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with Lived Experience of Disability
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ndigenous scholars and others have highlighted the increased risks to Indigenous

Peoples of the adverse impacts of the COVID-19 pandemic, and related calls to action
have been made.! Additionally, people with lived experience of disability are at increased
risks due to underlying health conditions and increased exposure to COVID-19 in
community care settings and they encounter issues of equity in access to and quality
of health care.2 However, little attention has been given so far to the impacts of the
COVID-19 pandemic on Indigenous Peoples with lived experience of disability and
their communities. This pandemic, and the subsequent health systems responses, have
brought into sharp focus the longstanding inequities for Indigenous populations. Also
evident is the importance of Indigenous voices in health and disability system design
and decision making, as the pandemic has seen the emergence of new mechanisms that
have the potential to contribute to inequities such as frameworks for resource rational-
ization that are entrenched with negative views of ethnicity and disability.

Some may find the idea of leaving decisions about access to care in potentially life
or death situations to chance a somewhat arresting proposition. However, what
should be alarming . .. and prompt an immediate call to action, is that our society
is structured in such a way that for some people, a toss of a coin offers the best
odds of a fair, equitable outcome.

—Donna Cormack, Decision-making in Healthcare:

Values, Ethics and Colonial Myths
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As Indigenous Maori and tangata whaikaha (Maori with lived experience of disability
including their whanau/extended family) of the nation-state known as New Zealand,
we are deeply worried about the impacts of the COVID-19 pandemic on the health and
well-being of tingata whaikaha and other Indigenous Peoples with lived experience of
disability. In raising our concerns, we invoke intersectionality as an approach by which
we highlight the significant issues tingata whaikaha face regarding the COVID-19
pandemic. Scholars have theorized the concepts of double jeopardy and multiple jeop-
ardy to illustrate the multiplicative impacts that occur as a result of numerous forms of
oppression, including (but not limited to) indigeneity, “race”/ethnicity, disability, gender,
sexuality, class, and religion.> Stemming from the knowledge and social justice projects
of Black, Indigenous, Asian American, Indo Canadian, Chicanx, and other Latinix
feminist activists and scholars,* intersectionality—experiential reality dynamically shaped
by multiple, complex, intersecting, and interdependent systems, structures, and axes of
power, privilege and oppression5—has “variously been framed as an approach, a research
paradigm, a social literacy, an ideograph and an idea, and a field of study."®

Research highlights that the lived experience of disability for Indigenous Peoples
is considerably different to that of non-Indigenous Peoples.” Indigenous Peoples
experience “additional and diverse historical and contemporary impacts of disablement
arising from colonization, societal discourses about racism, subjugation and dysfunc-
tion that are in themselves disabling.”® As scholars point out, “cultural diversity and
social inequality are often ignored or downplayed in disability services. Where they
are recognized, racial and cultural differences are often essentialized, ignoring diversity
within minority groups and intersectionality with other forms of oppression.” For
tingata whaikaha in New Zealand, disablement occurs secondary to being excluded by
a society that “takes no account of their culture, identity or the meanings that Maori
themselves give to disability ... Maori have been disabled through deficit theorizing
and assimilatory . .. practices that have marginalised and excluded Maori from their
own knowledge base, language, cultural values, and practices.”10

In this commentary, we draw upon intersectionality as an analytical tool for
understanding how the adverse impacts of the COVID-19 pandemic are likely
to be compounded for tingata whaikaha. In doing so, we choose to use the term
“tangata whaikaha” when referring to Miori with lived experience of disability and
their “whanau” (extended family), while acknowledging that Miori use a range of
other terms to describe their own lived experience of disability. Lastly, we highlight
the urgent requirement to reject current universal approaches with focus instead on
health equity for tingata whaikaha in the New Zealand government’s response to the
pandemic, proposing a “call to action” framework.

