Pātaka Whaioranga | 
PHARMAC, 2018).  
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KO TE ŌHANGA RĀNEI KO TE ORANGA TANGATA RĀNEI  

PRIORITISING THE ECONOMY OVER PEOPLE’S WELLBEING  

“I know that we need the economy, but if you don’t have people, well, you’re not gonna 

have an economy because you’re just gonna have sick people all over the place.” 

Māori participant, contracted COVID-19 in October 2021 

The prioritisation of the economy over people’s wellbeing was raised as an area of specific concern by 

one Tangata Whenua interviewee. Her husband ran a small building business, and she spoke about 

how hard the economic impacts of COVID-19 had been on them. “So, I do understand it … The shops 

are shutting. It’s awful to go past shops and things, people’s businesses they’ve had to close down. 

These are small businesses. We’re a small business … things were shutting down everywhere and I just 

felt really awful.” (Māori participant, Oct 21) 

Whilst recognising the necessity of a healthy economy, though, this wahine Māori questioned 

government decisions that suggested the health of the population was secondary. From her 

perspective, when she and her husband contracted COVID-19 in October 2021, there were stringent 

restrictions and rules in place ensuring their health and wellbeing, and that of the community around 

them. This approach told her that their lives took precedence over money. When restrictions were 

lifted in 2022 amidst the Omicron outbreak, it appeared to this wahine Māori as if the focus on health 

had shifted to prioritising the economy. “I know it’s the way it has to be ’cause there’s so many people 

[who have contracted COVID-19 now], but … I don’t get it. We were so busy [in 2020 and 2021, saying], 

‘Gotta do this and this and this … you must do this, and you must do that’; and now it’s gone to actually, 

‘Just do this [e.g., test, or isolate]’ … I’m trying to get my head [around] why it’s gone that way. . . We’re 

hearing people that are on the coalface, the nurses, and the doctors, that are saying, ‘You don’t have 

the whole [picture]’ … we’re only hearing what we wanna hear. I still don’t know why we took so long 

as a country. I still don’t get that. I don’t understand why we took so long to do what we did.” (Māori 

participant, Oct 21)  
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14 KŌWHEORI MAUROA 

LONG COVID 

 

NGĀ KITENGA 

FINDINGS 

➢ The prevalence of long COVID among study participants is 22%. Pasifika peoples were significantly 

less likely to report long COVID. There was a higher risk in people with pre-existing heart disease 

or high BMI, and possibly those with allergies. 

➢ Fatigue, brain fog, shortness of breath, muscle aches and joint pain were common symptoms. The 

physical and mental health impacts of long COVID have significantly affected interviewees’ lives, 

resulting in high levels of anxiety or depression. New disability through long COVID significantly 

affected people’s sense of identity. 

➢ Survey participants reported a lack of understanding of long COVID by health professionals, with 

around half not feeling listened to or understood. Most survey participants reported there was a 

lack of good information on where to get help and how to support themselves. 

➢ Many interviewees were unaware their symptoms could be long COVID. 

➢ Most survey participants reported getting support from whānau, families, neighbours and friends. 

Around half also received support from their GP or whānau/family doctor. One in six people with 

long COVID saw their GP four or more times, while one in 10 reported not seeing a doctor when 

they wished to because they could not afford it. 

➢ Study participants were concerned about not knowing when the effects of COVID-19 would end, 

with many feeling scared. Many found on-line support groups valuable; some others did not. 

NGĀ TAUNAKI 

RECOMMENDATIONS 

➢ Acknowledge that little is known about long COVID. Regularly update evidence base for health 

professionals and employers on what works to best support those with long COVID. 

➢ Reduce barriers to access for primary health care, especially for Te Tangata Whenua, including 

tāngata whaikaha Māori, for Pasifika peoples, and for disabled Tāngata Tiriti with long COVID. 

➢ Establish a national long COVID centre to support local clinics. The national centre would be 

consumer-led and would develop evidence-based guidelines for wraparound services to support 

not just health but wider wellbeing, and resources to better support those with long COVID. Local 

clinics would include case managers to work with consumers to develop consumer-led local 

pathways for wraparound services to support both health and wellbeing. Such clinics should be 

widely available, and free for the service-users, in order to ensure accessibility. Ideally, clinics 

should be located in the community, closely linked with primary health care and community-based 

Iwi, Māori providers, and Pasifika providers to foster integration with existing care. Specialist care 

would be included as needed.  

➢ Established peer support as a service, with adequate funding. 

➢ Ensure that long COVID is recognised as a disability, to allow access to financial and practical 

support. 
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TE MĀTOTORUTANGA  

PREVALENCE  

 

The prevalence of long COVID in this study is about 20%. 

 

Post-acute sequalae of SARS-2-CoV infection (PASC), post-COVID condition, or long COVID are terms 

that are used interchangeably to describe ongoing or new symptoms following a SARS-2-CoV infection 

or COVID-19 illness. At the time of writing, the WHO working definition of long COVID is: 

“Post COVID-19 condition occurs in individuals with a history of probable or confirmed SARS CoV-2 

infection, usually 3 months from the onset of COVID-19 with symptoms and that last for at least 2 

months and cannot be explained by an alternative diagnosis. Common symptoms include fatigue, 

shortness of breath, cognitive dysfunction but also others and generally have an impact on everyday 

functioning. Symptoms may be new onset following initial recovery from an acute COVID-19 episode 

or persist from the initial illness. Symptoms may also fluctuate or relapse over time” (WHO, 2021). 

A key aim of this research was to identify the prevalence of long COVID among people who had COVID-

19 prior to the Omicron outbreak. Of the 990 survey participants, 405 (41%) answered questions about 

ongoing symptoms beyond one month of first having COVID-19. Of these 405 people, 316 (78%) (46 

Tāngata Whenua and 270 Tāngata Tiriti) reported symptoms that lasted more than a month, and of 

these, 217 people (33 Tāngata Whenua (72%) and 184 Tāngata Tiriti (68%)) reported at least one 

symptom lasting three months or more. Of the 22 Pasifika survey participants who answered questions 

about symptom duration, 14 (64%) had experienced ongoing symptoms from COVID-19 for longer than 

a month and four Pasifika peoples for three months of more. Compared with other Tāngata Tiriti 

groups, this was a lower likelihood of ongoing symptoms. Because of these small numbers, some 

survey data analyses are presented for a single Tāngata Tiriti group, combining Pasifika peoples and 

non-Pacific Tāngata Tiriti. 

