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The 25 European overseas countries and territories 
(OCTs) are closely associated with the European Union 
(EU) through the four related UE Member States: 
Denmark, France, the Netherlands and the United 
Kingdom. In 2008 and 2009, these four EU Member 
States, in association with the European Centre for 
Disease Prevention and Control (ECDC), reviewed the 
OCTs’ needs, with the objectives of  documenting 
their capacity to prevent and respond to infectious 
diseases outbreaks, and identifying deficiencies. This 
Euroroundup is based on the review’s main findings, 
and presents an overview of the OCTs’ geography and 
epidemiology, briefly introduces the legal basis on 
which they are linked to the EU and describes the sur-
veillance and infectious disease response systems. As 
a result of their diversity the OCTs have heterogeneous 
epidemiological profiles. A common factor, however, is 
that the main burden of disease is non-communicable. 
Nevertheless, OCTs remain vulnerable to infectious 
diseases outbreaks. Their capacity for surveillance, 
early detection and response to such outbreaks is gen-
erally limited, with laboratory capacity issues and lack 
of human resources. Avenues for capacity strengthen-
ing should be explored by the OCTs and the related 
EU Member States, in collaboration with ECDC and 
regional public health networks where these exist. 

Introduction
The term European overseas countries and territories 
(OCTs) refers to countries and territories that maintain 

specific relationships with France, the United Kingdom, 
the Netherlands and Denmark. OCTs are distributed all 
over the world and some are extremely remote and 
isolated (Figure 1). For instance, it takes seven days 
by sea from South Africa to reach Tristan da Cunha, 
which is a dependency of Saint (St) Helena in the South 
Atlantic. More than half of the 25 OCTs are located in 
the Caribbean region (Figure 2).

While OCTs are not part of the European Union (EU) 
they have a particular legal status vis-à-vis the EU 
which differs from that of any third country, and their 
nationals are European citizens. The OCTs are associ-
ated with the EU within the provisions of part IV of the 
European Community Treaty [1] and the details of this 
cooperation are laid down in the Overseas Association 
Decision of 27 November 2001 [2]. The latter will 
expire in December 2013 and through the Overseas 
Association Decision renewal, the EU and the OCTs are 
engaged in a process to modernise their relationship 
for their mutual benefit.

A major characteristic of the OCTs is their diversity 
in terms of size, population, natural environment, 
climate and resources. Territory sizes range from 47 
km2 (Pitcairn) to more than 2 million km2 (Greenland) 
[3]. The population of permanently inhabited OCTs, 
ranges from 48 on Pitcairn to almost 260,000 in 
French Polynesia [3,4]. Other OCTs such as the British 
and the French Antarctic and British Indian Ocean 
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territories are not permanently inhabited but only 
host military personnel and scientists. Most OCTs 
have to contend with environmental hazards such as 
volcanic activity, extreme weather conditions or hur-
ricanes and tropical storms. Financial resources vary 
considerably among OCTs, with some OCTs heavily 
dependent on their related EU Member State while 
others are totally independent, with a high gross 
domestic product (GDP).

In 2008, the European Centre for Disease Prevention 
and Control (ECDC) commissioned an assessment of the 
capacity of the OCTs to prevent and control infectious 
diseases outbreaks [5]. The objective was to identify 
the needs of the OCTs in terms of communicable dis-
ease prevention and control, and to suggest activities 
to address such needs. This assessment was coordi-
nated by the British Health Protection Agency, with 
the support of the French Institut de Veille Sanitaire, 
the Dutch National Institute for Public Health and the 
Environment, and the Greenland National Board of 
Health. A structured questionnaire was developed and 
completed by public health experts in the OCTs. The 
data collected were compiled into a summary report 
and OCT specific reports that were reviewed during 
a stakeholder meeting that took place in London in 
October 2009 [6].

This article is based on the results of this needs assess-
ment [6]. It was updated in July 2011 and takes into 
consideration the latest administrative, political and 
epidemiological situation. It includes the most recent 
publically available data (from national or international 
sources) and the year of the source is given in the text.  
We present an overview of the European OCTs geogra-
phy and epidemiology and briefly introduce the legal 
basis on which OCTs are linked to the EU and describe 
the surveillance and infectious disease response sys-
tems, including challenges and opportunities to build 
on existing capacities.

Overseas country of Denmark

Overview of Greenland 
The Kingdom of Denmark is composed of Denmark, the 
Faroe Islands and Greenland, the latter has OCT sta-
tus. Located between the Arctic Ocean and the North 
Atlantic Ocean, Greenland is the world’s largest island 
and more than 80% of its surface is permanently cov-
ered with ice [3]. Greenland has an arctic climate with 
a monthly average temperature varying between –8 
°C and +8 °C [7]. There are no roads connecting the 18 
towns in the country [8], so all transport takes place by 
plane or by ship. For short distance travels, the local 
population uses boats, dogsleds or snowmobiles. 