COMPOUNDED IMPACTS OF COVID-19 FOR TANGATA WHAIKAHA

Intersectionality analyzes the means by which “intersecting power relations influence
social relations across diverse societies as well as individual experiences in everyday
life”1* Scholars note that “power relations of race, class, and gender, for example, are
not discrete and mutually exclusive entities, but rather build on each other and work
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together.”12 Within the context of the COVID-19, intersectionality has been declared
an essential requisite for an equitable public health approach to the COVID-19
pandemic.l3 In their call for intersectionality-informed approaches,!# scholars empha-
size how the pandemic “will differentially impact individuals by interacting and
overlapping with context-specific drivers of vulnerability and marginalization”15

For Maori and for people with lived experience of disability in New Zealand, all
of the issues described in the following sections are summative in their contribution
to worse impacts for tingata whaikaha, secondary to an interconnection of the risk
factors described occurring within current systems, structures, and axes of power,
privilege, and oppression. As scholars reiterate, such “processes are historically rooted
in structures of privilege and oppression shaped by patriarchy, structural racism,
xenophobia, colonialism, imperialism, homophobia and ableism.”*6 Maori compared
with non-Maori have a higher prevalence of disability (24% compared with 16% in
2013), have a higher proportion of disability across all age groups, and experience less
privilege across almost all socioeconomic indicators.!”

The adverse impacts of the COVID-19 pandemic and the inequities occurring for
Indigenous Peoples have been reported globally.!8 In New Zealand, Maori are likely
to experience disproportionate adverse impacts from the COVID-19 pandemic, with
regard to severe illness and death in the event of community transmission and from
the broader impacts of the pandemic.!® These increased risks are related to social
determinants of health equity that drive inequitable outcomes—those associated with
increased transmissibility of communicable diseases, for instance, such as household
crowding.2? Additionally, Miori are more likely than European ethnic groups to have
underlying health conditions related to serious illness and death from COVID-19,2! are
more likely to develop these comorbidities at a younger age, and are more likely to have
multiple comorbidities,?2 where a higher number of comorbidities has been found to be
associated with higher risk of intensive care unit (ICU) admission and/or mortality.23
In addition, Maori experience differential access to high-quality healthcare.2¢

These significant inequities are driven by racism existing across the New Zealand
health and disability system, including implicit and explicit racial/ethnic bias against
Miori at the level of the health practitioner. As a result, scholars highlight that Maori
are likely to experience a number of adverse health impacts of COVID-19, including
increased risks of undetected COVID-19 cases, in addition to intensification of
current inequities as a result of overstretched health and disability services.2s Other
concerns relate to the disproportionate impacts of social/physical distancing provi-
sions and “shut down” requirements, causing disruption to collectivist cultural/social
norms and practices and suspension of key cultural practices—for instance, tangi-
hanga (Miori cultural practices around death)?—and importantly, the restrictions on
Indigenous leadership. This was demonstrated by the lack of any Miori taking part
in the New Zealand government’s public daily briefings on COVID-19 as part of its
national public relations campaign.?’

As has been noted with regard to Indigenous Peoples, evidence indicates that
people with lived experience of disability are also at increased risk of severe illness and

death from COVID-19 due to evidence of higher prevalence of underlying chronic
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health conditions associated with adverse morbidity and mortality outcomes from
COVID-19.28 Tangata whaikaha over twenty-five years of age are more likely to have
diabetes, stroke, and cancer, and are more likely than non-Maori with lived experience
of disability to be admitted to hospital for cardiovascular diseases such as high blood
pressure and ischemic heart disease,?® comorbidities which are associated with severe
illness and death from COVID-19. Tangata whaikaha experience higher proportions
of unmet need compared with non-Miori with lived experience of disability, including
access to health professionals and special equipment, and are likely to have lesser access
to disability support services.3® Research also indicates that tingata whaikaha experi-
ence substantial barriers to healthcare such as time to appointment, cost, and location,
with particular impacts for tangata whaikaha who live in rural areas.