To avoid selection bias according to whether people answered the long COVID survey or not, the 

denominator of all survey participants (161 Tāngata Whenua, 829 Tāngata Tiriti) is used to estimate a 

prevalence of long COVID. This is estimated as 21% (=33/161) for Tāngata Whenua and 22% (=184/829) 

for Tāngata Tiriti. As there was a high interest in the study among people with long COVID, with the 

study being promoted through the Rōpū Rangahau and Rōpū Kaitiaki networks, as well as the Long 

COVID Aotearoa Support Group, these estimates of prevalence in Aotearoa may be overestimated, 

but they are consistent with international literature (Potter, 2022). The lowest possible estimate of 

the prevalence of long COVID in Aotearoa from this study is 2.7%, calculated as a proportion of all 

people who reported symptoms at three months or later, divided by the 8,012 invited participants. 

This assumes that none of the people who did not participate in the survey have long COVID and is, 

therefore, likely to be a substantial underestimate.  

The findings in this chapter report on the 217 people (33 Tāngata Whenua, 184 Tāngata Tiriti, including 

four Pasifika peoples) who answered the long COVID survey and reported symptoms that lasted for 

three months or more.  
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NGĀ TOHUMATE 

SYMPTOMS 

Survey participants reported a range of symptoms at three months or more since having had COVID-

19 (Table 21). The most frequently reported symptoms were fatigue, brain fog, shortness of breath, 

muscle aches, joint pain and anxiety, all of which were experienced by over 50% of either Tāngata 

Whenua, Tāngata Tiriti, or both. 

Table 21: Long COVID symptoms present three months or longer post COVID-19  

 Te Tangata Whenua  Tāngata Tiriti 

Fever or chills  7 (21%) 49 (27%) 

Cough  8 (24%) 68 (37%) 

Shortness of breath  17 (52%) 94 (51%) 

Difficulty breathing  8 (24%) 58 (32%) 

Tiredness or fatigue  22 (67%) 141 (77%) 

Muscle weakness  17 (52%) 85 (46%) 

Muscle or body aches  16 (48%) 77 (42%) 

Joint pain  17 (52%) 64 (35%) 

Headache  14 (42%) 75 (41%) 

Sore throat  3 (9%) 29 (16%) 

Congestion or runny nose  1 (3%) 35 (19%) 

Stomach pain  5 (15%) 35 (19%) 

Nausea or vomiting  2 (6%) 27 (15%) 

Diarrhoea  4 (12%) 29 (16%) 

Change in appetite  10 (30%) 49 (27%) 

Loss of taste/other taste disorder  12 (36%) 54 (29%) 

Loss of smell/other smell disorder  13 (39%) 65 (35%) 

Fast-beating or pounding heart (“palpitations”)  9 (27%) 82 (45%) 

Skin rash  5 (15%) 19 (10%) 

Chest pain  5 (15%) 52 (28%) 

Dizziness on standing (lightheadedness)  10 (30%) 76 (41%) 

Tingling (pins-and-needles) feeling  8 (24%) 52 (28%) 

Sleep difficulties  13 (39%) 77 (42%) 

Hair loss  2 (6%) 28 (15%) 

Changes in menstrual period cycles* 3 (11%) 17 (13%) 

Difficulty thinking or concentrating (“brain fog”)  16 (48%) 123 (67%) 

Depression  10 (30%) 66 (36%) 

Anxiety  12 (36%) 97 (53%) 

Symptoms of Post-traumatic stress disorder  4 (12%) 32 (17%) 
* Among women only 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 
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Some interviewees likened the physical effects of long COVID to ‘’ageing.” “I felt like I was a hundred. 

I had a really good sense of how debilitating that level of degeneration in my joints…” (Kuia, Mar 20). 

“I get fatigued but I’m getting older too.… I still getting aching joints… but it just keeps going on and 

on... Is it age, or long COVID…or something else? I don’t know.” (Koro (Ngāpuhi), Mar 20). “I was 37 

years old, when I got sick; I’m 40 years old now ... it wasn’t that way before I got COVID… is it just aging 

or is it after-effects of COVID?” (Ali, Pasifika, Mar 20). “… somebody just simply fast forwarded my 

entire body and every single system in it, 16 years ...to my 60’s. I’ve got all the symptomatic things ... 

of somebody much older, which means I’m gonna be hitting our medical system with all those things 

you get with an older body much sooner than I would have otherwise.” (Toast Conger, disabled non-

Pacific Tangata Tiriti, Mar 20) 

Several Tāngata Whenua interviewees described having compromised immunity because of having 

had COVID-19; viruses such as the common cold affected them more than before. Others described 

increased severity in symptoms from pre-existing conditions: “I had really well-controlled asthma, so I 

didn’t need to use my puffers very often … Ever since having it [COVID-19], my asthma has been worse, 

probably 10-fold. … It’s under better control now but it’s still not what it was pre-COVID.” (Wahine, 

tangata whaikaha Māori, Mar 20) 

One Pasifika interviewee felt more fragile after having had COVID-19: “It took approximately six 

months before things started to feel more normal, but some things never came right, like my hips, tight 

glutes, lower back pain. I seem more fragile and injury-prone now than I was pre-COVID-19.” (Ali, 

Pasifika, Mar 20) 

KEI ĀU TE KŌWHEORI MAUROA? 

DO I HAVE LONG COVID? 

A lack of understanding by health professionals was reported by survey participants, including not 

feeling listened to (Tāngata Whenua: n=12, 50%; Tāngata Tiriti: n=72, 45%) or understood (Tāngata 

Whenua: n=12, 50%; Tāngata Tiriti: n=82, 52%), and doctors thinking that people were still infectious, 

many months after initial infection (Tāngata Whenua: n=2, 9%; Tāngata Tiriti: n=17, 11%). This 

behaviour and confusion by health professionals contributed to the burden carried by people with 

long COVID. Overall, the lack of good information on where to get help (Tāngata Whenua: n=22, 85%; 

Tāngata Tiriti: n=113, 73%) or on what to do to support themselves (Tāngata Whenua: n=21, 81%; 

Tāngata Tiriti: n=116, 75%) was a concern for many participants. 

The lack of knowledge or awareness of long COVID varied among interviewees had some doubting 

whether their symptoms were COVID-19-related, or just general poor health. For some interviewees, 

finding out there was a name for the symptoms they were experiencing was astonishing as well as 

reassuring, with others seeking out information through the media. “I just kept on telling [my doctor], 

‘I’m just not back to myself.’… It was only when I read all about that long COVID thing …that I thought, 

‘My God, these are all the things that I’ve been having’ ... I felt like, oh my God there’s a name to it. 