Figure 1
World map of the European overseas countries and territories, 2011
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OCT: overseas countries and territories.
a British OCTs include Anguilla, Bermuda, British Antarctic Territory, British Indian Ocean Territory, British Virgin Islands, Cayman Islands, 
Falkland Islands, Montserrat, Pitcairn, South Georgia and South Sandwich Islands, Saint Helena, Turks and Caicos Islands.
b Danish OCT includes Greenland.
c Dutch OCTs include Aruba, Bonaire, Curacao, Saba, Sint Eustatius and Sint Maarten.
d French OCTs include French Polynesia, French Southern and Antarctic Territories, Mayotte, New Caledonia, Saint Pierre and Miquelon, Wallis 
and Futuna.
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Greenland has 56,000 inhabitants. The population is 
young, with 23% aged under 15 years, 69% aged from 
15 to 64 years, and 8% aged 65 years or more [8]. 
The population is composed of Inuit and Europeans. 
Greenlandic is the official language although Danish is 
widely used. In 2008, the GDP per capita of Greenland 
and Denmark were comparable with respectively EUR 
23,000 and EUR 23,900 [3].

Legal status of Greenland
In the 18th century, Danes began to colonise the island 
and in 1953 Greenland became part of Denmark. In 
1978, the Danish parliament granted Greenland self-
government (home rule) and in 1992, Greenland took 
over the responsibility for healthcare. In June 2009, 
Greenland moved from home rule to autonomy and 
took a step towards independence.

Epidemiological situation 
Overall mortality rate in Greenland is 7.6 deaths per 
1,000 persons per year (2008) compared to 10 per 
1,000 in Denmark (2008), reflecting the differing age 
structure in the populations [9]. However, life expect-
ancy at birth is 66.6 years for males and 71.6 years for 
females (2004–2008) which is about 10 years lower 
(for both sexes) than in Denmark (2008) [9]. Infant mor-
tality is estimated around 25.3‰ (2008) in Greenland, 
compared to 3.9‰ (2008) in Denmark [9]. Over the 

past 20 years there has been a significant rise in the 
occurrence of cancer, cardiovascular disease, diabe-
tes and obesity [9]. The main causes of mortality are 
cancer, suicide, cerebrovascular diseases and chronic 
pulmonary diseases. With regard to infectious dis-
eases, Greenland has a very high prevalence of sexu-
ally transmitted infections with an incidence above 
4,400 per 100,000 inhabitants for chlamydia infections 
(2008) and above 1,600 per 100,000 inhabitants aged 
above 15 years for gonorrhoea (2008) [9]. Mortality 
from human immunodeficiency virus/acquired immune 
deficiency syndrome (HIV/AIDS) is higher than in conti-
nental Europe with 1.8 deaths per 100,000 inhabitants 
in Greenland (2008) compared to 0.4 per 100,000 in 
Denmark (2008) [9]. In addition, tuberculosis is a large 
problem with an incidence of 120 cases per 100,000 
men and 88 cases per 100,000 women (2008), com-
pared to respectively 8 per 100,000 men and 5 per 
100,000 women in Denmark (2008) [9]. During the last 
five years, there has been no major outbreak of infec-
tious disease reported in Greenland [6].

Surveillance and outbreak response capacity
Surveillance of communicable diseases in Greenland 
is carried out by the National Board of Health which is 
informed of all cases of infectious diseases and related 
deaths by the districts’ healthcare authorities. All 49 
notifiable diseases in the EU are also under surveillance 

Figure 2
Map of the European overseas countries and territories in the Caribbean region, 2011

OCT: overseas countries and territories.
a Anguilla, British Virgin Islands, Cayman Islands, Montserrat, Turks and Caicos Islands.
b Aruba, Bonaire, Curacao, Saba, Sint Eustatius and Sint Maarten.
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in Greenland. The National Board of Health analyses 
the surveillance data and reports unusual events, 
including outbreaks, to the Statens Serum Institut (SSI) 
in Denmark. In terms of risk assessment and response 
to infectious diseases outbreaks, the National Board of 
Health receives, when necessary, support from the SSI 
and the International Circumpolar Surveillance System 
(ICSS) [10].

Because of its size, the fact that the population is 
scattered over a large area, and the absence of roads, 
providing equal access to healthcare to all residents, 
independently of their place of residence, implies large 
costs for the Greenlandic healthcare system. Twelve 
percents of health expenditures of the country are 
allocated to transportation of patients and their rela-
tives, abroad or within Greenland, and transportation 
of medical staff and equipment [6].

The healthcare system struggles with filling vacant 
positions. Most of the healthcare staff comes from 
abroad, resulting in a need for interpretation services 
and a lack of continuity.

Routine microbiological testing including tuberculo-
sis microscopy is performed in Greenland. For further 
sub-typing and culture, virological and parasitological 
tests, samples are sent to SSI which implies additional 
costs and time delays.