In New Zealand, inequitable access to personal protective equipment (PPE) for
home and community disability care and support workers, and lack of community-
specific guidelines regarding use of PPE have been reported for people with lived
experience of disability.3! Other significant concerns include inequitable access to PPE,
barriers to carrying out daily living in the community for people who may be reliant on
family, friends and/or caregivers, and risks of neglect and/or seclusion and/or restraint
against people living in institutions. People with lived experience of disability inter-
acting with the health and disability system have reported higher levels of unmet need
and decreased access to health care. Lack of access to real-time information accessible
in all modes and formats (for instance, online as well as non-digital, inclusive language
and Easy Read, Braille, and Sign Language), has also been reported.

Further concerns relate to the overrepresentation of people with lived experience
of disability in population groups reported to have increased risk of severe illness
from COVID-19—for instance, lower socioeconomic status, living in institutions or
residences and prisons, and houselessness.3> People with lived experience of disability
who are incarcerated are at increased risk of COVID-19 infection. People with lived
experience of disability are reported to be overrepresented in the prison population,
particularly those with lived experience of learning/intellectual disability.3* Similar to
the situation for many Indigenous Peoples internationally, Miori are overrepresented
in prison populations and are at increased risk of contracting the illness due to unhy-
gienic overcrowded living conditions and less access to high-quality healthcare.’s

In addition to the inequities between tingata whaikaha and non-Miori with lived
experience of disability, there are inequities within tingata whaikaha groups because
of differential government responses to impairments depending upon their cause,
such as accidental injury versus non-injury-related impairments, for example.36 Within
the Miori population, inequities also exist for tingata whaikaha compared to Maori
without lived experience of disability. Among disproportionate impacts, people with
lived experience of disability are more likely to have lower household income and less
likely to have secure employment. For instance, tingata whaikaha are less likely to be
in the labor force than Maori without lived experience of disability, and those tingata
whaikaha who are in the labor force have higher rates of unemployment than Maori
without lived experience of disability. The NZ Disability Rights Commissioner has
raised concerns that people with lived experience of disability in NZ are likely to be
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hit hard by the adverse impacts of the pandemic on employment.?” In addition, tingata
whaikaha are more likely to have lower incomes than Maori without lived experience
of disability.38

It has been reported in New Zealand that Maori are almost twice as likely as
non-Miori to have experienced any type of racial discrimination.?® However, experi-
ence of discrimination is more common among tingata whaikaha Maori than it is
for Miori without lived experience of disability. For example, 23 percent of tingata
whaikaha have reported having experienced discrimination in the past 12 months,
compared with 13 percent of Maori without lived experience of disability.*® There
are also the potential increased risks of gender, sexual, intimate partner, and domestic
violence against people with lived experience of disability. Additionally, lack of access
to resources supporting education online in the event of disrupted schooling (for
instance, Internet access and accessible materials and equipment) is more likely to
occur for children and young people with lived experience of disability, who are already
more likely to be excluded from education.*!

Inequitable impacts from the COVID-19 pandemic for tingata whaikaha are likely
to be exacerbated by universal approaches to service provision that encompass the New
Zealand government’s public health response. Within the context of New Zealand
health and disability services, scholars (including tingata whaikaha) have highlighted
the “tendency for dominant cultures in any country to assume that their mainstream
health care services are somehow acultural—a kind of tabula rasa (ie., a neutral plat-
form) for the fair and equitable provision of treatments and interventions for all people
that they serve2 However, tingata whaikaha experience significant barriers to acces-
sible versions of COVID-19 information developed by the New Zealand government,
such as information in te reo Miori (the Miori language), in Easy Read, Braille, and
Sign Language. Any communication-related barriers are likely to be amplified in situa-
tions of isolation during periods of “shut down” and in cases of disrupted and/or new
connections as a result of new caregivers and/or provider agencies.