There’s something to it ...” (Whaea Mona-Maree, tangata whaikaha Māori, Jul 20). “We sort of looked 

it up a little bit two or three months after we had COVID, because things still hadn’t come right… then 

I think we probably saw the word long COVID in a news item, or something like that....” (Koro (Ngāpuhi), 

Mar 20) 
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Te Tangata Whenua are disproportionately affected by a range of underlying health conditions and, 

additionally, experience these at earlier ages compared to other ethnicities (Manatū Hauora | Ministry 

of Health, 2018). Several Tāngata Whenua interviewees with pre-exiting co-morbidities, indicated that 

they did not know whether the ill-health they now experienced was in fact symptomatic of long COVID, 

or attributable to the other conditions they were diagnosed with. It was not uncommon for them to 

suggest it was probably ‘just them’; to imply the symptoms they were experiencing were likely 

reflective of some other issue in their lifestyle, behaviour, or wellbeing.   

One tane Māori, for example, thought that the “breathing problems” he continued to have two years 

after contracting COVID-19 were most likely attributable to being “quite overweight” and having pre-

existing “sleep apnoea” (Harry, Tangata Whenua, Mar 20). Another wondered if her “ongoing cough” 

was simply related to the radiotherapy treatment for breast cancer she had had two years earlier 

(Cathryn (Ngāti Whātua), Oct 21). A third who now had an ovarian growth questioned if this might be 

long COVID-related, or if it was due to pre-existing endometriosis.  

Among Pasifika interviewees, their lack of knowledge or awareness of long COVID had families 

doubting themselves about whether the symptoms were COVID-19-related. “I don’t know what the 

symptoms of long COVID are, I’m a little bit forgetful and hold things in the front of my mind.” (Nixon, 

Pasifika, Mar 20). “I have headaches but I’m not sure if it’s part of COVID… the cough with the phlegm 

is a lingering post-COVID symptom. This virus is still mutating. I had this weird thinking that if I’m not 

having the reactions my family had, I might be a carrier. You know with the HIV virus, there’s one who 

is a carrier and one who shows the symptoms?” (Jo, Pasifika, Nov 21) 

Having symptoms of long COVID was particularly problematic for those who had not had a COVID-19 

test at the time they were first unwell. For instance, amongst non-Pacific Tāngata Tiriti interviewees, 

all five of Maia’s family had symptoms of COVID-19, but they were not tested. Four had continuing 

chronic fatigue: “And that’s been hard not even knowing for sure that we had COVID and in some ways 

feel like kind of a fraud.” (Maia, non-Pacific Tangata Tiriti, Sep 20) 

NGĀ MATAPAE 

PREDICTORS 

Possible predictors of long COVID were modelled where there were sufficient data. These compare 

the odds (risk) of having long COVID or symptoms that persisted beyond three months with people 

who had symptoms for at least one month but did not have symptoms that persisted for three months 

or longer. Pasifika peoples were significantly less likely to develop long COVID than other ethnic groups 

(OR: 0.15, 95%CI: 0.04 to 0.54); this could be because of a different recognition or attribution of 

ongoing symptoms, rather than a real difference per se. There was no meaningful difference in 

likelihood of developing long COVID by age or gender (Supplementary Table 21). 

Associations between pre-existing conditions, and symptoms and markers of COVID-19, adjusted for 

age, gender and ethnicity, are shown in Supplementary Table 22. A higher risk of long COVID was seen 

in people who had pre-existing heart disease (OR: 8.65, 95%CI: 1.29 to 57.86) or high BMI (OR: 2.29, 

95%CI: 1.30 to 4.00), with a suggestion of a higher risk among people with allergies (OR: 2.29, 95%CI: 

0.90 to 5.82).  
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A higher risk of long COVID was also seen among people who, in the first month of having COVID-19, 

reported difficulty breathing (OR: 2.20, 95%CI: 1.31 to 3.70), muscle aches (OR: 2.45, 95%CI: 1.26 to 

4.75), a change in taste (OR: 2.09, 95%CI: 1.21 to 3.59) or smell (OR: 2.08, 95%CI: 1.21 to 3.57), chest 

pain (OR: 1.99, 95%CI: 1.11 to 3.54), dizziness (OR: 1.89, 95%CI: 1.11 to 3.21), tingling (OR: 2.09, 95%CI: 

1.13 to 3.89), or brain fog (OR: 2.36, 95%CI: 1.31 to 4.29). This may be due to these symptoms 

persisting for longer than other symptoms, and hence being classified as long COVID, or it may be that 

their presence in the early stages of illness does predict long COVID. 

There was no association between attending hospital due to COVID-19 and developing long COVID 

(OR: 1.44, 95%CI: 0.71 to 2.91).  

NGĀ WHEAKO KI NGĀ RATONGA HAUORA RATONGA PĀPORI HOKI  

EXPERIENCES OF HEALTH AND SOCIAL SERVICES 

Survey participants reported where they had help and support since first getting COVID-19. Fewer than 

ten people (for each provider type) reported getting support from their iwi, church, tohunga/elder or 

other religious organisation, charity, Whānau Ora provider, ACC, Māori health and social services 

provider, Pasifika health and social services provider. The proportions of people who got support from 

other providers is shown in Table 22. Most participants reported informal help from their whānau, 

families, friends and neighbours. About half of participants with long COVID reported getting help or 

support from their GP, public health units and a smaller proportion from a nurse. Employers were also 

a reported source of help and support.  

Table 22: Sources of support for people with Long COVID 

Provider  Tangata Whenua Tāngata Tiriti P value 

My whānau/ family  24 (86%) 146 (85%) 0.91 

From neighbours/ friends  22 (79%) 112 (65%) 0.16 

A GP or my whānau/ family doctor  10 (42%) 87 (53%) 0.30 

Public health/contact tracing staff  11 (44%) 77 (46%) 0.80 

Nurse  2 (8%) 45 (28%) 0.039 

Employer  8 (32%) 77 (47%) 0.17 

Local community  4 (16%) 14 (9%) 0.30 

Social services  3 (12%) 8 (5%) 0.16 

Work and Income (WINZ)  2 (8%) 22 (14%) 0.44 

Counsellor  5 (21%) 25 (15%) 0.50 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 

The use of health services by people with long COVID was significant. About one in six people with long 

COVID had seen their GP four or more times because of COVID-19 symptoms or ongoing impacts 

(Tāngata Whenua, n=4 (12%); Tāngata Tiriti, n=33 (18%)). These visits do not come at a negligible cost; 

12% of people with long COVID (Tāngata Whenua, n=4 (22%); Tāngata Tiriti, n=11 (10%)) reported 

experiencing a time they needed to see a doctor because of COVID-19 or long COVID but did not 

because they couldn’t afford it. 
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TE ITI RAWANGA O NGĀ RATONGA HAUORA RATONGA PĀPORI HOKI  

INADEQUATE HEALTH AND SOCIAL SUPPORT 

A high proportion of survey participants with long COVID did not agree that they had received 

adequate health or social care for ongoing COVID-19 symptoms or long COVID (Table 23). More than 

half of survey participants agreed that their health care was not adequate. Forty-seven percent of 

Tāngata Whenua reported not having adequate social care compared to 33% of Tāngata Tiriti. 

