
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) A REFUGEE CAMP IN THE CENTER OF EUROPE: CLINICAL 
CHARACTERISTICS OF ASYLUM SEEKERS ARRIVING IN 
BRUSSELS  

AUTHORS van Berlaer, Gerlant; Bohle Carbonell, Francisca; Manantsoa, Sofie; 
de Béthune, Xavier; Buyl, Ronald; Debacker, Michel; Hubloue, Ives 

 

VERSION 1 - REVIEW 

REVIEWER Mark Harris 
University of New South Wales, Australia 

REVIEW RETURNED 28-Aug-2016 

 

GENERAL COMMENTS This is a useful addition to the information on the health problems of 
refugees especially in the context of the current large increase in 
numbers entering Europe.  
There are a number of issues that need some work however:  
1. The Strengths and limitations document states that the study 
population included those referred by Outpatient Assistance Teams. 
However we are not told how these Teams operate or the proportion 
of patients that were referred in this way.  
2. The introduction needs to provide some more information on what 
is known about the health problems of refugees living in camps. 
Some of this is referenced in table 4. However there should more 
discussion of these issues in the introduction.  
3. In the introduction and discussion there should be some 
information provided on the health of refugees living in the 
community (rather than camps) in Belgium and neighbouring 
countries.  
4. More detail is needed about the translation of clinical encounters 
– how this was done, how often, the quality and appropriateness of 
interpreters etc (eg were family members used) as this is likely to 
influence the diagnoses.  
5. Under settings in Methods on page 3, it is stated that triage was 
performed. It would be useful to know how this was done and what 
proportion of patients were in the different triage categories. This 
would provide some information on the severity and urgency of the 
cases.  
6. In results and figure 2 region of origin is given. There should be 
mention that this is often difficult to determine clearly and depends 
on definitions. For example a refugee might have been displaced 
from north Iran into Syria and then into Oman before seeking asylum 
in Europe. Such a refugee might be classified as coming from any of 
these three countries.  
7. In the discussion of primary diagnoses the point should be made 
that long term conditions may have under presented or been under 
diagnosed. This includes some infectious diseases (blood born 
viruses such as Hepatitis B and Helicobacter pylori) as it appears 
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that the more acute conditions were identified.  
8. Mental illness, dental disease, disability, as well as traditional 
NCDs such as diabetes, cardiovascular and respiratory disease, 
were much less frequently reported than in other studies. This is 
attributed to language issues, limited time etc. It would be useful to 
know what the field hospital had to offer patients with these 
conditions? It may be that, for example, that patients may have 
presented less frequently with conditions that they felt were less 
likely to be provided for in the hospital or because they lacked the 
health literacy to understand the importance of continuing care of 
these conditions. 

 

REVIEWER Alexander Bischoff 
Western Switzerland University of Applied Sciences and Arts  
Fribourg  
Switzerland 

REVIEW RETURNED 08-Sep-2016 

 

GENERAL COMMENTS Thank you for giving me the opportunity to review this paper.  
It is an interesting and straightforward read.  
The study findings are a timely contribution to health care provision 
for refugees and asylum seekers in these times of (again) increasing 
mobility and diversity in European health services.  
 
Here are some comments:  
- p 2, l 8, hypothesis: sounds too narrow. Self-fulfilling prophecy?  
I explain: if you write: „Hypothesis is that among asylum-seekers in a 
huddled refugee camp – even in a well-developed country with all 
medical facilities – respiratory, digestive and other medical problems 
typical of refugee camps will emerge soon“, and then use the 
emergency focused, or humanitarian focused and communicable 
disease focused manuals (cf. P 4) then it is likely that you find what 
you hypothesized. I would not put forward this hypothesis; it is not 
necessary, but can introduce a categorization bias (you mention that 
term when referring to diagnoses post-hoc). No wonder then, that 
the proportion of mental disorders was low (as you write in the 
discussion, p 8)  
- p 3, l 22, “only 628 were granted asylum…” : what happened to the 
others?  
- p 3, l 52, “translators, most of the volunteers”: do the volunteers 
only to translators or to other staff as well? And: it’s interpreters (not 
translators).  
- p 5: figure 3 and table 2: why saying twice the same thing? I find 
the figures (except figure 1) a bit trivial. Same comment about table 
2 and figure 4.  
- p7: multi-variate analyses, table 3: very interesting. Why don’t you 
do more with this, with such an “n”. For example, what about asylum 
statues as a predictive factor. I would encourage you do run 
additional multi-variate analyses.  
- p 9, l 3: "an important part (3%)". Sounds odd. Drop it or comment 
why 3% is important.  
- p 9, 14: "Only 19 enrolled patients (0.5%) did not get a specific 
medical diagnosis, but were categorized as seeking attention or non-
medical support. This is a much lower proportion than reported in 
Switzerland by Bischoff and colleagues. I didn’t understand the 
message of this. "What do you imply?  
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VERSION 1 – AUTHOR RESPONSE 

 

Reviewer: 1 
Reviewer Name: Mark Harris 
Institution and Country: University of New South Wales, Australia  

 
This is a useful addition to the information on the health problems of refugees especially in the 
context of the current large increase in numbers entering Europe.  
 
There are a number of issues that need some work however: 
 
1. The Strengths and limitations document states that the study population included those 

referred by Outpatient Assistance Teams.  However we are not told how these Teams 
operate or the proportion of patients that were referred in this way. 

 
The authors would like to thank the reviewer for pointing this out to us. 
The Outpatient Assistance Teams (OAT) were created because Médecins du Monde - after alerts by 
people from neighbouring tents - noticed that some patients did not prefer to leave their temporary 
shelters and tents, especially women and children. This might have been attributed to the unequal 
gender distribution (an overwhelming majority of young men resided in the tent camp), to cultural 
habits (women may have been afraid to be examined by a mixed gender team of healthcare 
providers, in a tent hospital with limited measures of privacy), to the weather circumstances with 
sometimes heavy and cold rain, and to the fact that some patients were too injured or ill to easily 
leave their tents to present to the Field Hospital.  
Each Outpatient Assistance Team contained a physician, a nurse, and an Arabic interpreter. The OAT 
carried bags with materials and drugs, point-of-care tests (e.g. blood glucose, pregnancy tests, etc.) 
and registration forms. The OATs registered the gender, age and health issues of each visited patient, 
provided healthcare on the spot when possible and appropriate, or organized transportation of the 
patient to the Field Hospital when necessary.  
All of these patients - either treated on the spot or transported to the Field Hospital - were registered 
in the same way as patients that presented spontaneously to the Field Hospital.  
The Field Hospital was erected in the middle of the limited-size refugee camp; this is why 
transportation distances always were very small. Transportation was performed by supporting the 
patient able to walk with personal support, or by means of a wheelchair. 
The proportion of these patients was rather low in comparison with the whole cohort, and moreover 
there were issues with missing data (age, gender) because of even more difficult circumstances, so 
quite a number of these patients had to be excluded for the report. 
 