Conclusion
Like in the EU, the main burden of diseases in 
Greenland is due to non-communicable diseases with 
an important rise in morbidity in the past 20 years. At 
the same time, tuberculosis and sexually transmitted 
infections remain a problem on the island with a level 
of infection much higher than that of continental EU. A 
surveillance system for infectious diseases is in place 
and Greenland can rely on Denmark and the ICSS for 
support in case of an outbreak of major importance.

Overseas countries and territories of France

Overview of the French Overseas 
Countries and Territories
The six French OCTs consist of French Polynesia, French 
Southern and Antarctic Territories, New Caledonia, St 
Pierre and Miquelon, Wallis and Futuna and the over-
seas department of Mayotte.

Three of the six French OCTs are located in the Pacific 
region. They include French Polynesia, New Caledonia 
and Wallis and Futuna. With almost 260,000 inhabit-
ants, French Polynesia is the most populated European 
OCT. It is composed of five archipelagos and around 
118 islands of volcanic or coral origin, covering a land 
area of 4,200 km2 but spreads over 2,500,000 km² 
(equivalent to the surface of Europe) [4,11]. The popula-
tion of New Caledonia consists of 245,580 inhabitants 
[4], who are unequally distributed over an archipelago 
with a main island where four fifths of the population 

live, and several smaller ones. Isolated from the rest of 
the world, 2,100km from New Caledonia and 2,800km 
from French Polynesia, Wallis and Futuna has an area 
of 142 km2 [12]. The territory includes two main islands, 
Wallis Island and Futuna Island. The resident popula-
tion of Wallis and Futuna is estimated to be about 
13,445 inhabitants [4].

Mayotte is an island located in the South Indian Ocean, 
in the Mozambique Channel. The population is esti-
mated to be 186,500 [4] of whom one third are undocu-
mented migrants [13,14].

With some variations, the climate of the four tropical 
OCTs mentioned above is broadly the same: hot and 
humid. The rainy season lasts from November to April 
with high temperatures of about 25–35 °C, the cooler 
dry season runs from May to October with lower tem-
peratures of around 20–25 °C [11,15-17].

Located in the North Atlantic Ocean, St Pierre and 
Miquelon lies in the northern part of North America, 
25 km south of Newfoundland (Canada). Its size is 242 
km2 [12], with three main islands: St Pierre, Miquelon 
and Langlade. The population living in St Pierre and 
Miquelon is 6,000 [4]. St Pierre is the smallest island 
but hosts 90% of the population. The island has a tem-
perate oceanic climate. Spring and autumn are cold 
and wet with mist and fog, and wind. Winters are less 
extreme than in Canada, with –10°C to –5°C, and tem-
peratures in summer are between 10 °C and 20 °C [18].

The French Southern and Antarctic Territories are 
a group of islands spread throughout the southern 
Indian Ocean without a permanent population.

GDP per capita in the French OCTs is lower compared 
to France. Mayotte and Wallis and Futuna have the low-
est GDP per capita of with EUR 5,200 (2005) and EUR 
10,100 (2008) respectively [19,20]. French Polynesia, 
New Caledonia and St Pierre and Miquelon have the 
highest GDP per capita with respectively EUR 17,400 
(2008), EUR 24,700 and EUR 26,100 (2004) [20]. In 
comparison, France’s GDP per capita is EUR 30,400 
(2008) [20].

Legal status of the French Overseas 
Countries and Territories
The legal statutes of the French OCTs vary widely.

Boasting a high level of autonomy, French Polynesia 
and New Caledonia have their own authorities and leg-
islation in terms of public health and communicable 
diseases. In contrast to this, St Pierre and Miquelon 
and Wallis and Futuna are dependent on the French 
authorities for health related matters.

Following the 2009 Mahoran status referendum, in 
March 2011, the former French overseas territory of 
Mayotte became an overseas department as French 
Guyana, Guadeloupe, Martinique and Réunion. French 
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laws and regulations are henceforth fully applicable. 
Despite the change in status of Mayotte with regard to 
France, Mayotte remains a European OCT with regard 
to EU law.

Epidemiological situation 
Life expectancy at birth for both sexes is broadly com-
parable to that in the rest of France (78.1 years for men, 
84.8 years for women) (2010) [21] with some variations, 
for instance it is slightly lower in Wallis and Futuna 
(2005–2008) and in Mayotte (2006) [22,23]. Infant mor-
tality is estimated around 3.8‰ (2009) [24] in metro-
politan France and the overseas departments other than 
Mayotte, where it is estimated around 13.5‰ (2007) 
[23]. In the French OCTs (except for Mayotte) infant mor-
tality range between 6 and 7.5‰ (2007–2011) [3,25].

