
1Richardson NA, et al. BMJ Open 2023;13:e075103. doi:10.1136/bmjopen-2023-075103

Open access�

Scabies outbreak management in 
refugee/migrant camps in Europe 2014–
2017: a retrospective qualitative 
interview study of healthcare staff 
experiences and perspectives

Naomi A Richardson  ‍ ‍ ,1 Jackie A Cassell  ‍ ‍ ,1 Michael G Head  ‍ ‍ ,2 
Stefania Lanza,1 Corinna Schaefer,3 Stephen L Walker  ‍ ‍ ,4,5 Jo Middleton  ‍ ‍ 1,6

To cite: Richardson NA, 
Cassell JA, Head MG, 
et al.  Scabies outbreak 
management in refugee/
migrant camps in Europe 
2014–2017: a retrospective 
qualitative interview study of 
healthcare staff experiences 
and perspectives. BMJ Open 
2023;13:e075103. doi:10.1136/
bmjopen-2023-075103

	► This web-only file has been 
produced by the BMJ Publishing 
Group from an electronic file 
supplied by the authors and has 
not been edited for content.

	► Prepublication history and 
additional supplemental material 
for this paper are available 
online. To view these files, 
please visit the journal online 
(http://dx.doi.org/10.1136/​
bmjopen-2023-075103).

Received 26 April 2023
Accepted 18 October 2023

For numbered affiliations see 
end of article.

Correspondence to
Jo Middleton;  
​J.​Middleton@​bsms.​ac.​uk

Original research

© Author(s) (or their 
employer(s)) 2023. Re-use 
permitted under CC BY. 
Published by BMJ.

ABSTRACT
Objectives  Provide insights into the experiences and 
perspectives of healthcare staff who treated scabies 
or managed outbreaks in formal and informal refugee/
migrant camps in Europe 2014–2017.
Design  Retrospective qualitative study using 
semistructured telephone interviews and framework 
analysis. Recruitment was done primarily through online 
networks of healthcare staff involved in medical care in 
refugee/migrant settings.
Setting  Formal and informal refugee/migrant camps in 
Europe 2014–2017.
Participants  Twelve participants (four doctors, four 
nurses, three allied health workers, one medical student) 
who had worked in camps (six in informal camps, nine in 
formal ones) across 15 locations within seven European 
countries (Greece, Serbia, Macedonia, Turkey, France, the 
Netherlands, Belgium).
Results  Participants reported that in camps they had 
worked, scabies diagnosis was primarily clinical (without 
dermatoscopy), and treatment and outbreak management 
varied highly. Seven stated scabicides were provided, 
while five reported that only symptomatic management 
was offered. They described camps as difficult places 
to work, with poor living standards for residents. Key 
perceived barriers to scabies control were (1) lack of 
water, sanitation and hygiene, specifically: absent/
limited showers (difficult to wash off topical scabicides), 
and inability to wash clothes and bedding (may have 
increased transmission/reinfestation); (2) social factors: 
language, stigma, treatment non-compliance and mobility 
(interfering with contact tracing and follow-up treatments); 
(3) healthcare factors: scabicide shortages and diversity, 
lack of examination privacy and staff inexperience; 
(4) organisational factors: overcrowding, ineffective 
interorganisational coordination, and lack of support and 
maltreatment by state authorities (eg, not providing basic 
facilities, obstruction of self-care by camp residents and 
non-governmental organisation (NGO) aid).
Conclusions  We recommend development of accessible 
scabies guidelines for camps, use of consensus diagnostic 
criteria and oral ivermectin mass treatments. In addition, 
as much of the work described was by small, volunteer-

staffed NGOs, we in the wider healthcare community 
should reflect how to better support such initiatives and 
those they serve.

INTRODUCTION
Scabies is a stigmatised contagious skin 
condition caused by infestation with the mite 
Sarcoptes scabiei.1 Transmission is mainly skin-
to-skin, less commonly via fomites such as 
bedding.2 Evidence from epidemiology and 
experimental trials indicates scabies preva-
lence is probably not influenced by levels of 
personal body washing.3 Symptoms begin 3–6 
weeks after first infestation, as early as 1 day 
after reinfestation.4 Secondary bacterial infec-
tions are common,5 6 with potential for serious 
long-term health impacts, including chronic 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Recruitment through online healthcare staff net-
works enabled collection of the subjective perspec-
tives of a participant population difficult to reach 
through formal means, given many had volunteered 
with non-governmental organisations but were not 
necessarily still anchored to them.

	⇒ Telephone interviews prevented observation of non-
verbal cues, but did facilitate international involve-
ment in a timely and resource-efficient manner.

	⇒ The relatively long and semistructured nature of the 
interviews gave participants opportunity to articu-
late their perspectives, to an extent unconstrained 
by researcher presumptions over what may have 
been important to them about their experiences.

	⇒ Conducting data collection and thematic analysis 
simultaneously enabled assessment of data satura-
tion during recruitment, but advertising and inter-
viewing solely in English excluded experiences from 
non-English-speaking individuals.

	⇒ The retrospective nature of the study may have in-
troduced recall bias.
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rheumatic heart disease and chronic kidney disease.7–9 
Diagnosis is normally by clinical examination, sometimes 
using dermatoscopy.4 10 However, definitive confirmation 
of diagnosis, according to consensus criteria of the Inter-
national Alliance for Control of Scabies (IACS), requires 
‘A1: mites, eggs or faeces on light microscopy of skin 
samples; A2: mites, eggs or faeces visualised on individual 
using high-powered imaging device; A3: mite visualised on 
individual using dermoscopy’ (see Box 1). Simultaneous 

treatment for diagnosed individuals and close contacts 
is required.11 This normally consists of topical scabicides 
applied to the entire body or oral ivermectin, in both cases 
often given two times (1 week apart).12 Environmental 
decontamination advice varies.12 The WHO designates 
scabies as a neglected tropical disease (NTD), with an 
estimated 455 million cases annually.13 Its highest burden 
is in the tropics, but in lower-burdened regions (such as 
Europe), scabies remains common, emerging as a public 
health problem when institutional outbreaks occur.10 13 14

Over the last decade, conflicts triggered large numbers 
of people to migrate to Europe.15–17 By the end of 
2016, European countries hosted 5.2 million refugees, 
2.9 million in Turkey alone (mostly from Syria).15 As a 
result, during 2014–2017, many formal refugee/migrant 
camps and reception centres, and informal (often illegally 
occupied) camps came into being or expanded (figure 1). 
Healthcare services in camps were often limited to clinics 
operating from caravans or makeshift structures, largely 
staffed by volunteers; better resourced camps could still 
face shortages and overcrowding following unexpected 
influxes.16 18 Scabies has been one of the most frequently 
observed medical conditions in these settings.18–22 In 
Germany, it was the third most common outbreak type 
in asylum-seeker shelters.21 In France, Doctors of the 
World UK estimated in 2015 that up to 40% of those 
seeking their care in the Calais ‘Jungle’ camp had scabies 
(Cooper, online supplemental file 1, p. 2). Outbreaks 
have been widely discussed in news and social media. 
Media analysis by Seebach et al23 described some of this 
coverage as stigmatising those affected by scabies, while 
positing migrants/refugees more generally as an invasive 
health threat to European countries. Multiple camps in 
France have been evicted with the public justification of 
responding to scabies outbreaks (examples of newspaper 
reports: Lichfield and Newton, online supplemental file 1, 
p. 2). Despite all this, to our knowledge, no study prior to 
ours has been published specifically on scabies outbreak 
diagnosis, treatment and management in refugee/

Box 1  Summary of the 2018 International Alliance for 
Control of Scabies criteria for the diagnosis of scabies

A: Confirmed scabies
At least one of:
A1: Mites, eggs or faeces on light microscopy of skin samples.
A2: Mites, eggs or faeces visualised on individual using high-powered 
imaging device.
A3: Mite visualised on individual using dermoscopy.
B: Clinical scabies
At least one of:
B1: Scabies burrows.
B2: Typical lesions affecting male genitalia.
B3: Typical lesions in a typical distribution and two history features.
C: Suspected scabies
One of:
C1: Typical lesions in a typical distribution and one history feature.
C2: Atypical lesions or atypical distribution and two history features.
History features
H1: Itch.
H2: Close contact with an individual who has itch or typical lesions in a 
typical distribution.
Notes:
1.	 These criteria should be used in conjunction with the full explanato-

ry notes and definitions (in preparation).
2.	 Diagnosis can be made at one of the three levels (A, B or C).
3.	 A diagnosis of clinical and suspected scabies should only be made if 

other differential diagnoses are considered less likely than scabies.
Attribution: Reprinted from Engelman et al,42 which is licensed under 
CC BY 4.0 (https://creativecommons.org/licenses/by/4.0). No changes 
have been made.

Figure 1  Informal and formal refugee/migrant camps. Left: informal camp in Calais, France, 2015 (VOA News-Nicolas 
Pinault (2015), public domain, original: https://web.archive.org/web/20210406154625/https://commons.wikimedia.org/wiki/
File:Calais2015a.jpg). Right: formal camp in Thessaloniki, Greece, 2016 (Konstantinos Stampoulis (2016), used under CC BY-SA 
4.0 which also applies to this figure, original: https://web.archive.org/web/20210406155208/https://commons.wikimedia.org/
wiki/File:Refugee_hotspot_Fessas_(3).jpg).
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migrant camps in Europe during this period. Further, we 
are unaware of any published study on healthcare staff 
perspectives on barriers and facilitators to treating and 
managing scabies in refugee camps globally.