Patients registered by the OAT team: n=54 (out of 4037 patients or 1.34%), of whom 30 were 
females, 16 children, and with a median age of 25 years (range 0-60 years old), of whom 46 (out of 
3907 or 1.18%) were included in the analysis (8 were excluded because of missing data). We were 
not able to track down how many of these patients were treated in their tents or referred to the Field 
Hospital. We do know that two of these patients needed referral for advanced medical care to nearby 
hospitals (one for pneumonia with purulent and bloody sputum, one for excruciating back pain). 
 
We would like to explain all this in the manuscript, but we are afraid it is a lot of text for little added 
value. 
 

We propose the following adaption of the manuscript  
 
(Heading "Materials and Methods", section "Setting"): 
 
An Outpatient Assistance Team with a physician, a nurse, and an interpreter, provided on-the-spot 
healthcare for patients not able to leave their tents, or referred them to the Field Hospital for further 
care when necessary.  
 
(Heading "Results", section "Participants"): 
All patients presenting spontaneously to the Field Hospital or examined by the Outpatient Assistance 
Teams were eligible for inclusion. Patients with missing date of presentation, chief complaint, or single 
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primary diagnosis were excluded afterwards. Patients in Belgium are legally considered "minor" when 
younger than 18, and "child" when younger than 15 years old.  
 
(Heading "Results", section "Descriptive data"): 
 
Of all included patients, 3355 (86%) were male, 510 (13%) were female; from 42 (0.8%) the gender 
was unknown. Median age was 28 years (range 0-93;IQR 12). As Figure 1 and Supplementary Figure 
2 illustrate: 78% (n=3049) were adult men, 9% (n= 355) adult women and over 10% (n=391) minors, 
of whom 303 children (8%); including 149 (4%) aged 5-14, and 153 (4%) aged under five. The age of 
86 (2%) adults and children was unknown. The Outpatient Assistance Teams provided care to 46 
patients (1.18%) of whom two had to be referred for advanced care. 
 

 
2. The introduction needs to provide some more information on what is known about the 

health problems of refugees living in camps.  Some of this is referenced in table 4.  
However there should be more discussion of these issues in the introduction. 

 
The authors would like to thank the reviewer for pointing this out to us. 
There are only few review publications on the health issues of refugees living in camps. In PubMed, 
when searching for "refugee camp" and "health", only 7 reviews come up: one about mortality only [1], 
a case study and review on schistosomiasis [2], descriptions of outbreaks provoked by food workers 
[3], a French review on cholera epidemics [4], an analysis of how camp size and density implies 
dependence, and mortality rates [5], one about occupational justice, and one about DNA hybridization 
techniques to assess diarrheal disease. 
None of the reviews highlight overviews of health problems in camp residents. 
 
When looking for "internally displaced people" or "refugees" and "health", most articles discuss mental 
health problems. 
There is one recent systematic review and meta-analysis (a 2016 BMJ Open publication, not yet 
available at the time of our manuscript) discussing potentially avoidable and ambulatory care sensitive 
hospitalisations among forced migrants, stating that forced migrants are a very heterogeneous group. 
Their health problems depend on their 'predeparture' status (local chronic disease patterns and 
pathogens), the circumstances of the journey (mode of transport, carried and acquired pathogens, 
environment), and while settling down in camps attention will be required as well for communicable 
diseases following unhygienic and unsafe circumstances, as for non-communicable diseases, mental 
health and socio-economic influences on health. [6] Unfortunately, the meta-analysis itself is promised 
but still has to follow. 
 
All publications on the health problems of refugees living in camps are either old (from before 2001) or 
anecdotal, discussing one particular situation. 
 
The older publications may be of help: 
In 1984, Bruce Dick [7] described seven major causes of disease in refugees, of which one is the 
refugee camp itself. He reviewed 11 selected epidemics between 1972 and 1982 in refugee camps. 
These included malnutrition, beriberi, vitamin A deficiency, scurvy, smallpox, cholera, typhoid 
diarrhea, measles, acute haemorrhagic conjunctivitis, and poliomyositis. In almost all of these 
outbreaks, the epidemic was associated with inadequate provision of basic services in the camp 
(food, water, sanitation, immunization).  
 
In 1992, Clinton-Davis and Fassil [8] stated that diseases affecting refugees are similar to those in 
stable communities in most poor countries, but described 3 groups of most common diseases refugee 
camp residents are more prone to: malnutrition (particularly in children < 5 years old), infectious 
diseases and epidemics (they sum up the same epidemics as Dick in 1984, but add meningitis, 
hepatitis, and pellagra) with higher mortality among children and elderly, and mental health problems. 
They also point out that the longer refugees have to wait for decisions on their future, the more they 
are at risk for violence and rape, and tension-caused psychiatric disorders.  
As for refugees arriving in the UK, they state that in the absence of systematic health recording 
systems, analysis of health problems remains difficult, but they listed following identified areas of 
problems: maternal and child care, unaccompanied children, mental health problems, victims of 
torture and rape, HIV and AIDS,  
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The knowledge on health problems of people living in camps is scarce and scattered: available 
studies are conducted in a wide variety of settings, and interpretation depends on the development 
level of the countries in which the camps are set up. Expert opinions in the grey literature explain that 
these health problems are multi-faceted (surgical, medical and psychiatrically) and originate from 
many factors (trauma from the conflict in the country of origin and from the journey, comorbidities and 
infections depending on which were endemic in the home country and emerging from the 
inappropriate sanitary conditions with crowding in camps, mental problems from undergoing violence, 
the new and austere situation, and the settlement in a new - sometimes hostile - environment). 
 