As in France, non-communicable diseases represent 
the main burden in terms of mortality in the OCTs: car-
diovascular diseases, cancer, diabetes and traumatic 
injuries. However, infectious diseases such as gastro-
enteritis, respiratory infections (including tuberculosis), 
sexually transmitted infections and leptospirosis are 
among the major causes of morbidity [6]. The popula-
tion in the Pacific islands and Mayotte is also prone 
to epidemics of influenza, dengue and leptospirosis. 
Other common infectious diseases include leprosy 
(New Caledonia and Mayotte), brucellosis (Wallis and 
Futuna), filariasis (French Polynesia and Wallis and 
Futuna), malaria (Mayotte), chikungunya (Mayotte) 
[6,27-28]. Recent examples of infectious diseases out-
breaks in the pacific islands are the outbreak of den-
gue and leptospirosis in New Caledonia, where dengue 
affected more than 7,000 people between February and 
April 2009 [29], while the outbreaks of leptospirosis 
affected more than 140 people during the first semes-
ter of 2009 and 82 for the first trimester of 2011 [30,31]. 
These territories were also heavily hit by the 2009 
influenza A(H1N1) pandemic: the estimated influenza-
like illness attack rates in September 2009 were 13% in 
French Polynesia, 18% in New Caledonia, 28% in Wallis 
and 38% in Futuna [32]. In 2005 to 2006, Mayotte was 
severely affected by an outbreak of chikungunya: in 
April 2006, seroprevalence of recent infection among 
pregnant women rose to 26% and in May 2006, the esti-
mated attack rate was about 25% [33].

The presence of multiple mosquito vectors such as 
Anopheles (Mayotte), Culex or Aedes spp. poses a risk 
of outbreaks of arthropod-borne diseases like chikun-
gunya, dengue, Rift Valley fever and yellow fever. In 
March 2011, the first autochthonous cases of chikun-
gunya infections were reported from New Caledonia 
[34]. The concomitant presence of competent vectors, 
viruses and naïve population create the conditions 
for large epidemics. The chikungunya outbreak that 
affected Réunion in 2005 and 2006 and resulted in 
over 240,000 cases is a good example for this [35].

Due to its location and climate, St Pierre and Miquelon 
has a totally different epidemiological profile and is 

not currently at risk for large outbreaks of vector-borne 
diseases.

Surveillance and outbreak response capacity
In the French OCTs, surveillance relies on mandatory 
notifications, reports from peripheral and central 
health facilities, laboratories and sentinel networks of 
physicians but, depending on the territories, the imple-
mentation and quality vary considerably. In French 
Polynesia and New Caledonia, surveillance systems 
include other sources of information such as monthly 
communicable disease records, non-specific indicators 
and death certificates. In French Polynesia, reporting 
frequency varies widely and one of the authorities’ 
objectives is to provide more regular and organised 
results. In Wallis and Futuna, Mayotte and St Pierre and 
Miquelon, surveillance is poor. It is based on labora-
tory results and hospital information which are mainly 
focused on epidemic prone diseases.

Early warning systems rely on signals sent by physi-
cians and analysed by health authorities but their 
organisation and efficiency differ between OCTs. In 
French Polynesia and New Caledonia, these systems 
have been codified. Alert units are in place to receive 
signals, analyse risks and react to alerts, on a 24/7 
basis.

The capacity of French OCTs to respond in terms of risk 
assessment and implementation of control measures 
depends on territories’ size and consequently on the 
degree of specialisation of available staff and on the 
level of services provided by the different facilities 
(laboratories, health units etc.). In terms of prepared-
ness, the OCTs have developed plans and measures to 
respond to emergencies. They have also implemented 
mechanisms to seek support either from mainland 
France (Ministry of Health, Institut de veille Sanitaire, 
etc.), from neighbouring countries or islands i.e. 
Australia in the case of New Caledonia, Réunion in the 
case of Mayotte and regional public health networks 
i.e. Pacific Public Health Surveillance Network (PPHSN) 
[36]. These contacts and networks were of great value 
in health alerts or responses, such as during the 2009 
influenza A(H1N1) pandemic (personal communication, 
Marc Gastellu-Etchegorry, 24 August 2010). Finally, 
although the health systems, public or private, deliver 
good quality care, the OCTs face some limitations due 
to their remote location (Wallis and Futuna, French 
Polynesia and to a lower extent New Caledonia), or due 
to their small size and lack of capacities (St Pierre and 
Miquelon, Mayotte and Wallis and Futuna) [6].

Both French Polynesia and New Caledonia have labo-
ratories able to perform a large range of microbiol-
ogy tests including virology. In French Polynesia, the 
laboratory capacities are centralised on the island of 
Tahiti. In addition, the islands of Utuora and Taiohae 
are able to perform biochemical, haematologic and 
bacteriological tests. Other archipelagos send their 
samples to Tahiti based on an existing agreement [6]. 



6 www.eurosurveillance.org

If a test cannot be performed in French Polynesia and 
New Caledonia, samples are sent either to mainland 
France or to the regional reference laboratory of the 
World Health Organization in Melbourne, Australia. In 
Wallis and Futuna, most basic microbiological tests are 
directly performed by the local laboratory. Serology is 
performed for influenza, dengue, HIV, viral hepatitis 
and other diseases of viral and bacterial origin such as 
brucellosis. Further laboratory tests including PCR are 
performed in New Caledonia and France [6].