Aims
This qualitative study aimed to provide insights into expe-
riences and perspectives of healthcare staff who treated 
scabies or managed associated outbreaks in refugee/
migrant camps in Europe 2014–2017—specifically, to 
describe: (1) methods used to diagnose, treat and manage 
scabies; (2) camp characteristics and perceived barriers 
and facilitators to effective scabies outbreak management.

METHODS
Study design
We carried out a retrospective qualitative study using 
semistructured telephone interviews and framework anal-
ysis. Recruitment was through online networks of health-
care staff active in refugee/migrant settings. Reporting 
is in line with the Standards for Reporting Qualitative 
Research24 (checklist, online supplemental table 1; and 
researcher characteristics, online supplemental file 1).

Participant selection and recruitment
Healthcare staff from state and non-governmental organ-
isations (NGOs) who had treated scabies in refugee/
migrant camps in Europe, and/or managed associ-
ated outbreaks in the previous 3 years were eligible. We 
recruited by contacting:

	► Relevant healthcare staff known to us.
	► Individuals publishing research on medical care in 

refugee/migrant settings.
	► Through online networks of healthcare staff active 

in refugee/migrant settings, including the alumni 
network of the European Centre for Disease Control 
fellowship programme and groups hosted on ​face-
book.​com. To target the latter, a public page (https://​
web.archive.org/web/20180523163917/https://​
www.​facebook.​com/​scab​iesr​esea​rchp​roject/) was 
shared to 10 relevant ​facebook.​com hosted groups 
(online supplemental table 2) and messages sent to 
members whose posts indicated they fitted the inclu-
sion criteria.

Data collection, processing and analysis
Single audio-recorded, semistructured telephone inter-
views were conducted from a private room in the Depart-
ment of Primary Care and Public Health at Brighton 
and Sussex Medical School by the first author NAR (who 
was alone) between November 2017 and February 2018. 
Participants gave data on personal characteristics and 
experience, and interviews followed a topic guide (online 
supplemental file 1) based on published literature and 
guidance from experts in scabies (epidemiology, JAC; 
dermatology, SLW; medical acarology, JM). They were 
scheduled for c. 40 min, but so as to provide sufficient 

information power,25 participants were told they could 
speak longer as necessary, and to not feel precluded 
by the topic guide from relating any experiences and 
perspectives they thought relevant to the study aims. 
NAR conducted data collection and thematic analysis 
simultaneously to determine when data saturation was 
reached,26 27 which was prospectively defined as being 
no new themes emerging in three consecutive inter-
views. Once data saturation was observed, no new inter-
views were conducted as the team could ‘be reasonably 
assured that further data collection would yield similar 
results and serve to confirm emerging themes and 
conclusions.’28 Field notes were not made during inter-
views, instead verbatim transcription was undertaken by 
professional service (9 of 12 interviews) or by NAR (3). 
NAR then coded text in NVivo V.11 (QSR International, 
Melbourne, Australia), generated an initial framework 
matrix and exported it to Microsoft Excel, in which qual-
itative framework analysis was completed (as outlined by 
Gale et al29). Groups of meaningful concepts were sought 
in the data and arranged hierarchically into main themes 
and subthemes. Each transcript was studied again twice 
for more evidence of the concepts. Subsequently, author 
JM reviewed the reported themes and subthemes and 
read the transcripts, finding no new relevant themes or 
subthemes than those grouped by NAR. Participants were 
not asked to subsequently comment on their transcripts 
or the general findings.

Patient and public involvement
Patients and the public were not involved in the research 
design. Members of healthcare staff networks aided 
recruitment. CS is an aid worker with scabies outbreak 
experience in the study setting and coauthored the paper 
(they were not an interviewee).

RESULTS
Participants
All potential participants who responded to our adver-
tising agreed to be interviewed after initial discussion 
of the study. Recruitment halted after 12 interviews as 
data saturation was assessed to have been reached (no 
new themes emerged in the last three interviews). Inter-
views lasted 34–71 min (mean 47). The 12 interviewees 
consisted of 4 doctors, 4 nurses, 3 allied health workers 
(AHWs: an ECG technician, podiatrist and a first aider) 
and 1 medical student. Ten were NGO volunteers, one 
an independent volunteer, one was employed by a public 
health service. Six had worked in informal camps, nine 
in formal ones, across camps at 15 locations within seven 
European countries: Greece, France, the Netherlands, 
Serbia, Belgium, Turkey and Macedonia. Geographical 
distribution of the camps (figure  2) reflected eastern 
entry migration routes into Europe, and clustering at the 
English Channel by those seeking to enter the UK. Expe-
rience in camps ranged from 4 days to 2.5 years (median 
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84 days, IQR 233–251 days) (participant characteristics, 
online supplemental table 3).

Diagnosis, treatment and outbreak management
Scabies diagnosis, treatment and outbreak management 
are summarised in table  1. Eleven interviewees (92%) 
diagnosed scabies based on history and clinical findings. 
Two AHWs and the medical student confirmed diagnoses 
with a doctor. One participant occasionally used skin 
scrapings in a Greek formal camp and during an outbreak 
in Serbia. In one camp, diagnosis was routinely given by 
a dermatologist and confirmed by microscopic examina-
tion. No one reported dermatoscopy. Three organisations 
attempted to follow Médecins Sans Frontiers’ guidelines 
for ordinary scabies treatment30 (online supplemental 
file 1), one combined this with British National Formu-
lary advice.31 Another had their own scabies protocol.

Only seven participants (58%) reported scabicides 
were provided in camps they worked in while they were 
there. The remaining five (42%) stated only symptomatic 
management was offered (detailed in table 1) because it 
was felt proper treatment would be futile due to high rein-
festation risks (four participants) or due to prescribing 
restrictions (one participant). One-third of participants 
said treatments varied, depending on availability. When 
NGOs offered scabicides, they were generally given to 
anyone complaining of itch, due to a low threshold of 

suspicion (five of seven). However, one NGO only treated 
individuals with a dermatologist-confirmed diagnosis, 
another only treated ‘serious cases’.

Eleven participants (92%) believed scabies was difficult 
to manage, whereas a general practitioner (GP) following 
a formal camp’s scabies protocol considered it ‘just a 
nuisance’ (P7). Interviewees described high variation in 
outbreak management (table 1), particularly in timings 
used for permethrin application. These ranged from 
singular treatment to second applications up to a week 
later. Three participants (25%) could not recall timings 
or if close contacts were treated. In four interviews, partic-
ipants claimed to treat all close contacts regardless of 
symptoms. Only three participants (25%) reported use of 
oral ivermectin for scabies, which was limited due to lack 
of availability. Five interviewees (42%) reported environ-
mental decontamination was considered too challenging 
to conduct. Cleaning/replacing clothing and bedding 
was the most common form of decontamination. Individ-
uals were given replacement clothing/bedding and old 
items washed (two of seven), disposed of (three of seven) 
or put into plastic bags for 72 hours (two of seven). One 
formal camp in Greece burned blankets. One organisa-
tion built an inventory of rental clothes for individuals 
while theirs were in bags. Generally, decontamination of 
furniture and shelters was not attempted (only mentioned 
in two interviews). Where it was, it involved disinfectant 
or covering furniture and insides of shelters in plastic 
sheeting for 72 hours.

Camp characteristics and perceived barriers and facilitators 
to effective scabies outbreak management
Camp characteristics
All participants described camps as difficult places to 
work; legal status seemed unconnected to environ-
mental quality. Participants described poor living stan-
dards (quotes, online supplemental file 1, pp. 9–11). For 
example, P8 described a formal camp (Greece):

It’s horrible. There’s only one water source for over 
two thousand people, there’s not enough clothes, 
people are sleeping outside, there’s not enough tents, 
the hygiene is terrible. I was there in the summer so 
it was hot, there’s not enough shading and people 
couldn’t find a place outside the sun. It’s more hor-
rible now, as its winter, so it’s freezing, and there’s 
no heating. To be honest it’s worse than the refugee 
camps I’ve seen in Africa.

P9, who had worked at informal and informal camps 
(France and Greece), spoke similarly:

They are a human rights violation. I don’t think 
people should be living in them, especially in a first 
world European country this should not be happen-
ing. People are living in cold tents without heating 
and electricity, there’s rats, there’s scabies, there’s a 
lack of toileting facilities, a lack of hygiene, lack of 
food.