We propose to change the manuscript (Introduction) in the following way: 

Reports on refugee camp patients vary widely in methodology, points of interest, and are often expert 
opinions or undocumented statements. Most focus on communicable diseases (vector-, air-, food-, 
blood- and waterborne diseases and infections) such as tuberculosis, malaria, and HIV/AIDS, or 
elucidate immediate effects of disasters (estimated numbers of dead, injured and displaced) and late 
consequences such as outbreaks, epidemics, and mental health problems.[6-8] As in every refugee 
or internally displaced person camp around the world - usually in third world countries - specific 
patterns of pathology are to be expected (especially respiratory, gastrointestinal, and skin infections) 
secondary to poor sanitary conditions and overcrowding, but also increase of non-communicable 
diseases (malnutrition, cancer, chronic lung diseases) and comorbidities (especially diabetes and 
hypertension) imposing vulnerability due to interruption of care, and psychosocial disorders following 
violence, journeys in austere circumstances, and the settlement in a new - sometimes hostile - 
environment.[8-10]  
 
With addition of these citations to the reference list: 
 
[x] Dick B. Diseases of refugees–causes, effects and control. Trans R Soc Trop Med Hyg. 
1984;78(6):734-41 
[x] Clinton-Davis L, Fassil Y. Health and social problems of refugees. Soc Sci Med. 1992 
Aug;35(4):507-13. 
[x] WHO Regional Office for Europe. Migration and health: key issues. Available at 
http://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/migrant-health-in-
the-european-region/migration-and-health-key-issues. Last accessed September 29, 2016. 

 
3. In the introduction and discussion there should be some information provided on the 

health of refugees living in the community (rather than camps) in Belgium and 
neighbouring countries. 

 
The authors did look for valid reports of health studies about refugee populations in Belgium and 
European countries, but these are unfortunately lacking.  
 
We did find a few Belgian case reports: one on louse-born relapsing fever in a refugee [9]; and one on 
visceral Leishmaniasis.[10] 
 
Other reports emphasize only on mental well-being of refugees residing in Belgium[11], on sexual 
health[12], or genital mutilation [13]. 
 
Belgium is sometimes briefly mentioned in reviews overlooking tuberculosis screening in immigrants 
in the context of European surveys.[14] In 1997, the results of a 1993 screening of asylum seekers for 
tuberculosis in Belgium were published, showing that tuberculosis was more prevalent (312/100 000) 
among refugees, being 30 times higher than in the hosting population, and led to the recommendation 
of the today's screening.[15] 
 
We could not detect any scientific reports on the more general physical health of asylum seekers or 
refugees in Belgium. There are grey reports on the difficulties accessing regular health care of 
immigrants living in the Belgian society. 
 
With regard to the neighbouring countries, we found very few studies that were not already mentioned 
in the original manuscript. 
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Burnett and Peel [16] listed communicable infectious diseases found in asylum seekers and refugees 
arriving in the UK (and in other studies). They focused mainly on health threats to the hosting 
population. They mention hepatitis A and B, meningitis, tuberculosis, and parasitic infections 
(Helicobacter pylori is more common in people from poor countries). Furthermore, they also describe 
higher rates of diabetes, hypertension and coronary heart disease in people coming from Eastern 
Europe, and more risk of substance abuse. They found common dental problems, and a high 
proportion of headache, backache, and non-specific body pain, possibly from trauma, musculoskeletal 
or emotional distress origin. They believe episodes of malnutrition and poor hygiene may compromise 
refugee's health as well, and incomplete immunization rates put children at risk. 
 
1995 and 1998 studies in the UK have found that one in six refugees has a physical health problem, 
severe enough to affect their life; and two thirds have experienced anxiety or depression [17,18] 
 
In 2016, the WHO (no specific authors or references mentioned [19]) published a gray literature text 
about the key issues of migration and health. They provide an overview of possible issues related to 
migration and the refugee status. The most frequent health problems of newly arrived refugees 
include accidental injuries, hypothermia, burns, gastro-intestinal illnesses, cardiovascular events, 
pregnancy- and delivery-related complications, diabetes and hypertension. Female and children face 
specific challenges. The risks of displacement include psychosocial disorders, alcoholism, and 
exposure to violence and interruption of care increases the vulnerability to non-communicable 
diseases. Poor living conditions, suboptimal hygiene and deprivation make individuals prone to 
respiratory infections, gastrointestinal illnesses, and skin infections. Regarding communicable 
diseases: these would be more related to poverty than to migration. Particularly measles, food- and 
waterborne diseases (salmonella, shigella, campylobacter, norovirus, hepatitis A, cholera), but also 
tuberculosis (incidence in Syria as low as 17 new cases per 100 000 population; but in refugees 
already in Belgium in 1993 up to 396/100 000 [15]), HIV/AIDS (low prevalence in the Middle East and 
North Africa), hepatitis, rubella, influenza (especially of concern in pregnant women, young children, 
people with chronic underlying conditions and elderly) and other respiratory viruses, MERS-coV, and 
vector-borne diseases such as malaria and leishmaniasis.  
 
Recently, one more relevant study was published describing the most common diagnosed problems 
in adult asylum seekers who presented to an Emergency Department in Bern, Switzerland, between 
2011 and 2014 [20]. The most common reason for encounter was surgical (43%) of which half were 
trauma-related; followed by medical (37%) with acute infections (44%), neurological problems (22%) 
and gastro-intestinal problems (15%); and psychiatric (16%). The authors found medical comorbidities 
in 37% of the patients, of which most were psychiatric (24% of all patients) 
 
In conclusion, we would like to cite Pfortmueller et al [20]: "There is literally no study available on 
general health care problems of refugees (who arrived in Europe)." 
 