In Mayotte, there is a laboratory that performs bacteri-
ological, parasitological and virological tests including 
identification of dengue, chikungunya Rift Valley Fever, 
West Nile viruses and HIV. When necessary, samples 
are sent either to Réunion or to France [6].

On St Pierre and Miquelon there is capacity to per-
form basic bacteriological and parasitological tests. 
Virological tests are carried out in Canada. Agreements 
also exist with mainland France for laboratory support. 
The influenza A(H1N1) pandemic in 2009 revealed limits 
to this form of collaboration principally due to the cost 
and organisational constrains of samples shipment [6].

Conclusion
In conclusion, the French OCTs in the Pacific region 
as well as Mayotte are at risk for large outbreaks of 
infectious diseases such as dengue, leptospirosis and 
chikungunya. Surveillance and response capacity to 
unusual events should be strengthened, especially 
for the smaller islands. Despite significant difference 
among the French OCTs in their legal status and level 
of autonomy, all of them receive strong support from 
mainland France and regional public health networks.

Overseas countries and territories 
of the Netherlands

Overview of the Dutch Overseas 
Countries and Territories
The six Caribbean islands of Aruba, Bonaire, Curaçao, 
Saba, Sint (St) Eustatius and St Maarten together with 
the Netherlands form the Kingdom of the Netherlands. 
Aruba, Bonaire and Curaçao are located relatively close 
to the mainland of Venezuela. The other three islands, 
St Maarten, St Eustatius and Saba, lie approximately 
900km to the north. The climate is tropical, semiarid 
savannah-like with about 28 °C all year-round in the 
southern islands [3]. The northern islands have a tropi-
cal marine climate, with tropical storms and hurricanes 
between June and November and an average tempera-
ture of about 26 °C during the hottest month of July [3]. 
All islands have a flat, slightly hilly landscape, except 
for Saba and St Eustatius which are volcanic islands for 
which some seismic activity has been recorded.

While tourism is the main source of income for Aruba 
and St Maarten, Curaçao also receives income from oil 
refining and the financial sector. Aruba has a GDP per 
capita of around EUR 16,800 (2006) [37] and Curaçao 

EUR 12,000 (2004) [3]. For comparison the Netherlands 
has a GDP per capita of more than EUR 35,500 (2010) 
[38]. This has led in general to a fairly high standard of 
living in the Dutch OCTs. The importance of tourism as 
economic contributor however, can lead to extensive, 
protective, control measures, e.g. entry screening of 
all persons in Aruba during the influenza pandemic in 
2009 [39].

Legal status of the Dutch Overseas 
Countries and Territories
The Dutch OCTs, formerly called the Netherland 
Antilles (NA), obtained autonomous status, within the 
Kingdom, for internal affairs in 1954. This included 
healthcare and thus infectious disease surveillance 
and control. In 1986, Aruba separated itself from 
the NA and acquired autonomous status within the 
Kingdom. In October 2010, a new state reform resulted 
in Curaçao and St Maarten obtaining an autonomous 
status, while the smaller islands of Bonaire, Saba and 
St Eustatius became ‘extraordinary’ municipalities of 
the Netherlands. The latter are henceforth subjected to 
the infectious disease legislation and control system in 
the Netherlands.

Epidemiological situation
The number of inhabitants of the former NA (Bonaire, 
Curacao, Saba, St Eustatius and St Maarten) is almost 
200,000 (2010) [40]. The life expectancy at birth is 73.3 
years for men and 80.3 years for women (2007–2009) 
[41] and the infant mortality rate is 9.1‰ (2010) [42]. The 
population of Aruba totals over 107,000 persons (2009) 
[43], with a life expectancy of 75.7 years (2011) and an 
infant mortality rate of 12.9‰ (2011) [3]. In comparison, 
life expectancy at birth in the Netherlands is 79.7 (2011) 
[3] and the infant mortality rate is 4.6‰ (2011) [3].

The main causes of morbidity for both Aruba and the 
former NA are comparable to those of industrialised 
countries, and related to cancer, obesity and cardio-
vascular diseases. Leading causes of mortality in the 
Dutch OCTs are cardiovascular diseases, cerebrovas-
cular diseases, cancer and diabetes mellitus [6]. In 
addition, Aruba also registers injuries, poisoning, sep-
ticaemia and acute respiratory infections as important 
causes of death [6].

Despite the tropical climate, communicable diseases 
are not a major cause of morbidity or mortality. Due to 
the high standard of living, the good quality of drinking 
water, the presence of septic tanks at household level 
and some sewage systems, in combination with good 
access to first-line healthcare providers, the Dutch 
islands have made the same epidemiological transi-
tion as industrialised countries and many developing 
countries.

During the rainy seasons, the Dutch OCTs regularly 
face outbreaks of dengue, despite existing control 
programmes for the vector Aedes aegypti [44]. For out-
break control, open water kept in cisterns is treated 
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with abate, and fogging is performed in open areas. 
Bacillus thuringiensis israelensis (Bti) as well as bio-
logical larvicide measures are also used.