Figure 2  Camp locations and number of participants (n=12) 
with experience at each site. Distribution of camps follows 
eastern entry migration routes into Europe, and clustering at 
the English Channel by those seeking to enter the UK. Left to 
right: Calais, France, 5 participants all active at informal (IF) 
camps; Dunkirk, France, 3 all IF; Brussels, Belgium, 1 formal 
(F); Heumensoord, the Netherlands, 1 F; Belgrade, Serbia, 1 
IF; Macedonia, 1 IF; Patras, Greece, 1 IF; Idomeni, Greece, 
1 IF; Thessaloniki, Greece, 3 (2 F, 2 IF); Athens, Greece, 1 
IF; Attica, Greece, 1 F; Lesbos, Greece, 3 (1 F, 2 IF); Çesme, 
Turkey, 1 IF; Samos, Greece, 2 F; Tilos, Greece, 1 F. Figure 
uses adapted basemap by Julio Reis (2006) created using 
public domain mapping from the European Environment 
Agency, used and changes made under CC BY-SA 3.0 
which also applies to this image. Original basemap: https://
web.archive.org/web/20161019140631/https://commons.
wikimedia.org/wiki/File:Europe_biogeography_blank.svg.
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Table 1  Diagnosis, treatment and outbreak management of scabies (n=12 participants)

Diagnosis

Clinical features observed in 
patients

Itching, mainly at night 12

Rash 7

Burrow lines 6

Infected lesions 2

Parts of the body examined Hands 8

Arms 7

Torso 6

Genitals 4

Legs 3

Feet 3

Armpits 2

Equipment used during 
examination

Gloves 7

Nothing 2

Lights 2

Microscope 2

Dermatoscope 0

Duration of examination <5 min 8

5–10 min 2

>10 min 1

Treatment

Treatment guidelines None 8

MSF clinical guidance 3

British National Formulary 1

NGO’s own protocol 1

Management of individual Symptomatic management only 5

 �   Antihistamines 3

 �   Topical steroid 1

 �   Moisturiser 1

 �   Antibiotics for infections 1

Varying treatment depending on availability 4

Unknown topical treatment 3

1st line: permethrin 5% cream; 2nd line: benzyl benzoate; symptomatic treatment: antihistamines 2

1st line: ivermectin PO; 2nd line (or if ≤15 kg): permethrin 5% cream 2

Permethrin 5% cream only 1

Who was given acaricide 
treatment

No one 5

Anyone with itching, plus close contacts 4

Anyone with itching 1

Only ‘serious cases’ 1

Cases confirmed by dermatologist, plus close contacts 1

Outbreak management

Timing of mass treatments No treatment 4

Unknown 3

Cases treated twice, 1 week apart (permethrin) 1

Cases and symptomatic contacts treated ×2 a few days apart (permethrin), asymptomatic contacts ×1 1

Cases treated ×1, 3 days apart (permethrin) 1

Cases treated ×2, 24 hours apart (permethrin and benzyl benzoate) 1

Case treated ×1 (permethrin) 1

Cases treated ×1 (ivermectin) 1

Continued
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Ten participants (83%) believed shelter was inadequate 
or non-existent, two (17%) very basic. Twelve (100%) 
described lack of suitable water, sanitation and hygiene 
(WaSH) facilities. Five (42%) described safety worries 
regarding: fights between residents, police mistreatment 
and instability of camp structures.

Barriers and facilitators to effective scabies outbreak management
Themes and subthemes are illustrated by example quotes 
in table  2 (barriers) and table  3 (facilitators), with 16 
pages of themed quotes in online supplemental file 1. 
Each interviewee described many barriers to effective 
scabies management; four key themes arose.

Lack of WaSH facilities: lack of access to washing facil-
ities for fabrics to prevent reinfection was identified 
by 10 interviewees (83%). Three interviewees (25%) 
believed sharing belongings was promoting reinfesta-
tion, amplified by inability to wash them between users. 
Six interviewees (50%) described difficulties associated 
with camp residents in ability to wash themselves, due to 
non-existent or insufficient showers. This was especially 
relevant regarding topical scabicides, which should be 
washed off.4

Social barriers: eight interviewees (67%) felt language 
differences obstructed understanding individuals’ prob-
lems and explaining treatment and decontamination. 
Four (33%) felt stigma associated with scabies adversely 
affected management, as it reduced presentation to 
services and individuals were less likely to inform close 
contacts who required treatment. Treatment non-
compliance was considered a barrier in four interviews 
(33%), caused by complicated management regimes 
and residents’ competing priorities. Population mobility 
concerned six interviewees (50%), who felt it affected 
contact tracing, follow-up treatment and disrupted elim-
ination efforts.

Organisational barriers: six participants (50%) perceived 
overcrowding as a major barrier to effective management. 
Large dormitory-style rooms were said to be the hardest 
in which to determine close contacts, as were bigger units 
in which blanket partitions were used between families. 
Five interviewees (42%) described poor coordination 

between organisations (both NGOs and governmental 
organisations) as a barrier. This primarily involved 
organisations providing different resources not commu-
nicating about appropriate timings (eg, lack of connec-
tion between treatments, clothing replacement, access to 
showers). Two participants described disrespectful care 
and stigmatisation by healthcare workers. Ten partici-
pants (83%) described how lack of support and mistreat-
ment by state authorities acted as a major barrier, most 
of which was described in informal camp settings (7 of 
10). Two interviewees mentioned residents facing police 
brutality, including having tents slashed, and clothing, 
shoes and bedding confiscated. This encouraged sharing 
(with potential implications for transmission), and by 
adding further challenges to everyday life, it reduced 
volunteer and patient capacity to focus on treatment and 
decontamination. One participant reported authorities 
‘sometimes they cut… water, they try not to get us to 
be able to give out clothes, they raided our distribution 
place’ (P2). Their explanation was: ‘What the govern-
ment is trying to do is, they’re trying not to get the refu-
gees too comfortable.’

Healthcare barriers: eight interviewees (67%) considered 
scabicide availability a major barrier. Cost, prescribing 
restrictions and variations in pharmacy stocking contrib-
uted; for most NGOs, availability relied on donations. 
Inconsistency complicated treatment and fostered 
mistrust. Three interviewees (25%) felt lack of privacy 
impacted care. Some residents attempted to circumvent 
this by providing photos on phones, but this was not 
considered as useful as examinations. Five interviewees 
(42%) felt healthcare workers accustomed to European 
work were unfamiliar with scabies, which was exacerbated 
by volunteer turnover.

Facilitators: two participants (17%) said they did not expe-
rience factors aiding scabies treatment and management, 
the remaining described five, when available: WaSH facili-
ties, language facilitators, education, treatment incentives 
and coordination of organisations (table 3). Three (25%) 
felt access to showers and washing machines was vital, as 
clothing and bedding could be reused without concern 

Diagnosis

Treatment of close contacts No treatment available to anyone 4

All close contacts 4

Unknown 3

Symptomatic contacts 1

Environmental decontamination Clothing 7

Bedding 7

None 5

Furniture 1

Shelters 2

MSF, Médecins Sans Frontiers; NGO, non-governmental organisation; PO, orally.

Table 1  Continued

 on N
ovem

ber 8, 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-2023-075103 on 8 N
ovem

ber 2023. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bmjopen-2023-075103
http://bmjopen.bmj.com/


7Richardson NA, et al. BMJ Open 2023;13:e075103. doi:10.1136/bmjopen-2023-075103

Open access

of reinfection, and topical treatment guidelines adhered 
to. Nine interviewees (75%) described the importance of 
translators in overcoming language barriers. Only three 
NGOs used official translators, the rest were aided by resi-
dents. One participant described using recorded voice 
messages and information sheets in different languages. 
Four (33%) believed resident education aided outbreak 
management, by alerting them to others who needed 
treatment and by providing education on correct treat-
ment application. This was also thought to have reduced 
stigma within camps. Four (33%) stated incentives (eg, 
new clothing or just underwear) aided treatment compli-
ance. Eight interviewees (67%) reported positive impacts 
from interorganisational communication, including 

information and resource sharing, and enabling refer-
rals. The GP who described scabies as ‘just a nuisance’ 
(P7) attributed that to having a protocol followed by 
all organisations. In particular, the ‘ability to pass on a 
systematic and well-rehearsed message’ (P7) was thought 
to have improved adherence.

DISCUSSION
Principal findings
Participants reported in the camps they had worked, 
scabies diagnosis was primarily clinical (without dermatos-
copy), and treatment and outbreak management varied 
highly. Nearly half said scabicides were unavailable; only 

Table 2  Barriers to providing effective scabies management

Key themes
Subthemes Comments from participants

Lack of WaSH facilities

Inability to wash belongings ‘Part of the treatment is also to wash the bedding, and all clothing in hot water, dry it in a drier… those facilities 
weren't readily available for anybody at the camp… even if we'd had a sort of endless supply of Permethrin or 
Ivermectin, I think it still would have been problematic with this problem of re-infection.’ (P6)

Lack of shower facilities ‘There is really no shower and there are some areas that are a kind of shower area, but it’s not really a shower and its 
cold water.’ (P5)
‘Treating scabies was problematic because… the lotion, you're supposed to keep it on for 12 hours and then wash it 
off… and access to showers was not always that easy.’ (P6)

Sharing of belongings ‘Charities came in to give clothes, but the clothes weren’t ever washed and when someone went across the border… 
their stuff was left, and whoever was in the tent just used that.’ (P1)

Social

Language barriers ‘They don’t understand why they have to use the cream and what’s going on. So, they feel reluctant to comply, and 
they’re like no, it doesn’t work. If you don’t have proper translators to translate anything to you that also could be a 
big barrier.’ (P2)

Stigma ‘Didn’t want to tell the other people they had scabies… there is some sort of stigma of course if you have some sort 
of rash that you are not clean or something.’ (P8)

Non-compliance with treatment ‘I would say to put the stuff all over your body, head down to the toes… to do it all in one night and keep it on for so 
many hours and then they walk away and then only put a bit of cream here, and a bit of cream there, for a week and 
then they come back and it hasn’t got better.’ (P7)

Transient population ‘You have to trace who might be the contact… in the refugee setting you have to also to treat patients that might be 
from the same family, and they just move around. You can’t really tell who has slept here, who has not slept here, who 
might possibly get it.’ (P2)

Healthcare

Availability of medication ‘We don’t have the treatment for it, because we don’t have the money to buy in the treatment.’ (P4)
‘The medication available is the least convenient medication you could use. If you could use a pill for everyone that 
would be so much easier.’ (P10)

Lack of privacy for medical 
examinations

‘Everything sees what we are doing, so if someone has to show something we don’t have a closed examination 
room… you can’t really examine them… you can’t really touch and see in your own eyes… you have to rely on the 
photos because they’re too shy to show it.’ (P2)