 
For the manuscript, we would propose to add to the introduction: 

A literature search reveals that epidemiological studies on health problems of asylum-seekers in 
Europe are scarce, and that they have been conducted in a wide variety of settings (hospital, asylum 
home, refugee camp, governmental structures) and have highlighted different issues (hygiene, 
infectious diseases, chronic health problems, mental health, unaccompanied minors), but never 
provided a comprehensive and complete overview.[8,11-13,31,33] Yet it is estimated that one in six 
refugees has a physical health problem severe enough to affect their life, and two thirds have 
experienced anxiety or depression.[§34] 
 
With addition of following citations to the list of references: 
 
[x] Pfortmueller CA, Schwetlick M, Mueller T, Lehmann B, Exadaktylos AK. Adult Asylum Seekers 
from the Middle East Including Syria in Central Europe: What Are Their Health Care Problems? PLoS 
One. 2016 Feb 10;11(2):e0148196. doi: 10.1371/journal.pone.0148196. eCollection 2016. 
[x] Burnett A, Peel M. Health needs of asylum seekers and refugees. BMJ. 2001 Mar 
3;322(7285):544-7. 
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4. More detail is needed about the translation of clinical encounters – how this was done, how 
often, the quality and appropriateness of interpreters etc (eg were family members used) as 
this is likely to influence the diagnoses. 

 
MdM provided interpreters working in shifts like the physicians and nurses. At least one interpreter 
was present during each clinical encounter. The interpreters were selected by the MdM Human 
Resources responsible on the basis of their knowledge of classical Arabic, but there were also 
interpreters available for Dutch, French, English, Arabic, Farsi, Dari, Berber, Urdu, Bulgarian, 
Russian, and other languages. Some of these interpreters were trained in medical translations, but 
not all of them.  
Most non-Arabic patients spoke at least one of the current languages spoken by the Belgian 
healthcare providers (Dutch, French, English, German, Greek, Moroccan, Turkish,…). The MdM 
medical team includes Belgian recognized physicians and nurses with immigrant background, 
speaking a wide variety of languages, among which Arabic, Swahili, Somali and Turkish.  
The interpreters were used as well to translate the patient's history, complaints and problems to the 
physicians and nurses; as for the translation back about diagnosis, treatment strategy, and 
explanations to the patient and his family about Belgium and the social network. 
 
 

 
Figure to explain: Volunteers of Médecins du Monde divided by professional background: n=751. As 
is shown, there were almost as much interpreters as physicians. 
 
 

We adapted the manuscript to: 
Each patient was subsequently interviewed and examined by physicians, with competent interpreters 
present during all clinical encounters. 

 
 
5. Under settings in Methods on page 3, it is stated that triage was performed.  It would be 

useful to know how this was done and what proportion of patients were in the different 

physician 
26% 

nurse 
24% 

interpreter 
22% 

logistician 
17% 

psychologist 
5% 

therapist 
2% 

pharmacist 
2% 

dentist 
0% 

driver 
1% 

study 
nurse 

1% 
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triage categories.  This would provide some information on the severity and urgency of the 
cases. 

 
Triage (in 2 categories: "urgent" or "less urgent") was performed at the entrance of the Field Hospital. 
Registered nurses and interpreters welcomed the patients, asked them some demographic data (age, 
gender, country of origin, how long they were in Belgium yet, and if their problem was medical, trauma 
or psychological). These data were noted on the registry sheets and handed over to the physician, 
while the patient was guided to the best suited physician and the appropriate location inside the Field 
Hospital by the interpreter. The latter stayed with the patient to translate when necessary until the 
patient left the hospital. 
This was not a "medical or START triage" as is classically used in disaster settings, it was more a 
practical one, and there were no notes on the outcome of that triage, so unfortunately it did not 
generate information on the severity and urgency of cases.  
The same team cared for patients that had to be transferred to neighbouring hospitals for advanced 
care, or to the dentist's office, or to maternity wards. The interpreters always stayed with the patient, 
and when necessary physicians or nurses accompanied the patient to the referral centre. 
 

We propose to adapt this sentence to: 
Registration on admission and basic triage in urgent and less urgent patients was performed by 
trained nurses.  

 
6. In results and figure 2 region of origin is given.  There should be mention that this is often 

difficult to determine clearly and depends on definitions.  For example a refugee might have 
been displaced from north Iran into Syria and then into Oman before seeking asylum in 
Europe.  Such a refugee might be classified as coming from any of these three countries. 

 
We like to thank the reviewer for this question.  
We asked the patient their country of origin, meaning where they had their home before they became 
a refugee for the first time. So Iraqi people, already fled to Syria after the invasion of Iraq in 2002, and 
who maybe resided for a month in Turkey before arriving in Brussels, were considered as originating 
from Iraq. As mentioned in the first paragraph of the Discussion section, a large proportion of 
refugees originated from Iraq, but fled their homes already long time before. We noticed that people 
did not mention other countries then was stated on their identity cards if available: most people were 
really proud of the country they originated from, and did not want to lie about this. 
 

We propose following clarification: 
A prospectively designed template was used to register data for all patients: age, gender, country of 
origin (the country the patient was born in, or lived in before fleeing home for the first time), date of 
arrival in Belgium,... 

 
 
7. In the discussion of primary diagnoses the point should be made that long term conditions 

may have under presented or been under diagnosed.  This includes some infectious 
diseases (blood born viruses such as Hepatitis B and Helicobacter pylori) as it appears that 
the more acute conditions were identified.  

 
While registering the patient's problems, complaints and (medical) history, these non-communicable 
diseases were asked for and registered. When the comorbidity was not the actual chief complaint, it 
was not withheld in the primary diagnosis. But when for example a patient with diabetes as 
comorbidity (n=96) had an exacerbation or deregulation of their diabetes as most important complaint, 
then "diabetes" was the primary diagnosis (n =70).  
With regards to (blood born) infectious diseases, the MdM team could only rely on the history as 
described by the patient himself, since we usually did not have access to patient history files. Some of 
the patients presented with copies (mostly pictures taken from medical records at home, shown to us 
on their smartphones) of their medical history or even blood results, chemotherapy schemes, etc… 
and were exchanged and printed in order to reassemble a medical file in Belgium. But this was a 
small minority. 
 

We propose to add following sentence to the end of the discussion: 
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Long term conditions (including vector- and blood borne infections such as leishmaniasis, malaria, 
Hepatitis B and Helicobacter pylori) may have under presented or been under diagnosed, as 
healthcare providers focused more on identifying acute conditions. 

 
 
8. Mental illness, dental disease, disability, as well as traditional NCDs such as diabetes, 

cardiovascular and respiratory disease, were much less frequently reported than in other 
studies.  This is attributed to language issues, limited time etc.  It would be useful to know 
what the field hospital had to offer patients with these conditions?  It may be that, for 
example, that patients may have presented less frequently with conditions that they felt 
were less likely to be provided for in the hospital or because they lacked the health literacy 
to understand the importance of continuing care of these conditions. 