HIV infection in the former NA is relatively high with 
1.3% to 2.1% prevalence in adults aged 15 to 49 years-
old (2007–2008) [45]. Among the islands of the former 
NA, St Maarten is the most affected with an estimated 
prevalence rate in adults (15–49 years-old) between 
2.1% and 3.5% (2007–2008) [45]. In comparison, for 
the same age group, prevalence in the Netherlands 
ranged between 0.1% and 0.3% (2009) [46]. St Maarten 
as well as Curaçao embarked in the past years on an 
elaborate comprehensive awareness and prevention 
campaign for HIV [45,47].

Surveillance and outbreak response capacity
For infectious disease surveillance, the islands of 
the former NA implemented a syndromic surveil-
lance system, in line with the system set up by the 
regional Caribbean Epidemiology Centre (CAREC) [48]. 
Implementation of a similar syndromic surveillance 
system in Aruba is planned for the end of 2011. Data 
collected are analysed locally and shared with CAREC 
for regional surveillance. Medical doctors’ compliance 
to report cases of notifiable infectious diseases is not 
consistent and therefore cases are generally under-
reported (personal communication, Izzy Gerstenbluth, 
25 June 2010). However, the small size of the islands 
and close connections between people facilitate early 
warning in case of outbreaks. 

Infectious disease response on the Dutch islands is 
facilitated by well established disaster preparedness 
systems as the Dutch OCTs are vulnerable to natural 
disasters, for example  hurricanes, and by close links 
between local and regional actors. Response to infec-
tious disease incidents is, however, hampered both 
by lack of trained personnel on the smaller islands, as 
well as by the absence of non-routine microbiological 
facilities. The influenza A(H1N1) pandemic response in 
2009 showed that the capacity of the response teams 
is easily overstretched (personal communication, Izzy 
Gerstenbluth, 25 June 2010), while microbiological con-
firmation by PCR performed in the Netherlands resulted 
in diagnostic delay.

Laboratory facilities are basic (Biosafety level 2 includ-
ing basic parasitology), and diagnostic capabilities 
to detect new and emerging pathogens e.g. West Nile 
virus, chikungunya virus are not available. Tests not 
performed locally are referred to CAREC in Trinidad 
and Tobago, the Dutch National Institute of Health and 
Environment (RIVM) or the laboratory of the Erasmus 
Medical Centre in the Netherlands to where samples 
can be shipped within 24 hours.

The Dutch OCTs report unusual communicable diseases 
events to both CAREC and the RIVM which can provide 
support to the Dutch OCTs in case of major outbreaks. 
Public health law in the Dutch OCTs is currently being 

revised and adjustment to the International Health 
Regulations (IHR) 2005 (e.g. on port of entries and 
ship’s certification) should be implemented by 2012 
[49].

Conclusion 
The morbidity due to communicable diseases in the 
Dutch OCTs is comparable to Europe, except for the 
regular outbreaks of dengue and the high prevalence of 
HIV infection, especially in St Maarten. Monitoring for 
new and re-emerging diseases needs to be improved 
and surveillance systems need to be enhanced. 
Laboratory facilities and human capacity development 
on all of the islands as well as logistic constraints need 
to be strengthened.

Overseas countries and territories 
of the United Kingdom

Overview of the British Overseas 
Countries and Territories
The British OCTs are located all around the world; in the 
Caribbean: Anguilla, Bermuda, British Virgin Islands, 
Cayman Islands, Montserrat, Turks and Caicos Islands; 
in the Atlantic Ocean: Falkland Islands, Saint Helena, 
South Georgia and South Sandwich Islands; in the 
Indian Ocean: British Indian Ocean Territory; in South 
Pacific: Pitcairn; and in Antarctica: British Antarctic 
Territory.

Some are extremely isolated and among the most 
remote locations in the world. Their climates and ter-
rains vary widely, and many British OCTs are subject 
to environmental hazards such as volcanic activity, 
hurricanes, tropical storms and other extreme weather 
conditions. Territory sizes range from 47 km2 to over 
1,700,000 km2. Not all of the OCTs have permanent 
populations but among places with permanent inhabit-
ants, the population ranges from 48 (2011) on Pitcairn 
to nearly 68,700 (2011) on Bermuda [3]. Population 
growth is particularly high in the Cayman Islands and 
the Turks and Caicos Islands, the latter having doubled 
its population in the past 10 years from 20,014 inhabit-
ants in 2001 to 44,819 inhabitants in 2011 [3,50]. This 
population growth is partly explained by immigration: 
about one third of the Turks and Caicos Islands’ popu-
lation is made up of temporary residents, including 
groups of undocumented immigrants, living in condi-
tions which make them vulnerable to communicable 
diseases [6].