Inexperienced staff ‘European doctors did not have a lot of experience with scabies, so I think a lot of them didn’t realize what they were 
seeing.’ (P10)

Organisational

Crowded living conditions ‘People were living in fairly cramped conditions which obviously made transmission a high possibility.’ (P6)

Poor coordination between 
organisations

‘Lack of coordination and appropriate communication… I don’t think it’s the resources; the resources are there they're 
just not put together in the right way.’ (P10)
‘Logistical problems, sufficient manpower, sufficient washing machines, sufficient bedding, who cares for this?’ (P11)

Poor treatment by authorities ‘Refugees have their bedding and their coats and shoes confiscated by police at night.’ (P3)
‘People were hiding from the authorities… the settlement or their place where they would sleep would not be there 
because tents were being like routinely slashed and belongings were being destroyed by the police and authorities.’ 
(P12)

Further themed participant quotes in online supplemental file 1, pp. 11–21.
WaSH, water, sanitation and hygiene.
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symptomatic management was offered. They described 
camps as difficult places to work, with poor living stan-
dards for residents. Key perceived barriers to control were 
(1) lack of WaSH facilities, specifically: absent/limited 
showers (difficult to wash off topical scabicides), and 
inability to wash clothes and bedding (may have increased 
transmission/reinfestation); (2) social factors: language, 
stigma, treatment non-compliance and mobility (inter-
fering with contact tracing and follow-up treatments); 
(3) healthcare factors: scabicide shortages and diversity, 
lack of examination privacy and staff inexperience; (4) 
organisational factors: overcrowding, ineffective inter-
organisational coordination, and lack of support and 
maltreatment by state authorities (eg, not providing basic 
facilities, obstruction of self-care by camp residents and 
NGO aid).

Strengths and weaknesses
This qualitative study succeeded in giving voice to the 
subjective perspectives and experiences of healthcare 
staff involved in this previously unstudied topic. However, 
recruitment methods may have prevented fully repre-
sentative participant selection. First, because advertising, 
recruitment and interviews were conducted solely in 
English, the experiences of non-English-speaking indi-
viduals were excluded. Second, as we assessed data satu-
ration had been reached and halted recruitment, there 
was a fairly small number of participants. However, while 
12 participants might be small for a quantitative study, 
our sample size does correspond with what Guest et al26 
determined was usually sufficient to reach data saturation 
in qualitative studies focused on narrow topics. Seeking 
to ‘make evidence-based recommendations regarding 
non-probabilistic sample sizes for interviews’,26 they 
found saturation not only usually occurred in the first 
12 interviews, but that key constituents of meta-themes 
presented as early as in the first 6. One study strength 
was that the relatively long semistructured interviews gave 
participants opportunity to articulate their perspectives 
relatively unconstrained by researcher presumptions 

over what may have been important to them about their 
experiences. The resultant transcripts provided a large 
amount of rich data on the perspectives and experiences 
of the participants (for example, see extensive quotes 
in online supplemental file 1, pp. 9–24), and thus had 
far more ‘information power’25 than could be expected 
from a short survey with higher participant numbers. 
Telephone interviews prevented observation of non-
verbal cues, but did enable international recruitment 
in a timely and resource-efficient manner. However, the 
retrospective nature of the study may have introduced 
recall bias. Future work in refugee/migrant camps could 
reduce this limitation by interviewing healthcare staff 
during outbreaks, either remotely or in person. Our study 
aimed only to describe the perspectives and experiences 
of the participants, seeking to understand the subjective 
meaning of the phenomena to them. Given these aims, 
as our study draws on the understanding of the research 
subjects themselves, its method is high on internal validity, 
but the findings are not necessarily generalisable. We take 
the latter limitation as a given, but not one that invali-
dates the study. However, inference and public health 
recommendations based on this research must be prag-
matic with limitations acknowledged.

Louka et al22 report scabies epidemiology in refugee/
migrant populations in Greece, while more general quan-
titative studies from across Europe touch on scabies in 
these populations (for example, see 19–21). However, 
to our knowledge, our study is the only qualitative work 
published on healthcare staff perspectives on barriers 
and facilitators to treating and managing scabies within 
refugee/migrant camps, either in Europe or glob-
ally. This underlines the major strength of our study in 
providing a platform for these under-represented health-
care voices, yet given this it is difficult to compare our 
findings with others. Wollina et al32 do usefully recount 
their related experience in a German hospital which 
received dermatological referrals (scabies being the most 
common) from a nearby formal refugee camp. Even in 

Table 3  Facilitators to providing effective scabies management

Key themes Subthemes Comments from participants

WaSH facilities ‘People have access to showers… clothes had to be washed in the washing machines… everything else was taken 
out and burnt. That was the protocol… we didn’t have outbreaks.’ (P7)

Social

 � Language facilitators ‘We had our own translator who spoke several languages, and there were people who lived in the camp, working or 
volunteering as translators.’ (P1)

 � Education ‘If you educate the patient very well, make them understand very well what’s going on, and what needs to be done… 
They understand, and they start to even manage to recognise their friends.’ (P2)

Treatment incentive ‘When they found out we would give them another set of clothes and we would buy underwear for them, some more 
people were interested as they had an incentive to take part.’ (P8)

Coordination of organisations ‘We give them a cream 24 hours before and then asked them to get showers, and then we put the creams again. So 
we partner with shower teams, and also, we partner with people from the distribution team so we could get them new 
fresh clothes.’ (P2)

Further themed participant quotes in online supplemental file 1, pp. 21–24.
WaSH, water, sanitation and hygiene.
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this more resourced setting, language barriers were an 
issue, as they were for some of our participants. An envi-
ronmental health assessment of a French informal camp 
with a high scabies incidence detailed a very similar envi-
ronment to those described by many of our participants: 
‘Shelters were vastly inadequate and directly exacerbating 
the ill-health and psychological distress suffered by some 
residents of the camp… Residents at all sites reported 
difficulties with washing themselves, their clothes and 
their bedding.’18

The wider context of scabies across Europe
Some studies suggest scabies infestations may have 
increased across Europe recently, including research 
conducted in Turkey, France and the Netherlands, coun-
tries in which a number of our study participants were 
based.33–38 In the general population of the Netherlands, 
recorded scabies diagnosis per 1000 persons per year 
increased fourfold in 2011–2020 (0.6–2.6), in parallel with 
a sixfold increase in scabicide dispensing over the same 
period. Most dispensations were permethrin; however, 
large nosocomial outbreaks were linked to a peak of iver-
mectin prescriptions in 2014–2015.34 Similarly, German 
studies found increasing numbers of cases since 2009, 
most notably an 11-fold increase in persons 15–24 years of 
age from 2009 to 2018.35 36 38 In Croatia, where reporting of 
scabies is mandatory, general incidence increased sixfold 
in 2007–2017, and multiple outbreaks were reported 
from adult care and nursing homes.37 Some data suggest 
an association between population movement and higher 
incidence in the general population. However, though 
refugee/migrant groups have been disproportionately 
affected by scabies when living in the crowded camps 
which are the subject of our study, they are unlikely to 
be the cause of changes in reported overall prevalence 
within the wider population.33 35–38 Suggested expla-
nations given for this claimed trend include increased 
number of sexual contacts, treatment failure in younger 
patients with presumed poorer compliance and ageing 
populations.33 34 36–40 The observed trend may also be in 
part a result of reporting bias, given the higher attention 
scabies is now being given in some countries following its 
adoption as a WHO NTD.

Implications for clinicians and policymakers
Diagnosis and treatment
It is unsurprising no participants reported dermatoscopy 
use given equipment expense, paucity of trained individ-
uals and its reduced sensitivity when outbreak size limits 
examination time.41 However, subsequently published 
(2018) consensus criteria for scabies diagnosis developed 
by IACS (https://www.controlscabies.org) provides a stan-
dard for clinical diagnosis. This is summarised in Box 1 
and fully detailed in Engelman et al,42 though it requires 
validating in refugee/migrant camp settings. Some partic-
ipants suggested screening on entry to camps to reduce 
ingress of new infestations. This was also suggested by 
Wollina et al,32 has been carried out in reception centres43 

and may be feasible in camps. However, in informal camps, 
screening may not be consented to by those seeking entry 
and NGOs may have insufficient resources to adequately 
screen, potentially leading to false positives/negatives. 
The asymptomatic incubation period would also mean 
some potential outbreak index cases would still be missed.

