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Editorial

An anthropological insight into the 
Pacific island diabetes crisis and its 
clinical implications
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Diabetes in the Pacific islands
The prevalence of Type 2 diabetes melli-
tus (hereafter ‘diabetes’) in Pacific Island 
Countries and Territories (PICTs) is higher 
than that reported for Asia, Africa and the 
Middle East [1]. This is not a new develop-
ment; rather, research carried out in PICTs 
was central to diabetes initially appear-
ing on epidemiological and public health 
agendas more generally. At the European 
Association for the Study of Diabetes meet-
ing in Helsinki, 1976, Paul Zimmet warned 
the world about a looming epidemic of dia-
betes [2]. His warning was based on an epi-
demiological survey he and his team had just 
carried out on the small Pacific island nation 
of Nauru. Over 30% of the adult popula-
tion tested was diagnosed with diabetes. The 
team subsequently carried out surveys in 
other PICTs, and identified similar patterns 
of diabetes across the region.

Despite almost 40 years of public health 
and clinical attention, diabetes prevalence 
remains high in many parts of the region, 
including in Nauru (49% of adults aged 
40 years and above have been diagnosed 
with diabetes) and some peoples of Papua 

New Guinea (48.7% of Wanigela people 
aged 25 years and above have been diag-
nosed with diabetes)  [1]. PICTs remain a 
‘litmus test for how both small island devel-
oping states and the global community 
respond to the crisis in noncommunicable 
diseases’ [3] such as diabetes.

It is widely understood that the “develop-
ment of diabetes in PICTs is closely related 
to rapid economic and urban development 
over recent decades” [1]. However, clinical 
approaches to date have largely focused on 
addressing the individual patient, internal 
physiological processes, and the eating and 
activity behaviors which drive these pro-
cesses. Anthropological attention brings 
focus back onto factors such as rapid eco-
nomic and urban development, and con-
siders how these impact health by affecting 
people’s everyday ways of life.

Anthropological research focuses on 
society, and the way in which people are 
entangled in networks of social, political 
and economic forces and relationships. 
These networks are not fixed over time, 
but are constantly changing; history, espe-
cially historical change prior to diabetes 
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“Better understanding of how 
social connections and social 

histories relate to diabetes 
would help in addressing the 
diabetes crisis in the Pacific 

island region.”

“We have experienced first-hand the 
devastating impacts that such 

diseases have on individuals, families 
and communities in some Pacific 
Island Countries and Territories.”
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emergence or onset, is important. In our research, 
we are interested in how these dynamic forces and 
relationships drive demographic health change 
through shaping the world and the habits of peo-
ple living in it. For this reason, anthropologists 
have the potential to contribute new perspectives.

Anthropological research is informed by long 
periods of fieldwork, typically months or years, 
working with people in a local setting. It is induc-
tive rather than deductive [4]. The method of par-
ticipant observation means that anthropologists 
are to some extent participants within the commu-
nities they study but are simultaneously removed 
from them; this gives anthropologists unique 
insights into how life feels to people on a daily 
basis, and the (often competing) forces and rela-
tionships that affect the lives of people every day. 
Other methods, including tests, surveys and inter-
views, inform and enrich ethnographic approaches, 
allowing inductive investigation of broad themes 
or ideas, including those of how diabetes and other 
nutrition-related noncommunicable diseases shape 
and are shaped by people’s lives.

During our research fieldwork to date, we 
have experienced first-hand the devastating 
impacts that such diseases have on individuals, 
families and communities in some PICTs. We 
have also observed different attempts to pre-
vent and treat diabetes, and heard reactions and 
responses to them on a daily basis. Our fieldwork 
research is specific to certain PICTs, particu-
larly the Cook Islands (Ulijaszek, 9 months), 
Papua New Guinea (Ulijaszek, 40 months) 
and Nauru (McLennan, 11 months). While it 
is important to avoid essentializing the Pacific 
islands and the people who live on them, as they 
have unique and varied social lives and social 
histories, our research can inform thinking 
about diabetes aetiology more broadly. Here, 
we offer one anthropological perspective based 
on our observations, and sketch three points of 
potential relevance to clinicians.