 
The authors would like to thank the reviewer for this remark. 
However, we would like to emphasise that the proportion of acute respiratory and dental disease was 
not lower, but much higher than in other reports. We explain this in paragraphs 1, 3 en 5 of the 
discussion. 
With regard to the lower proportion in mental illness we discussed that we think that there has been 
an underreporting. MdM organised from the very beginning specific psychological consultations in a 
separate tent inside the Field Hospital. Patients could be directed immediately to the psychological 
consultation (from triage), or be secondary redirected from the "medical" consultations, whenever - 
besides the medical problem - a psychological disorder was suspected or detected by the physician. 
The latter patients were registered as "medical" primary diagnosis, but may have had a psychological 
"secondary" diagnosis. The psychologist's appointment lists (different from this study's registration) 
showed more consultations than were properly registered, so there might have been an under 
registration of psychological consults in the study. Patients were able to present themselves directly to 
the psychologist, but did not tend to do this easily. Yet, any patient with mental distress detected 
during a regular medical consult, was guided to the psychiatrists and psychologists. There was a 
separate tent for these encounters within the Field Hospital, with sufficient privacy, and constant 
presence of dedicated interpreters. However, we are convinced that the predominantly young males 
still were reluctant of making optimal use of this facility. It is clear that the setting with interpreters in 
between the patient and the caregiver is suboptimal for this kind of care. 
 
Also, we are convinced that the very young median age of the patients (28 years old) explains as well 
the low proportion of NCD's in our sample, as these are more frequently found in older patients.   
Except for the basic medical devices such as stethoscopes, otoscopes, blood pressure monitors, 
weight scales, tongue depressors, saturation meters, etc…, the MdM Field Hospital had also some 
point-of-care tests at their disposal: urine strips, blood glucose and ketone meters, pregnancy tests, 
… 
Patients with diabetes or hypertension deregulation but not needing immediate advanced care, could 
be treated on the spot, or be provided with chronic medication or materials (insulin, beta blockers, 
blood glucose meters) when they were short of drugs or when their material (blood glucose meters) 
was lost or broken. If appropriate, some of these NCD patients (n= 121 or 3%) were asked to revisit 
the Field Hospital with a certain interval of time for follow up. Most of the patients with chronic 
conditions were asked to re-present to the fixed consultations in the neighbourhood: 4% (n=152), 
mainly for arterial tension and blood glucose measurements. Referrals were organized for 412 
patients (11%): 205 to dentists (5%), 117 (3%) to Emergency Departments, 70 to psychotherapists 
(2%), and 20 (0.5%) to mother & new-born care consultations. Children younger than five were 
referred 27 times (18% of young children): 15 to ambulant follow-up, six to new-born consultations, 
and two each to Emergency Departments, dentists, and native Arabic psychiatrists. 
 
We do not believe health literacy was an important issue among the refugees in Brussels. We do not 
possess scientific data on this, but our general impression was that the vast majority of these 
immigrants had a fair level of education and health literacy. The patients with chronic conditions such 
as diabetes and hypertension seemed well educated and well aware of their conditions. There knew 
that they could find the necessary drugs, material and follow-up in the MdM Field Hospital. Newly 
arriving refugees suffering from chronic conditions were directed to the Hospital by the welcoming 
volunteers of the ad hoc "Belgian Civilian Platform" 
 

We propose following addition to the discussion (paragraph 8): 
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The proportion of mental disorders was rather low (2%), in contrast to other studies reporting 
incidences of up to one third.[8,10,22,29,30] Even though MdM provided a separate tent (with 
sufficient privacy and constant availability of interpreters), it is still possible that language barriers, 
limited time per consultation, and the fact that most patients were young men from Middle East 
countries - not easily expressing emotions to strangers in tents - might have contributed to this low 
proportion. We do suspect underreporting of mental problems, as MdM recorded more use of 
secondary psychological consultations in the Field Hospital than registered in this study. 

 

We propose following addition to the discussion (paragraph 11): 
 
The prevalence of 7% of non-communicable chronic diseases (mainly diabetes, hypertension and 
asthma) found in this study population was lower than the range in earlier reports, possibly due to the 
limited number of aged asylum-seekers.[21] Some 138 patients (4%) lacked maintenance treatment 
medication, of which 72 had chronic comorbidities like diabetes and hypertension, and were therefore 
at risk for deregulation of their clinical condition. For these patients, MdM provided all necessary 
medication and materials (like insulin, beta blockers, puffs, blood glucose meters, urine ketone strips) 
and provided follow up or referral. 

 
 
Reviewers' Comments to Author: 

Reviewer: 2 
Reviewer Name: Alexander Bischoff 
Institution and Country: Western Switzerland University of Applied Sciences and Arts, Fribourg, 
Switzerland  

 
Thank you for giving me the opportunity to review this paper. 
It is an interesting and straightforward read. 
The study findings are a timely contribution to health care provision for refugees and asylum 
seekers in these times of (again) increasing mobility and diversity in European health services.  
 
Here are some comments: 
 
1. - p 2, l 8, hypothesis: sounds too narrow. Self-fulfilling prophecy? 

I explain: if you write: „Hypothesis is that among asylum-seekers in a huddled refugee 
camp – even in a well-developed country with all medical facilities – respiratory, digestive 
and other medical problems typical of refugee camps will emerge soon“, and then use the 
emergency focused, or humanitarian focused and communicable disease focused manuals 
(cf. P 4) then it is likely that you find what you hypothesized. I would not put forward this 
hypothesis; it is not necessary, but can introduce a categorization bias (you mention that 
term when referring to diagnoses post-hoc). No wonder then, that the proportion of mental 
disorders was low (as you write in the discussion, p 8) 

 
The authors would like to agree with the reviewer's comment.  
It is true this hypothesis sounds as a self-fulfilling prophecy, even if it was the actual unbiased 
hypothesis before the start of the data collection. Some of the authors, members of the Research 
Group on Emergency and Disaster Medicine at the Brussels University, have reported before on 
diagnoses and diagnoses categories found in disaster victims treated in Field Hospitals (after the 
earthquake in Haiti [21], after an arms dump explosion in Brazzaville [22], during the civil war in Syria 
[23], after the cyclone in the Philippines [24]), using the same template, based on the same manuals. 
Most of the victims from these samples resided in Internally Displaced Persons or Refugee Camps, 
and a pattern could be distinct. That is why we started from the hypothesis that the patients in this 
refugee camp, although in a well-developed country but still in austere circumstances, could possibly 
reveal the same pattern of diagnosis categories. 
 