Participants reported problems using topical scabicides. 
First, topical treatment involves full body coverage with 
creams, left on for at least half a day. Privacy was limited 
and individuals living in close proximity may have wished 
to avoid being seen treating themselves for a stigma-
tised condition, thus discouraging appropriate applica-
tion. Second, topical scabicides need to be washed off to 
reduce potential irritancy,4 but facilities were usually only 
minimally available (if at all). Oral ivermectin mass drug 
administrations (MDAs) are easier to administer, and 
were conducted successfully in Dutch and German recep-
tion centres during the period.43 44 However, ivermectin is 
expensive in Europe and unlicensed for scabies in most 
European countries12 despite a good safety profile45 46 
and inclusion in the WHO’s essential medicines list.47 The 
potential health impacts of chronic conditions secondary 
to scabies7–9 support the value of timely MDAs in these 
settings. Participants reported widespread use of camp 
residents as informal translators, but this raises confiden-
tiality concerns, and ad-hoc interpreters often misinter-
pret/omit important medical information.48

Outbreak management and camp environments
Discrepancies in management reflect lack of widely 
accepted standard outbreak guidelines. Guidance (for 
example, 30 31) is often for individual households and 
does not make adaptions based on the logistical difficul-
ties of camp environments. Institutional scabies outbreak 
guidelines exist, yet none are based on a systematic review 
of the published evidence.12 This is also the case for the 
‘European Guideline’.49 More broadly, there is a lack of 
research regarding the most effective interventions for 
preventing scabies transmission to close contacts,50 partic-
ularly in refugee/migrant settings. Organisations often 
favoured attempting to decontaminate clothing and 
bedding rather than shelters, yet living mites have been 
found in dust samples on floors and furniture.51 Variance 
in reported decontamination reflects a sparse historical 
evidence base.12 However, recent experimental work52 
could support uniform action. Where washing/drying 
machines are available (few camps in this study), ≥10 min 
at ≥50°C will kill all S. scabiei mites and eggs.52 Lacking 
such resources, some participants reported isolating 
potential fomites with plastic bags/sheeting for 72 hours. 
Due to mite desiccation, this may have been effective in 
temperate-dry settings, but if bags were left outdoors in 
the cold and damp, mite survival can be longer. At the 
outer limit, in warm-humid conditions, elimination can 
take >8 days.52 Existing guidance should be updated. 
Even though improving WaSH facilities is unlikely to 
reduce skin-to-skin transmission,3 it nevertheless would 
support treatment and control where transmission via 
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fomites may be a risk, when topical scabicides are used 
and to minimise secondary infections.14 It could also 
be expected to reduce transmission of other diseases. It 
should however be noted that (primarily) ivermectin-
based MDAs have achieved very good results in commu-
nity intervention trials across Oceania (for a summary, 
see Middleton53) without any environmental measures on 
hygiene, disinfection of bedding, etc (for example, see 
work in the Solomon Islands54). Participants described 
crowded and substandard living conditions that likely 
provided an ideal environment for scabies transmission, 
while obstructing treatment and outbreak management. 
Some believed lack of political will was preventing provi-
sion of suitable living conditions and access to healthcare, 
as governments feared they would encourage people to 
stay too long. Going further, participants reported actual 
obstruction by authorities of resident self-care and NGO 
aid efforts, with implications for transmission and control 
of scabies.

The meaning of common scabies occurrence in camps in Europe
Scabies prevalence differs between world regions, but 
its occurrence is near ubiquitous in human populations 
worldwide.4 13 It follows from this premise that ingress of 
S. scabiei into at least some of the camps was practically 
inevitable. However, the observed regularity and size of 
outbreaks was not. We aimed to provide insights into expe-
riences and perspectives of healthcare staff who treated 
scabies or managed associated outbreaks in refugee/
migrant camps in Europe 2014–2017, but we did not set 
out to specifically determine the meaning, the explana-
tion, underlying why they took place. To our knowledge, 
the only published research with an objective close to that 
is Louka et al,22 who aimed to ‘investigate changes over time 
[in scabies epidemiology in health care centres for refu-
gees and asylum seekers in Greece] and factors relating 
to these changes’. They note that ‘outbreaks of scabies 
cases coincided with peaks in other infectious diseases’ 
and suggest a possible explanation may be ‘an increase 
of the refugees/asylum seekers residing in the centers at 
the specific time points, [and] the crowded conditions 
within the centers’.22 This suggestion is in line with prior 
studies which demonstrated that high density of poten-
tial hosts is a major transmission driver of scabies.14 For a 
detailed overview of scabies transmission drivers in other 
semiclosed institutional settings where outbreaks are a 
regular occurrence (eg, residential settings for elderly 
people, children and those with learning disabilities; 
prisons; schools; hospitals and hostels), see Middleton 
et al.14 Many of these drivers were mentioned by our 
participants in some form while discussing their expe-
riences of diagnosis, treatment, outbreak management 
and camp environments. Specifically of those discussed 
by Middleton et al,14 the following were mentioned by 
our study participants: high densities of potential hosts; 
residents moving between semiclosed units; communica-
tion difficulties; reduced access to appropriate treatment; 
diagnostic error and/or delay; reduced access to laundry. 

It is beyond the capacity of this study to determine the 
relative contribution of these factors to outbreak regu-
larity and size, and indeed their contribution is likely to 
have been different in different camps and at different 
times. Clinicians and policymakers tasked with managing 
scabies in similar refugee settings may find it helpful to 
carry out site-specific assessment of scabies transmission 
drivers to guide intervention and treatment, using the 
guidance on how to do so provided by Middleton et al.14

More broadly, our view is that without support and 
coordination of all those responsible for care of refu-
gees/migrants, successful scabies management will 
remain challenging, and the resource poor and over-
crowded aspects of camp environments which enable 
outbreaks will remain unchanged. Indeed, in late 
2020, a similar situation to those described in 2014–
2017 was observed by coauthor CS in a formal camp 
on Lesvos (Greece). The NGO CADUS, in which 
CS works, had been deployed within a WHO initia-
tive to provide medical care. Scabies was widespread 
among the camp population of 7500, but the erad-
ication programme had to begin with a capacity of 
10 treatments per day. A small volunteer-staffed NGO 
provided treatment, including provision of (camp-
external) showers, clothes and blankets exchange. 
The overcrowded camp lacked adequate facilities to 
wash clothes, and mostly only symptomatic treatment 
could be offered, which CADUS medical staff viewed 
as highly unsatisfactory.

Future recommendations
Our study demonstrates the importance of having 
clear protocols for scabies diagnosis, treatment and 
management in refugee/migrant camps. Systematic 
evidence evaluation must be combined with input 
from individuals and organisations on the ground to 
provide high-quality feasible guidelines that explicitly 
consider camp settings, formal and informal. Given 
most participants were not doctors, guidelines need 
to be understandable to everyone involved. Though 
topicals should be provided for children and pregnant 
women, difficulties associated with them in camps 
could be avoided for most adult patients through wider 
licensing and availability of oral ivermectin. The ‘WHO 
Informal Consultation on a Framework for Scabies 
Control’ recommended populations with ≥10% preva-
lence should receive ivermectin MDAs55 56; we suggest 
this should include refugee/migrant camps. Strate-
gies for lower levels of endemicity in camps should 
also be investigated. More research and advocacy for 
those living in refugee/migrant camps in Europe 
could help improve management of common health 
problems. This is particularly relevant for managing 
scabies in camps, where substandard conditions, 
inadequate resources and lack of guidance can lead 
to poor quality of care and ineffective treatment. As 
our participants indicate, much of this work is shoul-
dered by small, volunteer-staffed NGOs operating 
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with minimal resources in highly challenging (often 
illegally occupied) settings. We in the wider health-
care community should reflect on how we can better 
support these initiatives, and those they serve.
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Examples of news reports of scabies in refugee/migrant camps in Europe  

Cooper C. Calais crisis: Migrants are living in appalling conditions, say doctors: Scabies is spreading 

like wildfire. The Independent. 26 September 2015, London. [Accessed 10 Nov 2017]. Available 

from: https://www.independent.co.uk/news/world/europe/calais-crisis-migrants-are-living-in-

appalling-conditions-say-doctors-a6668631.html 

Lichfield J. French police clear hundreds of asylum-seekers from Calais migrant camps after outbreak 

of scabies. The Independent. 28 May 2014, London. [Accessed 3 Jan 2019]. Available from:  

https://www.independent.co.uk/news/world/europe/french-police-clear-hundreds-of-asylum-seekers-

from-calais-migrant-camps-after-outbreak-of-scabies-9444407.html 

Newton J. Migrants living in Paris refugee camp often used as a stop-off before heading to Calais and 

Britain are forced to move on by police over fears they were sparking a scabies epidemic. Mail 

Online. 1 June 2015, London. [Accessed 3 Jan 2019]. Available from: 

http://www.dailymail.co.uk/news/article-3105501/Migrants-living-Paris-refugee-camp-used-stop-

heading-Calais-Britain-forced-police-fears-sparking-scabies-epidemic.html  

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-075103:e075103. 13 2023;BMJ Open, et al. Richardson NA



                                                       Scabies_RefugeeMigrantCamps_OnlineSupplementaryFile_PR_4 

29 September 2023 – j.middleton@bsms.ac.uk Page 3 of 24 

Supplementary Table 1. 

Standards for Reporting Qualitative Research [24] checklist. 

No. Topic Page/line no(s) 

 Title and abstract   

S1 

S2 

Title 

Abstract 

1/2–4 

2/25–51 

 Introduction  

S3 

S4 

Problem formulation 

Purpose of research question 

4–5/84–102 

4–5/98–107 

 Methods  

S5 

 

S6 

Qualitative approach and research paradigm 

 

Researcher characteristics and reflexivity 

6/135, 141–143 

 

5/113, 131-132; 19/467–478 

Sup file, 3 

S7    Context 4–5/65–102; Figures 1 and 2  

Sup file, 2 

S8 

S9 

S10 

S11 

   S12 

S13 

S14 

S15 

Sampling strategy 

   Ethical issues pertaining to human subjects 

   Data collection methods 

Data collection instruments and technologies 

Units of study 

Data processing 

Data analysis 

Techniques to enhance trustworthiness 

5/114–125;Sup file, Sup table 2 

19/479–480 

5/130–132, 126–141 

5/128–129 

6/154–165; Sup file/Sup table 3 

6/139–141; Figure 2 

6/135–139, 141–148 

6/145–147 

 Results/findings  

S16 

   S17 

Synthesis and interpretation 

Links to empirical data 

 

6–12/153–279 

Tables 1–3; 9/203–218 

11/252–254; 12/274–276 

Sup file 9–24/ 

 Discussion  

S18 

 

 

S19 

Integration with prior work, implications, 

transferability and contribution(s) to the 

field      

Limitations               

 

13–17/320–462 

 

 

12–13/293–333 

 Other  

S20 

S21 

Conflicts of interest 

Funding 

19/493 

19/488–492 

   

 

Characteristics of researchers  

NR is a global emergency medicine clinical fellow with a Diploma in Tropical Medicine and 

Hygiene, and training in interview skills and qualitative analysis. SL and JM are Brighton and Sussex 

Medical School staff with prior research into institutional scabies outbreaks [3, 10, 12, 14, 41, 46, 47]. 