 

Table 23: Reported adequacy of health and social care among people with long COVID 

 Te Tangata Whenua Tāngata Tiriti 

Adequacy of health care N=32 N=177 

Yes 9 (28%) 62 (35%) 

No 18 (56%) 94 (53%) 

Not sure 5 (16%) 21 (12%) 

   

Adequacy of social care N=30 N=168 

Yes 10 (33%) 77 (46%) 

No 14 (47%) 56 (33%) 

Not sure 6 (20%) 35 (21%) 

 

“They weren’t willing to go, “We don’t know.”  

They were more willing to go, “It’s in your head”.” 

Jenene (Ngāi Tahu), tangata whaikaha Māori, 

Contracted COVID-19 in March 2020 

Interviewees encountered varying responses to their long COVID symptoms from health practitioners, 

from active investigation of symptoms to symptomatic treatment only, to dismissal of symptoms. 

Treatment offered included physiotherapy, antibiotics, and medication specifically for pneumonia, 

and most were advised to rest. Several interviewees commented on what appeared to be a lack of 

knowledge of long COVID and a tendency to explain away symptoms as anxiety. 

For Jenene (Ngāi Tahu) (tangata whaikaha Māori, Mar 20), it came as a shock to her when she was 

readmitted to hospital in August 2021, where the attending ED doctor asked, “What is long COVID?” 

and then concluded that her symptoms were due to anxiety. She knew anxiety was unable to cause 

the physical complications occurring in her body and in desperation had to resort to calling in experts 

to “explain to this bloody doctor that long COVID is a thing”. 

“I knew I was going to have to dig really freaking deep to get through their prejudices...that I was just 

a hysterical woman who clearly was just having anxiety. And I knew I had [to] for the sake of … others 

… it was a really, really big lesson for me in just how much … gaslighting is going on. And that in itself 

was incredibly traumatising. It really, really made a deep hard impact on me … because they don’t 

know what the answer is, but they weren’t willing to go, “We don’t know.” … They were more willing 

to go, “It’s in your head” … I found that very, very hard to swallow …” (Jenene (Ngāi Tahu), tangata 

whaikaha Māori, Mar 20) 
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With the greatest “respect for the doctors and nurses trying to deal with what we’ve got”, this wahine 

Māori recognised “something that has to change” to ensure the health system “is getting the right 

information out sooner...” (Jenene (Ngāi Tahu), tangata whaikaha Māori, Mar 20). 

Others were having to fight for support. One wahine Māori spoke of being brushed off as a normal 

reality for Te Tangata Whenua – one she was well used to resisting and would again: “I ended up going 

in a couple of times because when you feel that crappy it’s like surely...I had every symptom under the 

sun …and it went on for six weeks…I knew that I can’t breathe properly… Give me something...I’ve 

always been pushy like that because actually I know that Māori in that medical system, it doesn’t work 

for us, and so we need to push for what we need…” (Wahine, tangata whaikaha Māori, Mar 20) 

“He’s a good enough doctor but the moment you start mentioning…long COVID, he doesn’t want to 

know … I haven’t been asked any additional questions in my doctor’s surgery, by anybody. ‘And so, 

what sort of things are you experiencing?’ I expect that as a question, and I don’t get it, which tells me 

they’re not interested.” (Koro (Ngāpuhi), Mar 20) 

Pasifika interviewees described how they talked about long COVID with health professionals, and how 

their concerns were often dismissed. “I did detect some degree of scepticism from the GP … it was 

more people’s ability to smell and taste never came back, or they had lung problems; but hip problems 

seemed like a bit of a stretch.” (Ali, Pasifika, Mar 20). “He (GP) just said that some people do have 

ongoing symptoms, and some just bounce back like, woo hoo. I wish I was that woo hoo person.” (Rina, 

Pasifika, Aug 21) 

Non-Pacific Tāngata Tiriti interviewees also expressed concerns over not being listened to, nor 

believed about their symptoms and long COVID: “I really felt gas-lit, like I really felt like people weren’t 

listening…The problem is that if people don’t believe… you just don’t have…a path forward …if no one’s 

willing to concede there’s even a thing that needs to be addressed…I had doctors telling me that I 

needed to see a psychiatrist and I’m like, ‘I’m not fainting because I’m scared!’ [but because of heart 

block] …If doctors can just do that one … thing, … believe the patient, we would be in a much better 

position.” (Toast Conger, disabled non-Pacific Tangata Tiriti, Mar 20) 

Being believed by a doctor was particularly problematic for some who had not had a COVID-19 test, 

such as Kevin. He had been in a household where several people tested positive, and became very 

unwell himself but did not get a test. His GP ‘doesn’t think I’ve had it’ because he had no antibodies 

when tested ‘quite a while afterwards.’” (Kevin, disabled non-Pacific Tangata Tiriti, Apr 20).  

Several non-Pacific Tāngata Tiriti had multiple doctors’ visits and investigations to get diagnoses for 

their on-going symptoms. Some non-Pacific Tāngata Tiriti interviewees received acknowledgement of 

their symptoms, but there was no investigation of the underlying causes. Others were simply told 

there was not much that could be done for them: “He says, ‘How’re you feeling?’ and I tell him, and 

he just goes, ‘Not much we can do’ and just leaves it at that… don’t think there’s anything he can do… 

Like I can still function…can still breathe. Heart still goes beep, beep, beep.” (Neil, non-Pacific Tangata 

Tiriti, Mar 20). With continuing symptoms, there was the added uncertainty of not knowing if and 

when they would be “back to normal”. Again, health professionals could not answer this: “Most of the 

time I’m pretty positive…but sometimes it just gets really tough. It’s just like, what if this is it? What if 

this is it for me and the girls for years or forever? And that’s the scary, that’s the unknown.” (Maia, 

non-Pacific Tangata Tiriti, Sep 20) 
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NGĀ KAWEKAWE O TE ORANGA 

IMPACTS ON WELLBEING 

 

NGĀ KAWEKAWE O NGĀ MAHI O IA RĀ I TE ORANGA PĀPORI HOKI  

EFFECTS ON ACTIVITIES OF DAILY LIVING AND SOCIAL WELLBEING 

“I have panic attacks and all that now, like anxiety. 

And then if something happens around me, I can just feel my heart and then I’ve got to go 

and lie down … I didn’t have all that before. I was fine.” 