The GDP of the OCTs also varies widely: while some 
have a low GDP per capita i.e. Anguilla (EUR 7,700 
in 2008), Montserrat (EUR 3,400 in 2002), Turks and 
Caicos Islands (EUR 11,400 in 2002) and St Helena 
(EUR 2,900 in 1998), others i.e. Bermuda (EUR 55,600 
in 2004) and Cayman Islands (EUR 35,000 in 2004) are 
considerably more affluent than the UK (EUR 26,800 in 
2010) [3].
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Legal status of the British Overseas 
Countries and Territories
Although all the OCTs are part of United Kingdom terri-
tory, and all United Kingdom Government departments 
have responsibilities in relation to their support, each 
is self governing with its own legal framework and 
healthcare system.

Epidemiological situation
The main health issues for the population of the British 
OCTs are reported as chronic, non-communicable dis-
eases such as diabetes, cardiovascular disease and 
cancer, with lifestyle factors such as smoking, obes-
ity and alcohol consumption noted as being important 
contributory factors [6]. For both sexes, life expectancy 
is broadly comparable to that in the United Kingdom. 
Life expectancy at birth is 77.7 years for males and 81.9 
years for females (2007–2009) [51], though it is lower 
in the Falkland Islands, 69 years at birth for men and 70 
years for women (2008) [6]. While Anguilla, Bermuda 
and the Cayman Islands report an infant mortality rate 
lower or slightly higher than in the UK (4.6‰ in 2011), 
the British Virgin Islands, Montserrat, St Helena and 
the Turks and Caicos Islands report higher infant mor-
tality rate ranging from 12 to 16.4‰ (2011) [3].

In the British OCTs of the Caribbean region, the leading 
infectious disease causes of morbidity are HIV/AIDS, 
respiratory infections (e.g. influenza) and gastrointesti-
nal infections (e.g. salmonellosis, norovirus infections) 
[6]. Major epidemiological issues in the region include 
a high estimated prevalence of people living with HIV in 
the Turks and Caicos (1,640 cases per 100,000 inhabit-
ants in 2005) [52,53] and a high prevalence of tuberculo-
sis in Montserrat (474/100,000 in 2009) and the British 
Virgin Islands (94/100,000 in 2009) [54]. In compari-
son, the HIV and tuberculosis prevalence estimated in 
the United Kingdom are respectively 139 (2010) and 15 
(2009) cases per 100,000 inhabitants [54-56].

In the British OCTs, no large outbreaks of infectious 
diseases have been reported in the past years, apart 
from the influenza A(H1N1) pandemic in 2009 [6]. 
Despite, the presence of Aedes aegypti and regular 
reports of imported dengue fever cases in the British 
OCTs of the Caribbean region, and the occurrence of 
dengue outbreaks in other Caribbean islands, no major 
dengue outbreak has occurred in the Caribbean British 
OCTs in decades [6]. 

Surveillance and outbreak response capacity
OCTs vary in terms of whether they have any formal 
surveillance and/or early warning systems. For small 
islands where the incidence of infectious disease is low 
and communication within the community rapid, like in 
Pitcairn and in the St Helena’s dependencies of Tristan 
da Cunha and Ascension islands, there is no need for 
a formal surveillance system. In the British OCTs of 
the Caribbean region, the local public health authori-
ties monitor infectious diseases via a syndromic sur-
veillance system developed by CAREC and supported 

by clinical and laboratory services. Collected data are 
analysed on-site or sent directly to CAREC for further 
analysis at the regional level. The main challenges that 
OCTs face in relation to surveillance are related to data 
management systems, epidemiological expertise and 
clinician/microbiological involvement, and most suffer 
from issues of expertise continuity [6].

Laboratory services also vary considerably. Pitcairn 
and Tristan da Cunha have no laboratory facilities at 
all. All other British OCTs may have adequate serv-
ices for most locally prevalent diseases, but limited 
services for a wider range of diseases. Even OCTs 
with good basic microbiological services have to send 
samples abroad for more specialised testing, and this 
incurs delays and costs, even where regional facilities 
exist. Once more, the British OCTs of the Caribbean 
region receive laboratory support directly from CAREC. 
Additionally, some of the British Caribbean OCTs have 
specific agreements for testing with private laborato-
ries abroad. For instance, the British Virgin Islands and 
the Cayman Islands send their samples for further test-
ing to CAREC but also occasionally to a private labora-
tory in Puerto Rico for the British Virgin Islands or to 
Miami for the Cayman Islands [6]. For geographically 
isolated places viability of samples after transit is an 
issue. For virology testing other than HIV and hepati-
tis viruses, the Falkland Islands send their sample to 
the United Kingdom usually on a weekly basis. Results 
are generally provided within two to four weeks [6]. 
Because of difficult political relations with Argentina, 
the Falkland Islands’ participation in regional surveil-
lance and control activities, including joining the Pan-
American Health Organization, is restricted. As part 
of PPHSN, Pitcairn receives support from the network 
but has also established in parallel contract with a 
private laboratory in New Zealand. A low incidence of 
infectious disease means that laboratory skills may be 
hard to maintain, quality is sometimes more difficult to 
assure, and clinicians may lack the necessary experi-
ence to collect correct samples. Of particular concern 
is the ability to diagnose serious or unusual illness.