JM has previously done voluntary NGO work with refugees, and lived in physically similar informal 

camps to those described in the study. 
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Supplementary Table 2.  

Facebook.com hosted groups in which the study was advertised 

 Boat Refugee Foundation – UK Medical Recruitment 

 Care 4 Calais Volunteer Chat Group 

 CARE UK Charity (Refugee aid NW)  

 Humanitarians in the UK 

 Information Point for Lesvos Volunteers 

 Junior doctors – refugee medical volunteers 

 Medics for Refugees (former Medics for Greece) 

 People to People Solidarity – Dunkirk and small 

camps 

 RAISE – Refugee Action In Somerset East 

 Solidarity for Refugees 
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Semi-structured interview topic guide 

 Introduce self and project 

 Confirm consent 

 Explain that all responses are confidential and confirm what will happen to the data  

 

Q1  Can you tell me what experience you have had working/volunteering in refugee/migrant 

camps and reception centres in Europe? 

Probes: In which countries? 

 Was the camp/reception centre informal or formal? 

What was your general role at the camp/reception centre? 

How did you end up working/volunteering there? 

Had you worked/volunteered in this kind of setting before? 

 

 Roughly how long (in days) were you working/volunteering? 

  

 How would you describe the camp/reception centre as an environment? 

 

Q2 Can you tell me about your experience of managing and/or treating scabies in 

refugee/migrant camps and reception centres? If you were only involved in one of these tasks 

please also describe how the outbreak was managed or treated by others.  

Who contacted you/first told you about it? 

How did they describe the problem? 

What did you do first? 

What type of HCPs or non-HCPs were involved in managing/treating scabies? 

What did you find difficult about managing these patients? 

How did you feel about working with this outbreak?  

 Probes: Did you feel confident? 

  Did you seek help/advice? 

  What was difficult? 

  What worked well? 

  Who did you report to? 

  What would have made it easier to manage? 

 

Q3 Can you tell me a bit more about how you made your diagnosis of scabies? If you did not 

make a diagnosis of scabies yourself, please describe how scabies diagnoses were made in the 

refugee/migrant camp and/or reception centres you were involved in.  

Who did you examine and why? 

How did you examine them? 

Probes:  Which parts of the body did you examine? 

What equipment did you use? 

Did you take a skin scrape? 

How long did it take? 

Who helped you? 

 

 What signs and symptoms did you come across? 

 What other conditions did you notice or consider? 

What kind of residents had scabies? 

 Probes: What age-range? 

   How long had they been at the camp/reception centre? 

  Had they come from another site with a known outbreak? 

 

Q4 What treatment did you use or consider? 
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Probes: Who did you treat? 

What did you use? 

What other options did you consider? 

Why did you decide against them?  

What advice did you give other staff working in the camp/reception centre?  

What information did you get?/from where? 

 

Q5  What, if any, environmental decontamination measures were taken to control the outbreak? 

   Probes: Clothes washing/replacement? 

    Shelter/bedding? 

    Furniture? 

 

Q6 If you experienced barriers to treating/managing scabies in this setting, what were they? 

  Probes: Were there any barriers related to the: 

    Physical environment? 

    Legal status of the setting? 

    Availability of the medication? 

    Diagnostic capacity? 

    Staffing? 

    NGO structures? 

    Social structures amongst residents? 

    Languages? 

 

Q7 What factors, if any, did you experience as helpful (i.e. facilitators) to treating/managing 

scabies in this setting? 

  Probes: Were there any facilitators related to the: 

    Physical environment? 

    Legal status of the setting? 

    Availability of the medication? 

    Diagnostic capacity? 

    Staffing? 

    NGO structures? 

    Social structures amongst residents? 

    Languages? 

 

Q8 Is there anything else that you feel would be useful to discuss about scabies or scabies 

outbreaks in refugee/migrant camps and reception centres? 

 

Q9 Do you know of any sources of data on the outbreak/s you were involved in that may be 

useful to our future research? 

 

 Thank the participant  

 Take contact details  

 Make arrangement to provide results to participant  
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Supplementary Table 3. 

Participant characteristics and settings.  

Sex  

Female 

Male 

10 

2 

Age   

≤30 

31–40 

41–50 

51–60 

≥61 

Unknown 

5 

2 

2 

1 

1 

1 

Type of healthcare staff  

Doctor 

Nurse 

Allied health professional 

Other (medical student) 

4 

4 

3 

1 

Number of years practising  

1 

2 

5.5 

11 

12 

22 

24 

40 

Unknown  

N/A 

1 

2 

1 

1 

1 

1 

1 

1 

1 

2 

Nation state of usual practice  

UK 

France 

Belgium 

Netherlands 

India 

USA 

6 

1 

1 

2 

1 

1 

Pay status  

Volunteer 

Paid staff 

10 

2 

Legal status of camp*  

Informal 

Formal 

9 

6 

* n=12, total >12 as some participants worked in multiple camps  
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MSF clinical guidance for scabies [30] 

All cases:  

 Close contacts treated simultaneously  

 Clothing and bedding changed after treatment 

1st line:  

Permethrin 5% (lotion or cream)  

Apply everywhere on the body, contact time of 8 hours then rinse 

One application may be sufficient, second application 7 days later reduces treatment 

failure 

Or   Oral ivermectin 200mg single dose 

Single dose sufficient, second dose 7 days later reduces treatment failure 

Not for pregnant women or children under 15kg 

If 1st line treatment unavailable: 

Benzyl Benzoate 25% lotion 

Diluted before application use based on age 

Apply everywhere on the body, contact time of 24 hours then rinse (contact time reduced 

for infants/babies) 

Second application reduces the risk of treatment failure (eg. after 24 hours, with a rinse 

between applications or two successive applications 10 minutes apart) 
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THEMED QUOTATIONS FROM INTERVIEWS 

Quotes from the thematic framework matrix, extracted from verbatim transcriptions of 12 interviews, 

34–71min each (mean 47).    

Description of the Camp Environment 

General 

P1: “It was quite distressing to look at really, and people were exploited.”  

“There was quite a few cameras from the newspapers... which was quite intrusive” 

P4: “Can you imagine like frontline war correspondent, you know just getting there or I know 

frontline medic you know in World War 2, bit like that without the bullets” 

P7: “Very confusing, very high stress levels and very difficult. It was a transient camp, people came 

straight from the boats, the tents, they were hypothermic, it was winter, so it was extremely transient 

and extremely a difficult situation.” 

P8: “It’s horrible. There’s only one water source for over two thousand people, there’s not enough 

clothes, people are sleeping outside, there’s not enough tents, the hygiene is terrible. I mean I was 

there in the summer so it was hot, there’s not enough shading and people couldn’t find a place outside 

the sun. It’s more horrible now, as its winter, so it’s freezing, and there’s no heating. To be honest it’s 

worse than the refugee camps I’ve seen in Africa” 

P9: “I think they are a human rights violation. I don’t think people should be  

living in them, especially in a first world European country this should not be happening. People are 

living in cold tents without heating and electricity, there’s rats, there’s scabies, there’s a lack of 

toileting facilities, a lack of hygiene, lack of food.” 

P10: “You don’t see why everyone says it’s horrible, it doesn’t seem that bad when you first arrive, 

but when you start talking to people who live in these camps every single day, you see how it crushes 

them over time.” 

“The other thing that really struck me was how gender based vulnerability was accounted for in 

practice. When it snowed, they kept moving women out to a better and nicer camp, but men get cold 

to yet they only moved out the women. It sucks to be a man.” 

P11: “It was like an emergency pavilion... they put 3,000 refugees together in a big camp... Every 

tent, there were 10 people sleeping, and they went eating in a large room, where they could eat 

together with 100s of people. They have all the place where they can go to the toilet, and places where 

they can wash themselves, but it was all outside, it was inside they could sleep and eat, but they can 

wash themselves outside, and they could to the toilet. It was all arranged, but it was very basic.” 

Shelter 

P1: “It’s very organised... you think you’re in a small village really... but then when you go beyond 

that you see just a sea of tents where people just live” 

P2: “There’s not even proper tents or anything, they just use whatever they can find”  

“In Serbia it’s almost like a jungle, so it depends on like how lucky you are. So, some refugees have 

tents, some doesn’t have tent. And then sometimes they just sleep in the field because they walk to the 

border and sometimes they just stop in between and they sleep like under the stars.” 
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P3: “There’s no shelter... there’s just literally people sleeping in bushes” 

P4: “There are no more camps, they’re gone... so we have like, nine hundred refugees living rough in 

Calais and then we have probably about four hundred and fifty refugees living in the forests of 

Dunkirk.” 

P5: “People live there with tents or without tents.” 