Whaea Mona-Maree, tangata whaikaha Māori, contracted COVID-19 in July 2020 

Long COVID symptoms were reported as having significant effects on people’s day to day lives, as 

measured by the EuroQol Health Related Quality of Life questions (EuroQol, 2022). The proportion of 

people who reported moderate, severe or extreme impacts on four physical domains is shown in Table 

24. The impact of long COVID on ‘’usual activities’’ was identified as the area most affected for survey 

participants, irrespective of ethnicity.  

Table 24: Effect of long COVID symptoms on Health-related Quality of Life  

 Te Tangata Whenua Tāngata Tiriti 

Walking 4 (12%) 30 (16%) 

Self-care 1 (3%) 9 (5%) 

Usual activities 8 (42%) 48 (48%) 

Pain 7 (22%) 55 (31%) 

Both physical and mental activity had a detrimental effect on the symptoms of people with long COVID. 

For both Tāngata Whenua and Tāngata Tiriti, about three quarters reported that physical activity made 

their symptoms worse (P=0.30) and around two thirds reported that mental activity affected their 

symptoms (P=0.39) (Table 25). Among Pasifika survey participants (included in the Tāngata Tiriti 

figures below), all three (100%) reported that their symptoms were worsened by physical activities 

and one of four (25%) that they were worsened by mental activities.  

Table 25: Effect of activity on long COVID symptoms  

 Te Tangata Whenua Tāngata Tiriti 

Physical Activity   

No effect 5 (16%) 46 (26%) 

A little worse 15 (48%) 66 (38%) 

A lot worse 11 (35%) 63 (36%) 

Mental Activity   

No effect 9 (29%) 65 (38%) 

A little worse 15 (48%) 63 (37%) 

A lot worse 7 (23%) 43 (25%) 
* Based on the EQ-5D-5L Question (Euroqol, 2022) 
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Lethargy, exhaustion and fatigue were commonly reported by interviewees. “One of the things that I 

experienced, come the afternoon I’d be so tired, so lethargic. I get disorientated sometimes. And come 

the afternoon the sleep wouldn’t be asking me, I’d be on my bed fast asleep. I get so tired. It was just 

so exhausting. I’m still lethargic and tired.” (Mele, Pasifika, Nov 21) 

Interviewees spoke of the difficulty of coping with the fatigue associated with previously normal 

activities, or mild forms of exercise such as walking or playing golf as well as more energetic sports. “I 

just know, ‘Don’t go for a 5k walk even though you would like to … It would be a gorgeous, gorgeous 

thing to do; very good for your āhua and your wairua, but not your tinana’. [But it would] be too hard; 

not that day, but probably the next day, [I would] just total crash.” (Kuia, Mar 20). “…Once we were 

out of [isolation]…tried going back to normal stuff …the breathlessness… tried to go back to the gym I 

was shocked at how unfit I felt.” (Jena, Pasifika, Oct 21). “Definitely afterwards [breathing] was real 

bad...Before COVID I played [football] a full 90 minute game...After COVID, for like for six months or so, 

I could barely play half a game….” (Luke, non-Pacific Tangata Tiriti, Oct 20) 

The exhaustion was challenging for those who subsequently returned to work but found it difficult to 

function without rest. Working from home was a good option, but not always available. “[Before 

contracting COVID-19] I’d work lots of hours … to have it just suddenly have to stop I found it very, very 

hard.… the fatigue that just took over. I couldn’t even walk for ten minutes without just about blimmin’ 

dying.” (Whaea (Tainui, Ngāpuhi), Oct 21). “... That exhausting feeling: I think that’s the one that’s still 

lingering. But because you’re at work now, you can’t sleep. The good thing is that right now you can 

come two or three days to work but I notice in the afternoons I still get that tired feeling.” (Jo, Pasifika, 

Nov 21) 

The impacts from long COVID were varied, however, and affected people’s work lives not only in terms 

of exhaustion: “I was a chef in my previous life, and … taste has gone…The other thing…of concern to 

me is driving: … I’ve been scared of driving long distances just in case I get that tired…within seconds, 

you know, I’m asleep.” (Neil, non-Pacific Tangata Tiriti, Mar 20) 

Some of these physical impacts also affected people’s social wellbeing more broadly. For one kuia, 

socialising had become emotionally difficult. Being in a room with “a couple of conversations going 

on” at the same time was overwhelming; a concept she found hard to comprehend given she had 

“been a mother” where multi-tasking at this level was just second nature (Kuia, Mar 20). She began to 

question how safe she was with the impact of long COVID symptoms being so significant that she had 

even investigated supervised care for herself. 

For another Tangata Whenua, the loss of smell and taste was especially significant because of the 

importance of food in their lives; kai is central to so many aspects of tikanga Māori: “…After two years 

plus later, I still haven’t got my smell and taste back properly … it’s just annoying because food’s part 

of life …just don’t get that enjoyment out of it anymore ... I’m afraid the Māori really comes out in me 

when it comes to food. I enjoy my food, and it’s part of your life.” (Koro (Ngāpuhi), Mar 20) 

  



124 

 

NGĀ KAWEKAWE O NGĀ ORANGA HINENGARO  

COGNITIVE AND MENTAL HEALTH IMPACTS 

 

About one third of people with long COVID have symptoms of anxiety or depression 

 

Around one third of survey participants reported moderate, extreme, or severe impacts of ongoing 

COVID-19 symptoms relating to anxiety or depression (Table 26). These proportions did not differ 

between Tāngata Whenua and Tāngata Tiriti, and were present for each of the three measures of 

mental distress that were used.   

Table 26: Effect of long COVID symptoms on mental distress  

 
Te Tangata Whenua Tāngata Tiriti P value 

Health-related Quality of Life*    

Anxiety or depression 11 (35%) 53 (30%) 0.51 

Self-reported symptoms **    

Anxiety   12 (36%) 97 (53%) 0.08 

Depression   10 (30%) 66 (35%) 0.53 

Anxiety or depression 13 (39%) 100 (54%) 0.11 

Validated scales    

GAD-2 Anxiety   7 (41%) 34 (29%) 0.32 

PHQ 2 Depression   7 (41%) 29 (26%) 0.19 

GAD-2 Anxiety or PHQ-2 Depression  7 (41%) 41 (36%) 0.70 
* Based on the EQ-5D-5L Question (Euroqol, 2022) 
** Reported three months or more beyond first having COVID-19 
 

It was noted above (Table 21) that survey participants frequently reported brain fog as a major, 

ongoing symptom. Several interviewees reported its effects on their lives.  