History & social change are important
The isolation of an individually-assessed patient 
in a clinic belies their social interconnectedness. 
Each patient has a family, a local community, 
and perhaps belongs to a clan or church group, 
for example. Communities, in turn, form part 
of an island or nation, which is connected in 
myriad ways (from ancient trade routes to global 
media) to the rest of the world. The social histo-
ries of diabetes patients extend before the time 
of diagnosis; their communities have histories 

which extend into the past well beyond any one 
individual’s life. Such histories are connected 
with the histories of other places and people [5]. 
This has implications for understanding fac-
tors that underlie diabetes etiology. It also has 
implications for designing effective interven-
tions. If lifestyle patterns, for example, develop 
over time and are embedded in social behaviors, 
they are unlikely to change immediately follow-
ing clinical advice. Nor are they likely to change 
if the social networks – both local and global 
– in which they are embedded do not change. 
With this in mind, encouraging change only 
among those clinically diagnosed with diabetes 
is unlikely to be effective.

Social connections matter because they shape 
everyday habits. Anthropologists have shown how 
food and eating are integral to maintaining social 
connections in places such as the Cook Islands [6]. 
Others working in Fiji have shown how social 
values about body size can change in the course 
of a single generation, as a result of globalizing 
technologies such as television [7]. Certain brands 
or products can be associated with status, for 
example, fatty cuts of meat or instant noodles in 
Papua New Guinea [8,9]. Consuming such foods is 
thus not simply about sensory pleasure, but about 
social approval. This may be especially impor-
tant for otherwise marginalized peoples. Social 
connections also matter because they shape the 
environments in which people live. Trade policies 
and market forces, for instance, have been major 
drivers of dietary change in PICTs [10]. In such 
globally social networks, unequal power relations 
often lead to unequal health outcomes.

Interventions that target individuals as the 
locus of change have the potential to be harmful. 
They can lead to a sense of disempowerment, espe-
cially if people understand they should consume 
certain foods but cannot, because recommended 
foods are unaffordable, unavailable and/or are 
not as much of a priority as other things. Such 
interventions also have the potential to result in 
social isolation or stigmatization, both of which 
have negative health impacts [11,12]. Isolation may 
result if dietary changes mean that individuals 
are no longer able to engage in activities which 
link friends and family together, such as feasting 
together or sharing food. It should be acknowl-
edged that global communities of specialists who 
try to understand and address patterns of disease 
may be complicit in stigmatization. By way of 
explaining diabetes rates, the people of Nauru, for 
example, have been branded as ‘lazy’ [13].

“Interventions that target 
individuals as the locus of 
change have the potential 

to be harmful. ”
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Clinical implications
It is often inferred that people in PICTs make 
lifestyle decisions that can contribute to diabe-
tes because they are not sufficiently educated to 
know what is ‘healthy’ for them. Yet evidence 
suggests otherwise: in the last major health 
survey carried out in Nauru, for example, the 
majority of respondents knew that exercise and 
a healthy diet are associated with reduced risk of 
diabetes [14]. The issue may be one of so-called 
adherence: people simply choose to ignore medi-
cal advice. For anthropologists who have spent 
considerable time in communities affected by 
debilitating rates of diabetes and associated 
amputations, blindness, low life expectancy, 
gangrene and dialysis, the conclusion that 
people might actively choose to develop dia-
betes seems difficult to comprehend. Indeed, 
most Nauruans surveyed were frightened of 
getting diabetes  [14]. So there must be other 
explanations.

From an anthropological perspective, ‘the 
individual’ is a unit which is, in everyday prac-
tice, interconnected with the people and places 
around it. ‘Lifestyle’ amounts to much more 
than diet and physical activity, and social rela-
tionships form a significant part of it. Similarly, 
‘health’ is a field which is, in practice, intercon-
nected with other domains. Clinical interven-
tions for diabetes are typically situated within 
individualist frameworks, and focus on the 

domain of health. This may be part of the 
problem.

Individuals are socially embedded, lifestyle 
patterns have long histories and health is not a 
separate domain. The challenge for clinicians is 
in working out how to incorporate these three 
factors when an individual patient is in consulta-
tion with them. Anthropology has shined a light 
on these issues, and more detailed and extensive 
understanding is needed among a wide range 
of societies. Better understanding of how social 
connections and social histories relate to diabetes 
would help in addressing the diabetes crisis in 
the Pacific island region.
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