Historically, the aspirations and needs of tingata whaikaha have not been
prioritized,® resulting in limited preexisting relationships between the government
and tingata whaikaha communities to draw upon, and a paucity of existing Miori-led
disability service providers to address COVID-19 impacts for tingata whaikaha in
culturally safe ways.* For instance, of a total of about 980 disability service providers
across the entire country, only thirty-three are Maori-led.*> Moreover, the New Zealand
Ministry of Health’s “Initial COVID-19 Miori Response Action Plan,” published in
April 2020, makes no mention of tingata whaikaha and their communities.* When
updated in July 2020, tingata whaikaha were mentioned only four times.*’

THE URGENT REQUIREMENT FOR BOTH HIGH QUALITY REAL-TIME
ETHNICITY AND DISABILITY DATA

The World Health Organization has reported there are over a billion people with
lived experience of disability worldwide,* although the number of Indigenous Peoples
with lived experience of disability is still unclear due to a lack of high-quality data.
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Considerable concerns have been raised about the paucity of disability data to enable
accurate monitoring of the impacts of COVID-19. Scholars point out that without
disability data, the impacts of the pandemic on people with lived experience of
disability continue to be largely unknown,* stating that, “lack of data perpetuates the
exclusion of disabled people from discussions of health equity and policies that are
data driven.s® In alignment with other Indigenous scholars,5* Miori scholars within
New Zealand have also promoted the urgent need for high quality ethnicity data and
rapid analysis, real-time modeling, and dissemination of COVID-19 data in order to
monitor impacts of the pandemic, to inform public health policies, and to intervene on
behalf of Maori.5

Similar to issues with data collection internationally, the New Zealand govern-
ment relies on smaller sample surveys of disability data (such as the Statistics New
Zealand Disability Survey) to measure the prevalence of disability, rather than
utilizing population-level data to do so. The Washington Group Short Set questions
have been introduced to the most recent 2018 New Zealand Census.5> However,
rather than measuring prevalence, they are used as a variable for comparative outcomes
by population subgroups, and, significantly, have not been designed by, with, and
for Indigenous Peoples with lived experience of disability.5* In New Zealand, the
government conducted a Disability COVID-19 survey during April and May 2020 in
order to understand the impacts of the pandemic on people with lived experience of
disability.5> However, this survey had a limited focus on tingata whaikaha, with survey
reports not including disaggregation by ethnicity. Raw survey data (that did include
ethnicity data) was not disseminated in accessible formats for tingata whaikaha and
their communities. Again the aspirations and needs of tingata whaikaha for high
quality data in order to utilize to address existing and exacerbated inequities were
marginalized.

Information on COVID-19 cases is now disaggregated by ethnicity, but not by
disability.56 The authors approached New Zealand health agencies in May 2020
requesting information about the numbers of COVID-19 hospitalizations and deaths
disaggregated by ethnic groups, and by disability. While most (but not all) health
agencies could provide some of the data by ethnicity, no agency was able to supply
information about hospitalizations or deaths by ethnicity as well as disability. The
government’s universal approach to COVID-19 monitoring, and the resultant paucity
of data responsive to the aspirations and needs of tingata whaikaha and their commu-
nities during the pandemic, is of significant concern.

HARMS AMPLIFIED FOR TANGATA WHAIKAHA: PRIORITIZATION TOOLS
IN THE ALLOCATION OF “SCARCE” RESOURCES DURING THE COVID-19
PANDEMIC

The United Nations have raised concerns around the development of discriminatory
tools in the allocation of resources during the pandemic, emphasizing that such tools
“reveal medical bias against persons with disabilities concerning their quality of life
and social value. For example, triage guidelines for allocation of scarce resources with
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exclusion criteria based on certain types of impairment, having high support needs
for daily living, ‘frailty, chances of ‘therapeutic success, as well assumptions on ‘life-
years’ left should they survives” Prioritization tools for ICU triage have been heavily
critiqued for their potential to discriminate against population groups who already
experience multiple forms of oppression.’® In response to the proliferation of such
tools, disability rights organizations and individuals with lived experience of disability
in the United States have filed complaints with the Office for Civil Rights (OCR) at
the Department of Health and Human Services. In April 2020, the OCR intervened
in Alabama, resulting in the withdrawal of its crisis standards of care policy, which
had specified the denial of ventilators to people with lived experience of learning/
intellectual disability.