The capacity of the British OCTs to assess the risk 
and respond to infectious diseases outbreaks is dif-
ferent from one island to the other, the main deter-
minant being the availability of human and technical 
resources. When resources are scarce, access to exter-
nal support is a key component of the assessment and 
response. British OCTs of the Caribbean region can 
rely on CAREC expertise and support. For instance, 
following the detection of few autochthonous malaria 
cases in the Cayman Islands in the late 90s, CAREC 
provided technical support to the local authorities to 
contain this outbreak [6]. A more recent example is that 
the Turks and Caicos Islands received immediate sup-
port from CAREC and the Department for International 
Development (DFID) in the UK to strengthen their pre-
paredness and response capacity with regard to the 
cholera outbreak that started in the neighbouring coun-
tries of Haiti and the Dominican Republic respectively 
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in October and November 2010 (personal communica-
tion, Dilys Morgan, 3 December 2010). Where there is 
no regional network, assistance may come from the 
United Kingdom, and or neighbouring countries. For 
example, the Falkland Islands may receive assistance 
from the United Kingdom and St Helena may request 
support from South Africa and or the United Kingdom.

Some OCTs, such as Anguilla, the British Virgin 
Islands, the Cayman Islands, Montserrat, the Turks 
and Caicos Islands and the Falkland Islands have spe-
cific response teams and plans (including communica-
tions strategies) to deal with outbreaks [6]. Because of 
its small size and limited capacity, Pitcairn does not 
have formal response team and plan and has very lit-
tle capacity to respond to a crisis caused by a severe 
epidemic disease.

Ability to sustain a response to outbreaks is a seri-
ous concern. With resources dedicated to their control 
limited and declining, OCTs may be left vulnerable to 
sudden changes in their local infectious disease epi-
demiology and health services could quickly become 
overwhelmed by unusual incidence of illness.

Conclusion 
To conclude, for many British OCTs, limited diagnos-
tic capability or systematic collection of information 
means that their true burden of infectious diseases is 
difficult to quantify, though most report a low burden. 
Most OCTs suffer health service limitations related to 
their size; with small populations most can only pro-
vide a narrow range of domestic services, with spe-
cialised services often being provided through referral 
abroad. Similarly public health systems are variable in 
their size and level of expertise and while some OCTs 
receive excellent support from regional networks, oth-
ers do not have this opportunity.

Conclusion
This overview of the 25 European OCTs underlines their 
heterogeneity in terms of epidemiological profiles, 
legal relationships with their related EU Member State, 
and capacity for surveillance and response to infec-
tious disease outbreaks. Despite marked differences, 
the European OCTs share some common features such 
as the fact that non-communicable diseases represent 
the main burden of disease. However, since the gen-
eral capacity for surveillance and diagnosis in the OCTs 
is limited, it is difficult to quantify the true burden of 
infectious diseases.

Globally, infectious diseases of concern to the OCTs 
are gastrointestinal diseases, respiratory infections, 
tuberculosis, sexually transmitted diseases includ-
ing HIV/AIDS, leprosy, and for OCTs located in the 
tropics, leptospirosis and vector-borne diseases, in 
particular dengue. Vulnerability of the OCTs’ popula-
tion towards outbreaks of infectious diseases is due 
to a combination of, among others, the prevalence of 
chronic diseases that may increase the susceptibility 

to infections, of a lack of immunity to newly introduced 
pathogens and of the presence of competent disease 
vectors. Because many OCTs receive a high number 
of tourists each year, and some also migrant work-
ers, they are potentially exposed to the introduction of 
infectious diseases into their territory.

Laboratory capacity and human resource availability 
are common limitations identified for the surveillance, 
early warning and response to infectious disease out-
breaks. Most of the OCTs suffer from limitations in 
the provision of health services and face logistic chal-
lenges as a result of their relative isolation.

Some OCTs can rely on the support of regional public 
health networks such as in the Caribbean (CAREC), 
the Pacific regions (PPHSN) and in Greenland (ICSS). 
Regional networks provide assistance in prepared-
ness, surveillance, early detection and response to 
communicable and non-communicable diseases. For 
the most remote OCTs that do not have the opportu-
nity to join a regional network, collaboration with 
neighbouring OCTs or countries can be of consider-
able value. Support is also provided by the related EU 
Member State.

Actions to strengthen preparedness and response 
capacity to infectious disease should build on exist-
ing structures and should focus on unusual events. 
Capacity building should target the most important 
issues identified by the OCTs. General preparedness 
and response capacity strengthening in the OCTs 
should be further developed and implemented by the 
OCTs and the related EU Member States and in close 
collaboration with regional networks where these 
exist. In this process, ECDC could be a valuable partner.
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