P7: “The camp was steadily improving by the volunteer and NGO work, and residents work, it was 

not as stressful environment as the factory hole which had been utilised in the first as tents... It was 

not a pretty environment but a lot of effort to make it a habitual environment and make it was a better 

environment in the end.” 

P12: “Different locations so it was the side of roads mainly, and next to the roundabout there would 

be a patch of grass and there would be a large group of people on the grass... then at another location 

might be in kind of a residential area but at the back of that there’d be a field, just some woodland and 

then there’d be a large group of people there as well so it was, it was groups of people scattered 

throughout Calais. It wasn’t a camp” 

Water and Sanitation 

P1: “Running water was in troughs, like animal troughs. People washed in the open, or didn’t wash at 

all.  They didn’t have any clothes washing; there was no way... People would just wash their clothes 

and just hang it over a bush or something” 

P2: “There is no proper latrine system”  

“In Serbia, there’s one German NGO that are giving free showers every second day for refugees. 

They also provide some water so the refugees can wash their clothes and stuff. But, in general, in one 

setting they can only give showers to up to forty people max. So, there are like one hundred and fifty 

to two hundred people, they could only give showers to forty people. So, some people might not be 

able to do showers, like maybe you can do once in a week. The sanitation is quite bad, and even the 

water, sometimes there is no water, if this NGO doesn’t come and provide water, so they do take 

water from some cart, but it's not really clean” 

P3: “There are portable toilets there, but that’s about it, really. Occasionally an organisation, like 

Calais government, kind of, a local authority, they occasionally bring, I guess you would describe 

them as, not showers, but more like taps, portable taps with cold water, so people could have a kind of 

a quick wash and things” 

P6: “It was quite well established... having said that, facilities were still really quite basic. The toilets 

were just portaloos, there was very limited access to showers, and running water and it was very 

muddy” 

P10: “I never stepped inside any of the facilities in the camps, I smelled them as I walked past but I 

didn’t have an incentive to go inside so I didn’t. I assume they were quite terrible, like I could smell 

them, but not good, I did not see them, they were not good, I didn’t want to see them.” 

Food 

P3: “There was the food distribution which was run by volunteers so there would be a van going twice 

a day to camps around Calais and once a day to Dunkirk. But apart from that, there’s very little” 

Safety 

P1: “There was areas there where the women and children stayed that was quite well organised and 

had security and were patrolled...  but a lot of people didn’t want to go in there, and often families 

were separated” 
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P2: “Often the riot police, they’re called the CRS, they have these big vans and they would often kind 

of hover around, trying to intimidate the refugees and the volunteers, and so that didn’t kind of make 

for a very nice atmosphere it was quite tense” 

P5: “It feels like the woman, she is not completely safe because they protect themselves, they are old, 

sometimes there are pictures of walls falling down. It’s not safe also because there are a lot of 

tensions so sometimes fights happen.” 

P12: “People were hiding from the authorities... because tents were being routinely slashed and 

belongings were being destroyed by the police and authorities” 

Healthcare 

P2: “Those camps in Turkey, the settlements, they are really in bad shape, no NGOs are running in, 

no-one to give free food, no-one to give the healthcare. I mean we were there giving free healthcare, 

but basically we didn’t go and visit them every day, so they’d basically sometimes end up not having 

at all, and they were refused to get healthcare in normal hospitals” 

P10: “You start to see how someone with heat failure isn’t able to access treatment - it’s crushing 

him. A person with diabetes can’t get their blood sugars up - its killing them.” 

“A lot of organisations can be disrespectful, especially the doctors, they can be very humiliating, that 

makes people reluctant to go back for treatment. And they can also be rather indifferent to a lot of 

things, which means things don’t get taken care of. Refugees wait in line for several hours, to be seen, 

to be disrespected, so they don’t go back to the doctors.” 

Barriers 
Water, Sanitation and Hygiene Facilities  

Washing of clothes 

P1: “Clothes that they hadn’t been able to wash, or they only came over in their clothes that they were 

standing in” 

“There wasn’t anywhere that people could wash their clothes, yeah, have washing facilities to wash 

their clothes...  They wanted to be clean.  And it’s very difficult to keep clean if you’re living outside 

in a tent” 

P2: “Most of the scabies has gone so bad, the scar has got so infected because of the very poor clean 

and hygiene. They’ve been wearing the same pants, sometimes if it’s raining you get wet and you 

don’t have any new clothes so you just wear the wet clothes all over again.” 

“They might have some utensils to cook, but not enough to boil so much of water, or somewhere they 

can soak all the clothes and to wash them. And even if they hand it all to the volunteers, even we 

don’t have the capacity to disinfect all the clothes” 

“Sometimes they don’t have water...it’s quite tricky to wash the scabies infected clothes. If you have 

big washing machine that has a warm water setting, that would be great. But some of them doesn’t 

have it, so you have to boil water and soak it or you have to put chemicals and stuff... the chemicals 

that were needed, you don’t know where to get them, so you need to get support from the larger 

NGOs. If you don’t have larger NGOs then you might not be able to do it” 

P3: “People have so little and they don’t want to give any clothes or bedding that they have up... 

definitely not clothes washing” 

P4: “There was like cold taps there that they could wash with to wash it off the next day, but my 

problem with that was the clothes that they’re putting back on. Yeah, the clothes have to be washed at 

a high temperature. So it’s very much a struggle” 
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“the treatment we were giving was that because it was toxic we told them you have to wash it off the 

next day, that they could shower it off, but that’s all. They put back on infected clothes or they’d dry 

with infected towels” 

P5: “Then we have other issues which is means we have to get clothes, new clothes for these people 

and new sleeping bags because, and then we cannot tell them to wash the sleeping bags in the 

residence at 60°, it doesn’t work because they’re homeless.... they can only wash their clothes by hand 

so of course they cannot wash everything that there is... we cannot provide clothes for all of them.” 

P6: “Even if a patient is treated for scabies, part of the treatment is also to wash the bedding, and all 

clothing in hot water, dry it in a drier picking up all the scabies mites. And those facilities weren't 

readily available for anybody at the camp... I still think that even if we'd of had a sort of endless 

supply of Permethrin or Ivermectin, I think it still would have been problematic with this problem of 

re-infection.” 

P8: “The challenge was to do the hygiene part of the treatment... The problem was to find enough 

clothes for them to change their clothes because there is no washing thing in the camp so we would 

have to do the whole thing of putting the clothes in a garbage bag, close it for 72 hours, then take it 

out. Then we actually found out that a lot of people don’t actually have a spare set of clothes, or they 

have a sweater and trousers but don’t have more underwear.” 

“There’s only one water source for over two thousand people... there was no washing facilities for the 

people, they had to wash their clothes by hand. There was no soap provided. People did not have the 

possibility to really wash their clothes well.” 

P9: “They couldn’t wash and we didn’t have enough blankets to give out, so everything was getting 

re-infected all the time. We couldn’t take everybody’s clothes because there wasn’t enough clothes to 

give out again so that was really hard to manage... Things were just getting re-infected because it 

wasn’t very well controlled.” 

P11: “Insufficient washing and bedding, and like not enough washing machines... a lot of people, 

most of them only had one pair of clothes, and they can't change them, when they treat. We need 

clean clothes, so that was a difficult part... You also have to think about the hats, scarves, they also 

have to wash them, because in the beginning, that was a thing we didn't clean the hats, scarves.” 

 

P12: “Most quite overwhelming was the lack of amenities, people’s clothing, sanitation facilities, so 

no showers, no toilets.” 

Shower facilities  

P2: “There are one hundred and fifty to two hundred people, but they could only give showers to forty 

people. So, some people might not be able to do showers… the sanitation is quite bad, and even the 

water, sometimes there is no water. If this NGO doesn’t come and provide water, so they do take 

water from some cart, like not really clean and it’s not really in a good shape.”  

P3: “Not having access to showers” 

“That would be the only way to get rid of scabies. But this doctor said that he was already, I mean it’s 

a small clinic, he was already overwhelmed, he was saying he’d have to… They only had two 

showers, there’s no way they could do that, he just wouldn’t be able to cope with that many people.” 

“They don’t have showers, or they don’t let the refugees use the showers.”  

“At least in Calais they have these kind of portable taps, shower things. That’s not provided in 

Dunkirk, the council in Dunkirk won’t provide that for the refugees. One of the main barriers we 

faced was getting proper showers to people, or people to the showers.” 
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P4: “Lack of showers and lack of laundry meant that you couldn’t focus on one. Okay, here’s a tube 

of scabies treatment, it’s quite toxic so you put this on your body, rub it all over, twenty-four hours 

later you wash it off, but all your clothes have to be clean and they’ll look at you like really how. It’s 

a very, very uphill struggle to treat it and it’s really prolific.” 

“They did have that facility [clothes washing] in the Dunkirk camp but, towards the end of the camp, 

before it burnt down, they stopped washing clothes and they stopped, they turned off the showers and 

then scabies started there as well...  In the beginning in the Dunkirk camp it seemed manageable. 

When we were there we hardly saw any. It was under control, but then the minute you put people out 

there in the middle of a forest in filth and dirt.” 

P5: “There is really no shower and there are some areas that are a kind of shower area, but it’s not 

really a shower and its cold water. Basically it’s not helping at all... it’s very, very difficult to stay 

clean.” 

P6: “Treating scabies was problematic because as you're probably aware, with the Permethrin 

treatment, the lotion, you're supposed to keep it on for 12 hours and then wash it off after a 12-hour 

period, and access to showers was not always that easy... I never actually saw the shower facilities 

there but I understand they were very basic and there were often very long queues for the showers. So 

it wasn't easy to shower.” 