Others have critiqued the general lack of transparency and public engagement
around the development of prioritization tools, such as those used in intensive care
unit (ICU) triage within the context of pandemics.®® They observe how communities
potentially impacted by the prioritization tools had little awareness of their existence,
nor had they the opportunity to be involved in their development. Instead, the tools
“had been hashed out by professionals who, by dint of being professionals, could be
expected to share many relevant values and implicit biases. The protocols themselves
often gave lip service to the ethical duty to solicit public input.”s! Additionally, scholars
point out such tools are neither objective nor neutral with regard to the values that
underpin them. Use of algorithms, for instance, “provide no inoculation against bias;
on the contrary, they may not only embed the prejudices of their architects, but also
amplify and transform them into systemic biases.”s2 Instead of being value-free, they
are value-laden.63

Other scholars point out that situations of scarcity are a consequence of the
overwhelming lack of pandemic preparedness and responsiveness and poor leadership,
with the resultant burden falling upon population groups who already experience
discrimination within societies.5* In the context of withholding of ICU support for
people with lived experience of disability who have COVID-19, they observe that
situations of scarcity do not derive from “natural fact” but are instead a direct result of
decisions made by society. For instance, the “decision to fail to maintain an adequate
stock of ventilators to serve all patients who would need them if a pandemic breaks
out. . .[and] once a pandemic breaks out, to use patients’ pre-existing disabilities as a
basis for denying them the use of those devices.’s5

Similar algorithm-based tools for the prioritization of resources are being devel-
oped in New Zealand (specifically within the context of ICU triage),5 but have also
been suggested for use within other situations such as COVID-19 vaccination.5” Te
Mana Raraunga (the Maori Data Sovereignty Network) emphasize how in colonial,
racist societies it is “highly likely that algorithms will produce racialised inequities.”s8
Miori scholars further point out that as “colonial, racist, capitalist conditions of our
society are reflected in the racialised distribution of the determinants of health and in
health inequities. . . . to then use these same criteria to make decisions about access to
potentially life-saving healthcare, is a doubling-down on racism and ableism.’s
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Thus, prioritization tools not underpinned by equity that are then used to make
decisions about access to ICU ventilators or vaccinations will increase the likelihood
of inequitable outcomes for population groups who already experience multiple forms
of systematic and structural oppression. Miori scholars note such tools will “reproduce,
not disrupt, colonial, racial logics. . .. To do otherwise would require radical and
fundamental rethinking and restructuring of systems and resources—a commitment
to which has not been demonstrated by the [New Zealand] government.’70

For tingata whaikaha and other Indigenous Peoples with lived experience of
disability, colonization, colonialism, racism and ableism have resulted in a higher
burden of comorbidities?! that are likely to be associated with severe illness and death
from COVID-19.72 Therefore, prioritization tools designed to measure the severity of
the disease when it first presents and include comorbidities as predictors of mortality
will likely result in reduced access to ICU ventilators, vaccines, and necessary resources
for tingata whaikaha and other Indigenous Peoples with lived experience of disability.

A CALL TO ACTION

In this commentary, we have used intersectionality as an analytical tool to provide
an understanding of how tingata whaikaha are at markedly increased risk from the
wider adverse impacts of the pandemic. Indigenous scholars point out however, that
“despite the marginalization of Indigenous Peoples in countries’ COVID-19 responses,
Indigenous communities are instituting their own measures in the presence of universal
approaches to managing not only the spread of COVID-19 but in addressing the
needs borne out of poverty, housing and food insecurity."”? Tangata whaikaha continue
to develop and enact strategies of resistance to COVID-19, and to the impacts of the
global pandemic on their loved ones and communities.