We are however absolutely ready to leave the hypothesis out of the abstract, and out of the 
objectives. We would then rephrase both as: 
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[Abstract - Background]: 
In the summer of 2015, the exodus of Syrian war refugees and saturation of refugee camps in 
neighbouring countries led to the influx of asylum-seekers in European countries, including Belgium. 
This study aims to describe the demographic and clinical characteristics of asylum-seekers that 
arrived in a huddled refugee camp, in the centre of a well-developed country with all medical facilities.  
 
[Introduction - Objectives] 
This study aims to document demographics of asylum-seekers who arrived in a refugee camp in 
Brussels in September 2015; to describe complaints, comorbidities, diagnoses and diagnosis 
categories of patients presenting to a Field Hospital in a Refugee Camp, set up in a Western 
European capital; and to formulate recommendations for future relief operations. 

 
 
2. - p 3, l 22, “only 628 were granted asylum…” : what happened to the others? 
 
This is a pertinent question. Unfortunately, the procedure and explanation is rather complicated and 
long. To our opinion: too long and too confusing to be included in the introduction.  
There are multiple steps for an asylum seeker in Belgium to take. An asylum application is generally 
submitted at the Belgian Immigration Office in Brussels. However, an asylum application may also be 
made at the border (for example at the airport), within a closed centre or a penal institution.  
The Immigration Office registers the asylum application and investigates whether Belgium is 
responsible for processing the asylum application (Dublin examination). If another Member State is 
responsible, Belgium can transfer the asylum seeker to this Member State. If this is not the first 
asylum application, the Office looks at whether the foreigner is providing any new and relevant 
elements to support the new application (examination of multiple applications). At this stage, the 
asylum seeker only makes a short statement and completes a standard questionnaire.  
Belgium registered 5512 requests for asylum in September 2015, of which 6% were multiple 
applications, and 482 were from unaccompanied minors.  
The Belgian Immigration Department has a power of "first decision" with regard to the application of 
the Dublin Regulation (annexes 25/26 quarter), renunciations, and more. If the Immigration 
Department does not make a decision, the cases are transferred to the CGRS (the Belgian Office of 
the Commissioner General for Refugees and Stateless Persons) for examination.  
In September 2015, the Belgian Immigration Department transferred 1986/5512 cases (36%) to the 
CGRS. The others are either back at the beginning of the whole procedure and can file a so-called 
"multiple application", or they have to leave the country. 
The CGRS reviews all transferred applications, and interviews the applicant, before taking a final 
decision whether an asylum-seeker can be officially recognized as refugee. The CGRS took 1317 
decisions in September 2015. The other transferred cases (1986-1317= 669) were postponed, and 
had to wait longer to receive an invitation by the CGRS. 
From the 1317 decisions, 196 were in multiple applications, 40% for Iraqi applicants, 27% Syrian, 
10% Afghan, 3% Somalian and 20% applicants originating from other countries. Of these, 534 were 
recognized as refugee in a first application, and 94 granted subsidiary protection. This means 628 
positive decisions. Another 79 were 'considered' (not granted) for asylum after multiple applications in 
a later stage. All other (n= 610) received refusal of consideration, or refusal of granting the refugee 
status. When the asylum application has been definitively refused, the failed asylum seeker receives 
an order to leave the territory.[25]  
 

To make this clearer to the reader, we propose following changes: 
 
Of 5512 requests for asylum registered at the Belgian Immigration Office in September 2015, 482 
(9%) were from unaccompanied minors, and only 628 were granted asylum. The other applicants 
were either formally rejected (3526 cases), postponed (748 cases) or definitively refused (610 cases). 
The latter received an order to leave the territory.[2] Belgium accepted 0.8% of all asylum-seekers 
reaching Europe in 2015.[3]  

 
 
3. - p 3, l 52, “translators, most of them volunteers”: do the volunteers only apply to 

translators or to other staff as well? And: it’s interpreters (not translators). 
 
Thank you for this remark.  
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We changed the term "translators" into "interpreters". 
 

The credential of "volunteers" does apply to all, so we changed this sentence: 
 
"The MdM team comprised over 400 physicians, nurses, pharmacists, logisticians, and translators, 
most of them volunteers." 
into 
"The MdM volunteer team comprised over 400 certified physicians, nurses, pharmacists, logisticians, 
and interpreters. MdM registered all volunteers and verified their diploma and license to work in 
Belgium." 

 
An addition about the diploma verification was added since the guidelines for Emergency Medical 
Teams requests this quality check for all people working in the context of Field Hospitals, and we 
thought it was important to mention this as well.[26] 
 
 
 
4. - p 5: figure 3 and table 2: why saying twice the same thing? I find the figures (except figure 

1) a bit trivial. Same comment about table 2 and figure 4. 
 
We would like to partially disagree with the reviewer on this comment, although we understand the 
remark very well. Table 2 is unfortunately a rather large and condensed set of numbers, not allowing 
all BMJ Open readers - possibly unfamiliar with ICD categories or common case descriptions and 
classifications, or with disaster medicine reports - to clearly see the most prominent diagnoses and 
categories easily. We are convinced that the very simple graphic illustrations of this large dataset are 
eye-catching and useful to illustrate the most important findings. The authors would like to add that in 
our other reports - working with the same template - used these types of graphs as well.[21–24] This 
may allow interested readers to compare findings more easily. 
In accordance with WHO guidelines on reporting with graphic maps, we chose not to use a map with 
disputable borders instead of the now maybe trivial looking figure 2 depicting the regions of origin. 
 

 
 
To make Figure 2 more informative, we split the "Middle East" patients' origin into "Iraq", "Syria", and 
"rest of Middle East" inside the original figure 2: 
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Figure 2: Countries and regions of origin of asylum-seekers 

5. - p7: multi-variate analyses, table 3: very interesting. Why don’t you do more with this, with 
such an “n”. For example, what about asylum statues as a predictive factor. I would 
encourage you do run additional multi-variate analyses. 