For one kaumātua, the confusion was so significant she thought it must be the onset of dementia: “I 

was very anxious ... I had dementia testing, Alzheimer’s testing. It was happening so rapidly over a 

period of a couple of months where I couldn’t follow a recipe… couldn’t remember actually if I’d put 

that ingredient in… I couldn’t rely on myself.” (Kuia, Mar 20) 

Another interviewee described the impact on her life: “I was writing total rubbish that I thought I was 

writing proper words. I could hear my speech was off even if I couldn’t correct it...I definitely was in a 

fog, and definitely I couldn’t think straight […]. I mean, I couldn’t safely drive a car, my hygiene went 

because I couldn’t remember to have a shower.” (Deborah, disabled non-Pacific Tangata Tiriti, Mar 20) 

This same person also reflected on how challenging it has been for her family to accept her disability: 

“It’s been a challenge for them to – as an example, I’ve been saying, I’ve been noticing I haven’t been 

able to write a shopping list, and get groceries. I sort of just go in and buy random stuff occasionally, 

and then go and buy the same random stuff occasionally again, and there’s not really any forethought, 

or planning... I think they’ve been slow to accept that these are real limitations...I think the emotion – 
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My [teenager] won’t want to see her mum’s brain struggling. It’s too painful.” (Deborah, disabled non-

Pacific Tangata Tiriti, Mar 20) 

Additionally, financial worries due to being unable to return to work or having to reduce work hours 

because of extreme fatigue added to peoples’ anxiety. (See also Chapter 13): “I was reduced to five 

hours a week … I couldn’t handle anything more…struggled even with that and would pass out for the 

rest of the day after I’d worked my hours ... reduced my income ... I’d love to extend my hours but 

currently I can’t handle it.” (Wahine, tangata whaikaha Māori, Mar 20) 

Jenene (Ngāi Tahu) noted that an often-asked questions by those experiencing long COVID is: “So, 

what do I do if I can’t go back to work? … ACC won’t cover it. WINZ isn’t covering it … It’s a really, really 

big problem.” (Jenene (Ngāi Tahu), tangata whaikaha Māori, Mar 20) 

For those Tāngata Whenua interviewees who navigated the very beginning of the pandemic as COVID-

19 positive cases, in a time when very little was known about the seriousness of the virus and the 

world was in various states of emergency, it was traumatising. Twelve percent of Tāngata Whenua and 

13% Tāngata Tiriti survey participants with long COVID reported symptoms of Post-Traumatic Stress 

Disorder (PTSD), see Table 21. “I definitely have PTSD from the whole experience, and it’s taken a long 

time to process that …” (Jenene (Ngāi Tahu), tangata whaikaha Māori, Mar 20) 

For two non-Pacific Tāngata Tiriti families, discussions with health professionals have raised the 

possibility of PTSD as a result of their experience of COVID-19. For example, one described: “... I talked 

to a health psychologist. . . and he said, and I agree, he said, ‘I think probably you all have a little degree 

of some sort of PTSD because it was so traumatic’, and it’s definitely still there. My two girls, when it 

comes up it is very, very triggering for them...[Younger daughter], two things for her is that fear of 

going to medical things and even like to the dentist...of course the question gets asked, and she always 

says to me, ‘Please don’t tell them, please don’t tell them that I’ve had COVID’. Then also she was really, 

really fearful, at the time when I was sick, she was totally beside herself because she thought I was 

going to die..She still carries that now...and she was so frightened that she still worries about me.” 

(Sonja, non-Pacific Tangata Tiriti, Mar 20) 

 

NGĀ TUAKIRI I PANONI AI  

ALTERED IDENTITIES 

A number of Tāngata Whenua interviewees noted that one significant impact of long COVID related to 

changed identity: how they see themselves now, when who they once were is there no more. There 

were significant psychological impacts as people adjusted to these new realities. For many, this altered 

sense of identity made them question not only who they now were, but what their roles in life now 

were: “… About three weeks ago, our senior [rugby league] team had a trial game, their physiotherapist 

was away…they [rang] me, ‘Do you think you could come and give us a hand tomorrow?’ … on a six-

minute walk ... I stopped four or five times; I was absolutely knackered…[Got] home that night … seven 

o’clock I was in bed … [going] from being that very active person, to suddenly realising that your body 

[is] saying, ‘No, no, no, you need to slow down, you can’t do this anymore’ has been hard …” (Whaea 

(Tainui, Ngāpuhi), Oct 21) 
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For this whaea, realising she could not do the things she was so used to doing before contracting 

COVID-19, was “one of the hardest things” to accept. But it also forced her and her husband of more 

than 40 years to re-evaluate their lives. Their traumatic experiences with COVID-19 had brought into 

sharp focus the things they felt were important, and those things they felt were not. 

Another Tangata Whenua interviewee, a kaumātua, explained just how significant the impact of long 

COVID symptoms were on her role as a kaiwhatu. She had “been teaching ... for forty years”. After 

contracting COVID-19, however, she found the raranga wānanga that she was well-accustomed to 

facilitating, as “a lot of mental work”, with her brain feeling “foggy”. The harvesting and cleaning of 

harakeke now took her longer, but she was improving (Kuia, Mar 20). “I can usually clean one plant 

[now]. But if I’m harvesting with someone else, they’ll have done two to three in the time it takes me 

… There was a time probably up until a year ago, I’d sit down to weave [and] I’d have no idea how to 

put it together. . . I didn’t know how to set up the whakapapa, so I couldn’t go anywhere. Just couldn’t 

see it. I would just sit there… That’s only changed … this year; I’m getting back to the level I was weaving 

at prior to March 2020. So, the brain stuff has been huge for me.” (Kuia, Mar 20) 

Some non-Pacific Tāngata Tiriti interviewees living with long COVID had to make major changes in their 

lives, also resulting in changes to their sense of identity. Some now lived with a sense of grief and loss. 

One described this as going from being “a fit and healthy individual” to “completely disabled, 

almost…Not being able to live my life as a normal person anymore”. (Callum, non-Pacific Tangata Tiriti, 

Oct 21)  

Maia talked about the effects on her sense of purpose and looking back to before she had COVID-19: 

“And then your whole sense of purpose and all that sort of thing, it’s just really challenging. It’s 

probably more challenging mentally than it is physically, because if you just accepted it day by day…this 

moment is fine, but if you think about all the stuff you’ve lost and the fears for the future, that’s where 

it gets really tough …” (Maia, non-Pacific Tangata Tiriti, Sep 20) 

Leah was trying to look forward: “I think we just have to accept this is our new normal, which is kind of 

sad…You adjust to it. It's almost like you forget what it was like beforehand, really. You sort of think 

this is what it is now. We try not to let it stop us as much as possible. We still go and do stuff. We test 

our limits…We have to not let it beat us. Definitely that resilience word again.” (Leah, non-Pacific 

Tangata Tiriti, Apr 20) 
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TE RAPU WHAKAUTU 

SEARCHING FOR ANSWERS 

Survey participants reported difficulties in getting adequate information or care from their health 

professionals. Many reported not being listened to or understood, and others reported that doctors 

seemed to have a lack of information or be misinformed, such as thinking people with long COVID 

were still contagious. About a third of Tāngata Whenua and Tāngata Tiriti reported not being referred 

to specialist, and some specialist referrals not being accepted (Table 27).  