We declare a call to action for the New Zealand government to honor its obliga-
tions to te Tiriti o Waitangi (Maori version of the Treaty of Waitangi). Government,
in genuine partnership with tingata whaikaha and their communities, must work to
protect and promote the health and well-being of tingata whaikaha, and ensure equi-
table outcomes for tingata whaikaha during, and beyond, the COVID-19 pandemic.
As others have done before us, we stress that equity is neither an add-on nor a retro-
fit.74 Equity must be embedded from the outset in the New Zealand government’s
policy, program and intervention responses to the COVID-19 pandemic, and mecha-
nisms must be adequately resourced that will allow tingata whaikaha to participate
in genuine partnerships with the Crown and agencies in designing, implementing,
and evaluating these responses. We call for action to embed long-term change,
which, beyond the COVID-19 pandemic, gives full expression to the Indigenous and
disability rights of tangata whaikaha contained within the United Nations Declaration
on the Rights of Indigenous Peoples and the Convention on the Rights of Persons
with Disabilities.”>

We propose a framework for action that realizes tingata whaikaha rights articu-
lated under te Tiriti o Waitangi and international human rights instruments, and is also
informed by a “moral and practical compass” to navigate the impacts of the COVID-19
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pandemic outlined by Camara Jones.”s The framework comprises four elements. These
are: (1) guaranteeing self-determination for tingata whaikaha; (2) addressing all forms
of racism, ableism and other structural forms of oppression; (3) rectifying historical
injustices including those associated with colonization and colonialism; and (4) allo-
cating resources for the COVID-19 pandemic and beyond in alignment with need.
Self-determination necessitates that states observe Indigenous rights, the rights of
people with disabilities, and state-specific obligations to Indigenous nations. In New
Zealand, this means honoring the commitments outlined in te Tiriti o Waitangi,
ensuring that tingata whaikaha exercise self-determination in the design, delivery,
monitoring, and evaluation of the COVID-19 response. At its heart, this requires that
the COVID-19 (and any future pandemic) response reject universal approaches that
pay no heed to achieving equity. Decision making regarding the COVID-19 response
must occur in genuine partnership with tingata whaikaha and their communities and
be centered on achieving equity for all population groups. Self-determination also
extends to the rights for Indigenous Peoples to be, or to remain in voluntary isolation””
and to make their own decisions about how to safely observe Indigenous cultural
practices—for instance, practices around death such as tangihanga—even at times
of state restriction on movement and gathering. To adhere to the principle of self-
determination means that government decision-makers must ensure tingata whaikaha
are in roles that oversee responses to the impacts of the COVID-19 pandemic.

Addressing all forms of racism, ableism and other structural forms of oppression
requires governments, their agencies, and health and disability providers to design,
develop, and implement anti-racist and pro-equity policies, programs, and inter-
ventions that protect tingata whaikaha and other Indigenous Peoples with lived
experience of disability from the impacts of COVID-19. In addition, health practi-
tioners are ethically required to demonstrate critical thinking when it comes to the
rationing and prioritizing of resources—for instance, use of racist, ableist, and other
discriminatory prioritization tools for ICU ventilators potentially might cause real
harms for tingata whaikaha and other Indigenous Peoples with lived experience of
disability. This requires cultural safety at practitioner, organizational, and system levels
and—as a fundamental element of eliminating inequities for tingata whaikaha and
other Indigenous Peoples with lived experience of disability—requires that health
practitioners are “prepared to critique the ‘taken for granted’ power structures.”78