 
The authors would like to thank the reviewer for this encouraging remark. 
With the help of Prof Buyl, our statistician, we did search for other predictive factors indeed. We 
looked additionally at the time interval since arrival in Belgium (known for 3501 or 89% of patients), 
the status of the asylum procedure (registered for 2625 patients or 67%), and the type of shelter the 
patients were sleeping and residing in (known for 3245 patients or 83%). The fact that some variables 
were not available for all patients made the model more instable than for the originally analyzed 
variables. We added the results of the extra analyses to the original table 3 below: 
 
Table 3: Predictive factors for infectious diseases from a multiple logistic regression analysis 

  O.R. 

95% C.I. of O.R. 
p-

value 
Lower Upper 

Origin (reference: other 

countries) 
Syria 1.91 1.54 2.38 

<0.000

1 

 Iraq 1.85 1.54 2.21 
<0.000

1 

 Morocco 0.99 0.76 1.29 0.95 

 
Afghanista

n 
1.42 0.95 2.12 0.09 

Gender (reference: male) female 0.77 0.63 0.95 0.01 

Age (reference ≥15 years old) 
<15 years 

old 
1.64 1.28 2.10 

<0.000

1 

Time in Belgium (reference 
<31 days 1.13 0.80 1.59 0.49 
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≥31 days) 

Asylum procedure (reference 

initiated) 

Not 

initiated 
1.10 0.08 2.11 0.16 

Shelter (reference: refugee 

camp) 

Other 

housing 
0.28 0.03 2.63 0.27 

C.I. confidence interval; O.R. odds ratio 
 
 
Unfortunately, the performed analyses do not yield additional significant results. Therefore, our 
statistician proposes we stay with the model (and Table 3) as presented in the manuscript. 
 
With the addition of following statements in the manuscript: 
 

(METHODS) Statistical methods 
Multiple logistic regression analysis was performed to identify factors associated with the asylum-
seekers’ health problems, by using 'infection' as an outcome variable, by using origin (other versus 
Syria, Iraq, Morocco and Afghanistan), age category (0-15, >15 years old), gender, arrival time in 
Belgium, asylum state, and shelter location as predictors. Analyses were carried out by using IBM® 
SPSS® v23.0. All tests were performed using an α-level of 0.05. 

 
 

(RESULTS) Subgroup analyses 
The multiple logistic regression analysis in Table 3 shows that asylum-seekers from Syria and Iraq, 
and children have a higher risk for infection. We did not detect any other significant risk factors. 

 
 
6. - p 9, l 3: "an important part (3%)". Sounds odd. Drop it or comment why 3% is important.  
 
We do agree completely with the reviewer's comment on this: 3% felt like an important part to us while 
working, but it is trivial to mention that. We left "An important part" out of the manuscript.  
 

We changed the manuscript from 
"An important part (3%) needed referral to EDs for varying reasons: …" 
 to 
Referral to EDs was needed in 3% of the consultations, for varying reasons:… 

 
 
7. - p 9, 14: "Only 19 enrolled patients (0.5%) did not get a specific medical diagnosis, but 

were categorized as seeking attention or non-medical support. This is a much lower 
proportion than reported in Switzerland by Bischoff and colleagues." I didn’t understand 
the message of this. What do you imply? 

 
The authors are much honoured to be able to discuss this with the author of one of our references. 

On page 60 and 61 of the article in the 2009 issue 19 of the European Journal of Public Health, 

Bisschoff et al wrote: "Out of the total study population, 61% of the asylum seekers had no ICD 

diagnosis, either because they did not request health care or because the physician had not indicated 

an ICD diagnosis."[27] 

In our sample, 19/3907 patients (0.5%) did not receive an ICD diagnosis, because they were not 

looking for medical help or health care. These "patients" were included, because they presented to 

the Field Hospital, but were in search of other aid than health care. Either they wanted to tell their 

story, or looked for non-medical support (help to find housing, hoping physicians would open doors 

otherwise shut for them; asking for help to re-apply for asylum; etc). 
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The comparison is probably not very strong, as both case-series are rather different, and 

circumstances were different too. It might be better to leave this comparison out. 

We propose to change the manuscript from: 

Only 19 enrolled patients (0.5%) did not get a specific medical diagnosis, but were categorized as 

seeking attention or looking for non-medical support. This is a much lower proportion than reported in 

Switzerland by Bisschoff and colleagues.[8] 

to: 

Nineteen patients (0.5%) did not get a specific medical diagnosis, but were categorized as seeking 
attention for their distressing situation, or looking for non-medical support. 

 

 

The authors would like to thank both reviewers for their efforts in reviewing our manuscript and for the 

valuable comments and suggestions in order to improve the quality of the paper. 

 

REFERENCES INCLUDED IN THIS LETTER: 
 
[1] National Research Council (US) Roundtable on the Demography of Forced Migration; Reed HE, 
Keely CB, editors. Forced Migration & Mortality. Washington (DC): National Academies Press (US); 
2001. 
 
[2] Borch M, Kiernan M, Rust K, Baron B, Simmons B, Hattala P, Davey A, Yovanovich J, Shayder D, 
Wasilewski A, LaFaro VE. Schistosomiasis: a case study. Urol Nurs. 2009 Jan-Feb;29(1):26-9. 
Review. 
 
[3] Todd EC1, Greig JD, Bartleson CA, Michaels BS. Outbreaks where food workers have been 
implicated in the spread of foodborne disease. Part 2. Description of outbreaks by size, severity, and 
settings. J Food Prot. 2007 Aug;70(8):1975-93. 
 
[4] Brown V, Jacquier G, Bachy C, Bitar D, Legros D. Management of cholera epidemics in a refugee 
camp. Bull Soc Pathol Exot. 2002 Dec;95(5):351-4. Review. French. 
 
[5] Cosgrave J. Refugee density and dependence: practical implications of camp size. Disasters. 
1996 Sep;20(3):261-70. 
 
[6] Lichtl C, Gewalt SC, Noest S, Szecsenyi J, Bozorgmehr K. Potentially avoidable and ambulatory 
care sensitive hospitalisations among forced migrants: a protocol for a systematic review and meta-
analysis. BMJ Open. 2016 Sep 22;6(9):e012216. doi: 10.1136/bmjopen-2016-012216. 
 