Table 27: Lack of support from health professionals for people with long COVID 

 Te Tangata 
Whenua 

Tāngata Tiriti 

I did not feel listened to  12 (48%) 77 (45%) 

I did not feel understood  12 (48%) 89 (52%) 

My doctor didn’t know what to do next  8 (33%) 79 (47%) 

My doctor didn’t recommend or provide wrap around 
support  

8 (33%) 86 (52%) 

My doctor thought I was still contagious, even months 
later  

2 (9%) 17 (10%) 

My doctor did not refer me to a specialist  7 (29%) 63 (37%) 

My specialist referral was not accepted  2 (8%) 8 (5%) 

 

Interviewees recognised that much is new and unknown, but they wanted their doctors to be proactive 

about finding out more about long COVID. Leah (non-Pacific Tangata Tiriti, Apr 20) lauded her GP for 

doing this, “constantly trying to find out and keep up with what’s happening overseas to try and get 

ahead of it, so that he can put people’s mind at ease.” On the other hand, Maia (non-Pacific Tangata 

Tiriti, Sep 20) had had to do her own research and when she asked her GP about a possible treatment, 

the GP “said she will look into it, but she hasn’t…It has affected my trust in the medical profession.”  

In the absence of professional support, some Tāngata Whenua interviewees have resorted to spending 

a lot of money and energy doing their own research and seeking out solutions. 

“I’ve worked a lot with an osteopath over the last two years ... if I could see him every morning when I 

got up, that would be great because I certainly do feel better.” (Kuia, Mar 20) 

“[I have spent] …-loads on vitamins and supplements to try and better my own … I know a lot of people 

in that long COVID [Facebook support] group are paying for their own health investigation…” (Wahine, 

tangata whaikaha Māori, Mar 20) 

Interviewees sought explanations for symptoms of long COVID from sources outside of GPs because 

of their dissatisfaction with health professional responses. Interviewees understood that long COVID 

was relatively new, and researchers were “still trying to work [it] … out” (Wahine, tangata whaikaha 

Māori, Mar 20), but they expressed frustration by what appeared to be inadequate investigations of 

symptoms: “The times that I have gone to the GP or the only times where I’ve sought help it’s been 

your stock-standard, ‘Well you just need to rest, take it easy, don’t exercise too much.’ Everything I’ve 
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done for my health there’s been no investigation…It’s all just me trying to…research what would put 

me in the best position to battle fatigue …” (Wahine, tangata whaikaha Māori, Mar 20) 

“…would be awesome if there was something like a clear treatment or identification plan … ” (Wahine, 

tangata whaikaha Māori, Mar 20) 

The ever-evolving symptomology of long COVID has been cause for concern; concern that several long-

term sufferers were willing to contribute time and energy into investigating: “I would be willing to help 

fund a little bit… but I don’t know what they all cost or who to go to. I’ve asked my GP already and 

they’re like, ‘Well you just see how you go.’ I don’t know a way forward, I have no direction … if COVID 

is around for a long time and the population with long COVID keeps growing, then you’re going to have 

so many people like me … it’s going to end up costing health care hugely…” (Wahine, tangata whaikaha 

Māori, Mar 20) 

 

NGĀ WERO ME NGĀ RŌPŪ TAUTOKO  

CHALLENGES AND SUPPORT GROUPS  

People with long COVID experienced significant challenges during the pandemic. A high proportion of 

survey participants agreed with a statement of “not knowing when it would end”, feeling scared, and 

not being able to get good information about vaccines for people with ongoing symptoms (Table 28).   

Table 28: Concerns among people with long COVID 

 Te Tangata 
Whenua 

Tāngata Tiriti 

I was unable to get tested to know for sure if I have had 
COVID-19  

4 (16%) 46 (27%) 

I didn’t know who to ask for help or support  14 (56%) 66 (39%) 

I asked for help but did not get any help or support  9 (36%) 60 (36%) 

I was scared after being diagnosed and unsure what to do 
next  

12 (48%) 74 (44%) 

I do/did not know when it will/would end  15 (63%) 129 (78%) 

I cannot get good information about vaccines for people 
with ongoing symptoms (long COVID)  

13 (57%) 69 (42%) 

 

In the light of this lack of information and support, many people turned to peer support. Several 

Tāngata Whenua interviewees sought support from online groups. It took one, a kuia, six months to 

find online support that worked for her, but she described the result as “the best thing possible” (Kuia, 

Mar 20). One of the online support groups she belonged to was international and most participants 

experienced long COVID. Included in the group are people like herself, who have contracted COVID-

19 more than once: “So, 1) I get the validation that you’re not the only person going through this; and 

2) hearing about what other people have available to them to support their recovery and what’s 

working … I try and ZOOM with them once a week … a few of us, maybe two or three … have had COVID 

twice … one woman there who’s had it three times.” (Kuia, Mar 20) 
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Other Tāngata Whenua interviewees referred to the support they received from the Facebook group 

‘New Zealand Long Covid Support Group’, established by Jenene Crossan to provide emotional support 

for anyone in Aotearoa who experienced symptoms of COVID-19 for more than two months following 

infections: “[My wife] keeps an eye on that young lady on Facebook that started the Long-COVID 

Support Group, on there …” (Koro (Ngāpuhi), Mar 20) 

Some non-Pacific Tāngata Tiriti had also found long COVID support groups helpful: “[long COVID 

support group] you’re talking with people who understand, you feel like you’ve got a purpose, you’re 

helping. So, the online space is really important, I think. Well, it has been very helpful for me.” (Maia, 

non-Pacific Tangata Tiriti, Sep 20) 

Others did not find such groups worked for them: “I have been [part of a long COVID support group] 

for about 18 months…I ended up removing myself from it…I found it a platform to vent. I didn’t find it 

supportive… [If there was more] information rather than opinions it would have been better.” (Ursula, 

disabled non-Pacific Tangata Tiriti, Mar 20) 
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NGĀ RATONGA O ĀPŌPŌ AKE NEI  

FUTURE SERVICES  

“It was always about the prevention and the stopping of the spread. It was never about the 

people who actually have the virus and how to make sure that they are OK ... that’s always 

felt very obvious to me that it’s been missing that piece.” 

Jenene (Ngāi Tahu), tangata whaikaha Māori, 

Contracted COVID-19 in March 2020 

Survey participants had constructive ideas about what matters to people with long COVID, and how 

care for people with long COVID could be delivered in the future. The statements with which most 

agreed were acknowledgement that we do not know enough about long COVID or how to treat it, 

clear clinical pathways (including access to specialists), a long COVID clinic, better communication on 

what to do next and better informed doctors who can help with a path to improvement, see Table 29. 