Rectifying historical injustices, including those associated with colonization and
colonialism, requires decision makers to understand the root causes of inequities for
Miori, and for tingata whaikaha specifically. Historical injustices that result in the
marked inequities experienced by tingata whaikaha are evidence of breaches of te
Tiriti o Waitangi.” Maori scholars have proposed twelve projects that are necessary
to improve Indigenous health that align with individual and collective Indigenous
rights.80 Rectifying injustices thus align with “the right to truth-telling about colonial
history and its effects, the right to reconciliation and a process for setting right of
past grievances [and] the right to recognition of historical trauma and the resources
to heal”8! This requires effective mechanisms for accountability and redress to ensure
government agencies deliver on their obligations to tingata whaikaha.
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Examples of actions aligned with this principle include a ceasing of the detention
and the immediate decarceration of tingata whaikaha from state-run institutions,
including youth justice residences and prisons,$2 noting that many of these institu-
tions have perpetrated or enabled systematized violation of human rights as well as
criminal abuse of tingata whaikaha,®® and providing equitable resource and support
in the community through family and/or informal networks or Miori-led health and
disability service providers. This includes ensuring the option for tingata whaikaha to
access Miori-led health and disability service providers.

Lastly, we call for allocating resources for the COVID-19 pandemic and beyond
in alignment with need. This includes ensuring that high-quality information for
tingata whaikaha in a range of accessible formats is produced; taking immediate steps
to redress the inequities in access to affordable digital technologies (especially assistive
technologies) as a means of communication and connection; and essential equipment
such as PPE is more efficiently and equitably made available to Indigenous People
with lived experience of disability and those providing care and disability supports.
In allocating resources according to need, we explicitly note that by “need” we do not
merely refer to the proportion of current individual (health or disability or welfare)
needs, but also to the structural needs of communities. These structural needs relate
to supporting the development and maintenance of leadership capability and capacity,
collective voice, and mechanisms for effective engagement with, and action by, the New
Zealand government.

There are two critical prerequisites for this framework. First, each agency who
has responsibility for public services must ensure that their policies, practices, and
any services they commission are designed, implemented, and evaluated in genuine
partnership with tingata whaikaha and their communities so that they will meet
diverse aspirations and needs. Second, high quality ethnicity data and disability data
responsive to the epistemological aspirations and needs of tingata whaikaha—for
instance, matauranga (Maori knowledges)84—is required. Underpinned by principles
of Indigenous Data Sovereignty® that include tingata whaikaha governance and
decision-making around government usage of data, rapid analysis, real-time modeling,
and dissemination of data via accessible modes and formats is required in order to
inform, monitor, and evaluate policies, programs, and interventions that address the
impacts of the pandemic for tingata whaikaha.

CONCLUSION
The impacts of COVID-19 have been felt around the world, but the disproportionate

adverse impacts on Indigenous Peoples with lived experience of disability must be
understood. We highlight intersectionality as an essential analytical tool and critical
vantage point by which to achieve this in the era of COVID-19. To deliberately
remedy these adverse impacts, governments must guarantee self-determination for
Indigenous Peoples with lived experience of disability; address all forms of racism,
ableism, and other systems of structural oppression; rectify historical injustices; and
allocate resources according to need. These elements combined necessitate immediate
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action to ensure access to essential resources including PPE and culturally safe,
high-quality health and disability care, as well as the rejection of racist, ableist, and
discriminatory prioritization tools. The impacts of COVID-19 on Indigenous Peoples
with lived experience of disability must be monitored and addressed using real-time,
high-quality ethnicity and disability data.

Governments around the world must now act with renewed urgency to develop
equitable power-sharing structures with Indigenous Peoples with lived experience
of disability. This is not only to mitigate the significant and inequitable burdens of
COVID-19 on their communities, but also to fulfil both the legal (including domestic
legislation, treaties, and international conventions) and moral imperatives they have
to uphold the individual and collective human rights of all Indigenous communities
across the globe.
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