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Abstract 

This narrative summarises historical context, current epidemiology of 
non-communicable diseases (NCDs) in descendants of the Indian in-
dentured labourers (Girmitiya) in Fiji, compares disease burden with 
the indigenous iTaukei population, and outlines the intersecting risks 
from climate change and disability. 

 
 
Historical context 
 

From 1879–1916, large numbers of Indian indentured labourers were 
brought to Fiji to work on sugar plantations. Early mortality during the Girmit 
era was dominated by infectious and perinatal causes; NCDs were uncommon 
or unrecorded in that period. Over the 20th century, dietary, socioeconomic 
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and environmental changes—urbanisation, shifts from agrarian activity to sed-
entary occupations, increased availability of refined carbohydrate and pro-
cessed foods, and intergenerational nutritional transitions—have reshaped 
chronic disease risk among Girmitiya descendants (Lin, 2016). 
 
Current epidemiology: NCDs at epidemic levels 
 

By the late 20th and early 21st centuries, NCDs became the dominant 
cause of adult morbidity and mortality in Fiji. Diabetes mellitus, ischemic heart 
disease, stroke and chronic kidney disease together account for a large share of 
premature mortality. National data indicate that approximately three‑quarters to 
four‑fifths of adult deaths in Fiji are attributed to NCDs, with diabetes and car-
diovascular disease among the leading causes (World Health Organization, 
2024; Fiji Ministry of Health and Medical Services, 2023). 

Longitudinal and population surveys have consistently found higher 
prevalence and earlier onset of type 2 diabetes and related conditions among 
people of Indian descent in Fiji when compared with the indigenous iTaukei 
population. Analyses of survey series from 1980–2011 projected substantially 
higher diabetes prevalence among Indian men and women by 2020 compared 
with iTaukei counterparts, reflecting both higher baseline prevalence and faster 
increases among Indian women in particular (Morrell, et.al., 2016; Zimmet, 
1983). 

More recent mortality and cause‑specific analyses confirm ethnic differ-
ences in NCD outcomes, with people of Indian ethnicity experiencing a dis-
proportionate burden from diabetes and ischemic heart disease in adult age 
groups (Dearie, 2024). 

 
Age of onset and disability 
 

A worrying feature of the epidemiologic transition is younger age at on-
set for many NCDs among Girmitiya descendants. Earlier onset of diabetes and 
hypertension increases lifetime exposure to hyperglycaemia, accelerates devel-
opment of microvascular (retinopathy, nephropathy, neuropathy) and macro-
vascular complications and raises risk of premature disability. As a result, in-
dividuals develop loss of productive years, increased needs for long‑term care 
and higher household catastrophic health expenditures—impacts that are mag-
nified in lower‑resource settings where specialist services (e.g., dialysis, revas-
cularization, rehabilitation) are limited ((Zimme, 1983; Ibrahim, 2022). 
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Comparative data: Indo‑Fijian vs iTaukei populations 
 

Ethnic comparisons in multiple studies show consistent patterns: while 
both major ethnic groups in Fiji have experienced rising NCD prevalence, In-
dians (the descendants of Girmitiya) typically have higher prevalence of diabe-
tes, a higher age‑standardised burden from ischemic heart disease, and higher 
rates of some cardiovascular deaths, whereas the iTaukei have experienced 
steeper increases in obesity and some female diabetes trends in specific periods 
(Morrell, et.al 2016; Dearie, 2024). The difference is not solely genetic; social 
determinants (urban residence, occupation, dietary patterns), early‑life expo-
sures, and health‑service access interact with ethnicity to produce the observed 
patterns (Morrell, et.al 2016; Sharma, 2023). 
 
Drivers: why are Girmitiya descendants disproportionately affected? 
 
The reasons for the above are numerous. I list some of the main ones. 
 
Intergenerational and early‑life influences: Historical under‑nutrition fol-
lowed by later over‑nutrition is a recognised pathway to insulin resistance and 
cardiometabolic disease  (Lin, 2016; Morrell, et al, 2016). 

 
Dietary transition and urbanisation. Increased consumption of polished rice, 
refined flour, sugar‑sweetened beverages, and processed foods—coupled with 
reduced physical activity—drives weight gain and metabolic disease. 
 
Health system and social access: Inequities in preventive care, health literacy, 
and continuity of chronic disease management lead to delayed diagnosis. 
 
Behavioural and psychosocial factors: Tobacco use, alcohol patterns, and 
stressors related to socioeconomic change contribute to cardiovascular risk. 
 
Climate change, disasters and the nexus with disability 
 

Climate change increasingly amplifies health risks for Pacific popula-
tions, including people living with NCDs and disabilities. Heatwaves, intensi-
fied cyclones and flooding, coastal erosion and food system disruption have di-
rect and indirect effects on NCD morbidity and disability: 

 Acute events disrupt continuity of care (McIver, et.al, 2016). 
 Heat and cardiorenal stress (McIver, et.al, 2016) . 
 Vector‑borne disease expansion (McIver, et.al, 2016; Kim, et.al., 

2022). 
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 Food security and diet quality McIver, et.al, 2016; Kim, el.atl., 2022). 
 Mental health and caregiving burden. 

 
People with existing disabilities are particularly vulnerable: accessibility 

barriers, evacuation plans that do not account for mobility or medical equip-
ment needs, and social marginalisation increase the risk of avoidable morbidity 
and mortality during extreme events. 
 
Health system implications and priorities for Fiji 
 

The following are critical priorities for Fiji: 
 Strengthen primary care for NCD prevention and control (Fiji, 

Ministry of Health, 2023; Ibrahim, et. al, 2022). 
 Targeted culturally‑informed interventions. 
 Integrate disability and climate resilience into NCD programming. 
 Surveillance by ethnicity and age 9Dearie, et. al; 2024). 
 Address upstream determinants. 

 
Conclusion 
 

Descendants of the Girmitiyas in Fiji have experienced a profound epi-
demiologic transition: from infectious causes in the colonial era to an epidemic 
of NCDs in the late 20th and early 21st centuries. The Indo‑Fijian community 
bears a disproportionate burden of diabetes and related cardiovascular disease, 
with disease occurring at younger ages and leading to greater disability and 
economic loss. Climate change compounds these risks by disrupting care, 
worsening exposures, and increasing vulnerability of the disabled. A compre-
hensive response—culturally tailored prevention, resilient primary care, disa-
bility‑inclusive disaster planning, and disaggregated surveillance—is essential 
to arrest and reverse this trend. 
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