Table 29: Proportion of people with long COVID who agree with what additional care or support 

would be useful 

 Te Tangata 
Whenua 

Tāngata Tiriti 

A confirmed diagnosis (for those who couldn’t get a test, or had 
a negative test)  

16 (57%) 109 (67%) 

Better communication on what do to next  24 (89%) 127 (83%) 

More information on where to get help  22 (85%) 112 (73%) 

More information on what I can do to support myself  21 (81%) 124 (75%) 

Better informed doctors who can help with a path to 
improvement  

22 (81%) 141 (85%) 

Better information that doctors could provide employers  16 (59%) 104 (65%) 

Acknowledgement that we do not know enough about long 
COVID, or how to treat it  

26 (96%) 148 (89%) 

Clear clinical pathways for patients with long COVID  26 (96%) 154 (92%) 

A long COVID clinic  24 (89%) 141 (85%) 

Access to specialists via a clear pathway  25 (93%) 139 (84%) 

A health navigator/public health coordinator to ensure I get the 
care I need, when I need it  

23 (85%) 134 (81%) 

Financial assistance packages  23 (85%) 101 (62%) 

Home support  21 (78%) 87 (54%) 

Wrap around support, including health, psychological and social 
support  

25 (93%) 126 (77%) 

Note: not all people answered each question; percentages are calculated from the number of people who 

answered each particular question. 

Interviewees with ongoing symptoms of COVID-19 also desperately wanted to know what was 

happening to them and what could be done to help them. They spoke of being scared of the unknown. 

They wanted to be heard. And they wanted to be believed. 

The experiences of contracting COVID-19, and all that has meant over the last two and a half years in 

Aotearoa – including isolation from whānau, absence from tangihanga, changing of tikanga, fear of 
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death, changes in identity, immense uncertainty, increased hardship and massive stress – has left 

those Tāngata Whenua with long COVID with many questions needing answers. 

“I am starting to improve but it’s just having that diagnosis … I think it needs to be recognised that long 

COVID is around, and don’t make it so hard to be diagnosed.” (Whaea Mona-Maree, tangata whaikaha 

Māori, Jul 20) 

“… I think helping us to understand what is actually going on with our bodies [would help]. I know 

people are still trying to work that out but actually investigate it … we know now that it can affect your 

brain, your lungs, your heart … but I have no idea how to actually find out what’s going on so that I can 

try and better myself….” (Wahine, tangata whaikaha Māori, Mar 20) 

Jenene (Ngāi Tahu) (tangata whaikaha Māori, Mar 20) implored that there be a paradigm shift in focus 

on COVID-19. She recognised through her own lived experience of contacting COVID-19 that there was 

little in place to help them and that this had also “been the case all the way through when it comes to 

long COVID”. Her vision is for long COVID Clinics that provide every person with “a case manager of 

some description” who affords them “at least a phone call” where they are “able to dialogue” and be 

heard. The idea might be that this is a one-hour assessment that then determines which of several 

pathways the person is directed down. These “patient led...” clinics would provide “wraparound care” 

to support those navigating long COVID. The focus would not be just on health care, but on wider 

aspects of wellbeing, such as financial wellbeing. 

“… there’s no doubt about that whatsoever. It’s got to start from the patient… This actually needs to 

be led from the patients and then bring the doctors into it as required … if we don’t do that, then we’re 

constantly going to be creating something that is probably bureaucratic and potentially clinical; and 

then missing those really vital emotional elements, support mechanisms …” (Jenene (Ngāi Tahu), 

tangata whaikaha Māori, Mar 20) 

The potential benefits of this approach were also identified: “… people will drop back out of the system 

faster because they’ve now … been looked after”. (Jenene (Ngāi Tahu), tangata whaikaha Māori, Mar 

20) 

One Pasifika interviewee noted the importance of more attention being paid to providing care for long 

COVID: “Having medical professionals sort of aware that this is a real thing and that it needs to be 

taken seriously… there needs to be some sort of acknowledgment of long COVID symptoms, and ideally 

funding for that…. a lot of people are going to be experiencing difficulties and symptoms long-term, 

and there’s going to need to be an adequate response to that; and that’s going to take resources and 

funding.” (Ali, Pasifika, Mar 20) 

Non-Pacific Tāngata Tiriti interviewees with lived experience of long COVID shared their insights into 

the delivery of services in the future. While Deborah was “pretty positive” about the initial 

management of the pandemic, she was less optimistic with regard to long COVID.: “I’m not positive 

about long COVID…I know they’ve had a lot on, but they will have seen trends from overseas of things 

going pear-shaped with long COVID, six months before us, and they’ve done nothing…So that leaves 

people frightened, alone.” (Deborah, disabled non-Pacific Tangata Tiriti, Mar 20) 

Others noted specific issues relating to future services: “I’m not sure how these long COVID clinics are 

gonna pan out…we’ve got to be careful that they don’t come from a physiotherapy graded exercise 
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therapy perspective. ‘Right come along to the clinic and we’ll talk to you about healthy eating and how 

you do a little bit more every day and you’re gonna get better.’ So, they’ve got to be really based on 

the reality of it and one other thought is sometimes people can’t physically get to clinics so things like 

using ZOOM.” (Maia, non-Pacific Tangata Tiriti, Sep 20) 

“Looking after people’s mental health is going to be really important, but also financially and in a 

practical sense. There are going to be people who can’t clean their houses, there are going to be people 

who have children that are running around with their nappies hanging off, and there’s going to be the 

need for some practical help…but also financially.” (Maia, non-Pacific Tangata Tiriti, Sep 20) 
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15 KUPU WHAKATEPE 

 CONCLUSION 

 

The impact of the COVID-19 pandemic has had far reaching consequences, differentially impacting 

people with poorer pre-existing health, financial and social capital. Beyond these internationally felt 

effects, we have demonstrated the impacts of having had COVID-19 in Aotearoa, across a range of 

domains, including health, social, cultural, spiritual and financial. The report details the experiences of 

many who had COVID-19 in 2020 and 2021 and demonstrates that the impacts of getting COVID-19 

have been substantial. It also clearly sets out the disproportionate impacts for particular populations 

who faced more challenges than others, and points to ways in which future pandemic responses might 

improve, particularly in relation to more appropriate responses for Te Tangata Whenua, including 

tāngata whaikaha Māori, for Pasifika peoples, and for disabled Tāngata Tiriti. 

The recommendations that we make are actions that government agencies can take to mitigate these 

impacts, both among people who are still impacted by having had COVID-19 and among those who 

may be impacted in the future, either by COVID-19 or other emerging infectious diseases. 
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