[7] Dick B. Diseases of refugees–causes, effects and control. Trans R Soc Trop Med Hyg. 
1984;78(6):734-41. 
 
[8] Clinton-Davis L, Fassil Y. Health and social problems of refugees. Soc Sci Med. 1992 
Aug;35(4):507-13. 
 
[9] Darcis G, Hayette MP, Bontems S, Sauvage AS, Meuris C, Van Esbroeck M, Leonard P. Louse-
borne relapsing fever in a refugee from Somalia arriving in Belgium. J Travel Med. 2016 Mar;23(3). 
doi: 10.1093/jtm/taw009. 
 
[10] Peeters E, Verhulst S, Wojciechowski M, Vlieghe E, Jorens P, Van Marck V, Ramet J, De Dooy J. 
Visceral leishmaniasis in a child infected with the human immunodeficiency virus in a non-endemic 
region. J Trop Pediatr. 2011 Dec;57(6):493-5. doi: 10.1093/tropej/fmr024. Epub 2011 Mar 2. 
 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-013963 on 24 N

ovem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


[11] Vervliet M, Meyer Demott MA, Jakobsen M, Broekaert E, Heir T, Derluyn I. The mental health of 
unaccompanied refugee minors on arrival in the host country.Scand J Psychol. 2014 Feb;55(1):33-7. 
doi: 10.1111/sjop.12094. 
 
[12] Keygnaert I, Vettenburg N, Roelens K, Temmerman M. Sexual health is dead in my body: 
participatory assessment of sexual health determinants by refugees, asylum seekers and 
undocumented migrants in Belgium and The Netherlands. BMC Public Health. 2014 May 1;14:416. 
doi: 10.1186/1471-2458-14-416. 
 
[14] Dara M, Solovic I, Sotgiu G, D'Ambrosio L, Centis R, Tran R, Goletti D, Duarte R, Aliberti S, de 
Benedictis FM, Bothamley G, Schaberg T, Abubakar I, Teixeira V, Ward B, Gratziou C, Migliori GB. 
Tuberculosis care among refugees arriving in Europe: a ERS/WHO Europe Region survey of current 
practices. Eur Respir J. 2016 Sep;48(3):808-17. doi: 10.1183/13993003.00840-2016. Epub 2016 Aug 
4. 
 
[15] Van den Brande P, Uydebrouck M, Vermeire P, Demedts M. Tuberculosis in asylum seekers in 
Belgium. VRGT (Flemish Lung and Tuberculosis Association). Eur Respir J. 1997 Mar;10(3):610-4. 
 
[16] Burnett A, Peel M. Health needs of asylum seekers and refugees. BMJ. 2001 Mar 
3;322(7285):544-7. 
 
[17] Carey Wood J, Duke K, Karn V, Marshall T. The settlement of refugees in Britain. London: 
HMSO, 1995. (Home Office Research Study 141.) 
 
[18] Victorian Foundation for Survivors of Torture. Refugee health and general practice. Melbourne: 
Melbourne printing Professionals, 1998. 
 
[19] WHO Regional Office for Europe. Migration and health: key issues. Available at 
http://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/migrant-health-in-
the-european-region/migration-and-health-key-issues. Last accessed September 29, 2016. 
 
[20] Pfortmueller CA, Schwetlick M, Mueller T, Lehmann B, Exadaktylos AK. Adult Asylum Seekers 
from the Middle East Including Syria in Central Europe: What Are Their Health Care Problems? PLoS 
One. 2016 Feb 10;11(2):e0148196. doi: 10.1371/journal.pone.0148196. eCollection 2016. 
 
[21] van Berlaer G, Staes T, Danschutter D, et al. Disaster preparedness and response improvement: 
comparison of the 2010 Haiti earthquake-related diagnoses with baseline medical data. Eur J Emerg 
Med 2016; Mar 22. 
 
[22] van Berlaer G, Roggen I, Gijs G, Hubloue I. Clinical characteristics of the inhabitants of an 
internally displaced persons camp in Brazzaville, Republic of Congo after the arms dump blast on 
march 4, 2012. Prehosp Disaster Med 2014; 29:516–520. 
 
[23] Elsafti A, van Berlaer G, Alsafadi M, Debacker M, Buyl R, Redwan A, Hubloue I. Children in the 
Syrian Civil War: familial, educational and public health impact of on-going violence. Disaster Med 
Public Health Prep [accepted]. 
 
[24] van Berlaer G, de Jong F, Das T, Buyl R, Debacker M, Hubloue I. Cyclone Hayan in the 
Philipines 2014: clinical characteristics of patients presenting to the Belgian First Aid and Support 
Team Field Hospital. [submitted] 
 
[25] Office of the Commissioner General for Refugees and Stateless Persons. Asylum statistics 
September 2015. Available at http://www.cgra.be/sites/default/files/asylumstat_september_2015.pdf . 
Last accessed September 29th 2016. 
 
[26] Norton I, von Schreeb J, Aitken P, Herard P, Lajolo C. Classification and minimum standards for 
foreign medical teams in sudden onset disasters. Geneva: World Health Organisation;2013. 

[27] Bischoff A, Schneider M, Denhaerynck K, Battegay E. Health and ill health of asylum seekers in 

Switzerland: an epidemiological study. Eur J Public Health 2009;19:59-64.  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-013963 on 24 N

ovem
ber 2016. D

ow
nloaded from

 

http://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/migrant-health-in-the-european-region/migration-and-health-key-issues
http://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/migrant-health-in-the-european-region/migration-and-health-key-issues
http://www.cgra.be/sites/default/files/asylumstat_september_2015.pdf
http://bmjopen.bmj.com/


 
VERSION 2 – REVIEW 

REVIEWER Professor Mark Harris 
University of New South Wales  
Australia 

REVIEW RETURNED 23-Oct-2016 

 

GENERAL COMMENTS I thank the authors for their careful and thorough response to my 
review. I am satisfied with this and their amendments to the paper  

 

REVIEWER Alexander Bischoff 
University of Applied Sciences and Arts Western Switzerland  
Fribourg  
Switzerland 

REVIEW RETURNED 18-Oct-2016 

 

GENERAL COMMENTS Thanks for giving me the opportunity to review the revised version of 
this paper.  
By now, all points of concern have been adequately dealth with, and 
in my view, this article can be published. With kind regards.  
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