P8: “There is not even one shower, there’s no soap to wash yourself... people couldn’t even wash their 

bodies with soap.” 

Sharing of belongings 

P1: “Charities came in to give clothes, but the clothes weren’t ever washed and when someone went 

across the border, tried to come into England, all their stuff was left, and whoever was in the tent just 

used that” 

P2: “The main biggest problem is to get them to improve their own hygiene... to get them to clean 

themselves, and have each one have their own towel, and not to share them.” 

P8: “A lot of people basically only had one pair or underwear, or socks, or they couldn’t wash their 

shoes... they usually only had one pair of blankets... There would always be something that wouldn’t 

be replaceable... Because of lack of things for themselves, they keep borrowing each other’s clothes 

and blankets.” 

Healthcare factors 

Availability of medication  

P2: “Limited availability of medications.” 

“In Turkey, we don’t have big NGOs because they’re not allowed to be… so that was a bit tricky. We 

need get all this medications on the camp by ourselves. It’s also depends on what is in each country. 

In some countries they use Benzyl Benzoate, then some of the countries Permethrin, so you need to 

know which one that they use for that country and what’s familiar to that country. Then you can 

source it locally... Some people smuggle it in the bag, and they took a flight and then they give it to 

the organisation. In the long run it’s not going to work because when you run out and you change to 

different regimes that’s a bit complicated, if you stick to one thing that’s easier to source.” 

P3: “The medication was very expensive... there’s a lot of people, nearly 1000 people there in Calais 

and Dunkirk, that’s an issue.” 

P4: “We don’t have the treatment for it, because we don’t have the money to buy in the treatment.” 
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P5: “Only one we can buy in Greece is the more difficult to apply and the one you have to apply 

many times.... so there is less chance of success of people really following how to do it.” 

P8: “We didn’t have enough medicine most of the time... what we would do is write down their 

names and a week later if we got the medicine we would ask them to come back... Because we were 

short of pills we would just give it once.”  

“In the beginning they trusted us, after a while they didn’t because we promised them treatment and 

we didn’t give it.” 

P9: “Just didn’t have enough treatment... we have to fundraise to buy it, and if we don’t have funds 

we can buy it.”  

P10: “Permethrin in pill form [we presume they actually mean ivermectin], they don’t sell that in 

Greece, that would be the most convenient way to provide medical treatment... X had a stock from 

Netherlands, but as soon as that ran out it was gone. The only treatment that is available is Benzyl 

peroxide, but you have to dilute that to make it the right concentration, and dilute it differently for 

children, then leave it on for 24 hours or at least overnight. There was only one pharmacy that would 

only sometimes have it in stock, so we had to arrange with them beforehand... The medication 

available is the least convenient medication you could use. If you could use a pill for everyone that 

would be so much easier.” 

P12: “The lack of cream or treatment... Because none had been donate. We didn’t have any in the 

container, and we just weren’t able to get hold of any. The only medication we had was what was in 

the container, which I believe was from volunteers bringing over all donations. It was quite limited 

really.” 

Lack of privacy for medical exams 

P2: “Don’t have any proper building, clinics set up. So, everything sees what we are doing, so if 

someone has to show something we don’t have a closed examination room, we don’t have a private 

examination... you can’t really examine them, like you can’t really touch and see in your own eyes, 

you have to rely on the photos because they’re too shy to show it to you.” 

P4: “You’re out there in the middle of, you know, you’re not somewhere quiet and private you can’t 

ask people to strip off.” 

P12: “If you were treating somebody, there certainly wasn’t any privacy for people... you’d find 

there’d be sometimes, gathering around and watching you... amongst large crowd.” 

“I don’t think we were openly saying to people, “Oh I think you’ve got scabies,” just because we 

didn’t want to say in large groups of people and I don’t think we wanted to publicise that type thing 

because you don’t want anybody to be offended or people, other people are listening.” 

Lack of staff with experience of scabies 

P2: “Most of the Western doctors are European, they’re not very used to seeing scabies in normal 

settings.” 

“They have that scabies and it gets really bad and infected, some people might mistake it for like 

normal infected things... they don’t give the creams for scabies and stuff.” 

“In Greece I met a lot of UK doctors. I find most of them, they know scabies and stuff. But when I 

was working with in Turkey and in Serbia, I worked with people from Europe, like Austrian and 

Germans, and then some of them had never seen scabies before. Because it’s not very common in 

these kind of areas... so in terms of that staffing, it’s not really hard to get staff, but it’s really hard to 

get staff that have seen or have managed scabies before.” 
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P4: “Most of the other first aid people they’d never seen scabies in their life.” 

P8: “We heard they say they haven’t seen scabies which could mean they don’t know how to 

recognise scabies or they don’t want to, so could mean the other doctors in the camp don’t know how 

to recognise scabies.” 

“Many people came to volunteer only for a few weeks so a lot of them didn’t have much experience 

to recognise it.” 

P10: “European doctors did not have a lot of experience with scabies, so I think a lot of them didn’t 

realise what they were seeing.” 

“A lot of volunteers had never seen scabies before... volunteer based organisations take people that 

want to volunteer, but because they need people they’re not really in a position to screen them for the 

job. I’ve definitely noticed that there really isn’t a lot of experience of doctors with scabies.” 

P12: “I don’t know if I ever seen scabies before so I felt quite inexperienced.” 

Social factors 

Language barrier 

P2: When I was working with the Afghan refugees, one of the time we couldn’t get a proper 

translator... and Didn’t want to tell the other people they had scabies and what’s going on. So, they 

feel reluctant to comply, and they’re like no, it doesn’t work. If you don’t have proper translators to 

translate anything to you that also could be a big barrier to understand what’s going on really.” 

“When I was working in Serbia we don’t have a proper translator, so we were using one of the 

refugees to translate for us, which is not very ethically correct I would say, because of the 

confidentiality issues” 

P3: “There were a lot of people, their English wasn’t great and we rarely had someone on the team 

who could speak Arabic for example so sometimes it was difficult to diagnose someone... it was 

difficult for them to explain to us, and for us to understand exactly what the problem was.” 

P4: “We didn’t have all translators... so that was an issue. We sometimes had to ask another refugees 

and call out for somebody that could come over and help and speak enough English to tell us what 

was wrong with this person... I couldn’t explain to him what I could do so it’d just be, just 

frustration.” 

P6: “We didn't have proper translating facilities. Trying to explain all of what I've just explained to 

you about washing off the treatment, the lotion and washing bedding and clothing, even if that was all 

possible, explaining all that to people without proper translators was difficult.” 

P8: “It’s hard, because we were a volunteer organisation we didn’t have official translators. We would 

always ask people in the camp to help us translate. Sometimes it was difficult to find translators in 

certain languages, like Kurdish. In the end that would mean that the Kurdish people have less access 

to our care than Arabic or Farsi speaking patients.” 

P9: “We usually have translators... but you don’t always have the right translator.” 

P11: “When you talk to 10 people at a time, and both women and men together, it's maybe difficult, 

and there are also people who had another language, and some languages are not known in other 

translator centre, so we couldn’t get a translation for them.” 

P12: “Language barrier” 
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Stigma 

P2: “To ask them to, not to share things with your friend, try not to sleep with them, I feel bad 

sometimes. They sleep together, they have like one blanket and all sleep like five people on the same 

blanket. So, when you say okay, you have this problem, you can’t sleep with your friend, it’s almost 

like giving them a stigma.” 

P7: “Some people had social barriers, as in I am so clean and I don’t get this kind of thing... "I have 

eczema", or "I have dry skin" or this or that, "I don’t have scabies". Those were the people who often 

suffered for the longest... Possibly as a result of stigma surrounding scabies... Scabies and mites are 

not very pleasant things to have.” 

P8: “didn’t want to tell the other people they had scabies... there is some sort of stigma of course if 

you have some sort of rash that you are not clean or something.” 

P11: “it was difficult because the Syrian people looked at Eritrean people like they were dirty… 

because they had scabies.” 

Non-compliance with treatment 

P2: “This whole effort has to be put by the patient, and under these circumstances this patient has a lot 

… a lot other things to think about rather than this itchy thing ... The compliance is really hard, and 

also to get them to continue the treatment over a few days, also quite hard as well.” 

P5: “You have to treat case by case explaining to them how to do the treatment with the message of 

giving them new clothes and sleeping bag and that are shown everything and even when we try to 

explain everything they don’t always do it correctly. That’s for a major issue because if the treatment 

is not done correctly then it won’t be effective.” 

P7: “The one thing which we did encounter occasionally was people that didn’t listen to us, so I 

would say to put the stuff all over your body, head down to the toes and they got it everywhere... to do 

it all in one night and keep it on for so many hours and then they walk away and then only put a bit of 

cream here, and a bit of cream there, for a week and then they come back and it hasn’t got better.” 

P8: “When they would hear about the whole treatment thing that their whole tent has to be treated or 

it doesn’t make sense, then they would say ok never mind and go away and don’t come back. Or 

people would come and say that their roommates don’t want to come, or they would bring their 

roommates and then the roommates would say oh this is too much work, I don’t have itching so I 

won’t take part in this.” 

Population Mobility 

P2: “You have to trace who might be the contact... in the refugee setting you have to also to treat 

patients that might be from the same family, and they just move around. You can’t really tell who has 

slept here, who has not slept here, who might possibly get it.” 

P3: “Not being able to kind of, you know, everyone’s moving around Calais all the time, so not being 

able to kind of, I guess, not having the resources to be able to keep track of individuals with scabies.” 

P5: “You have always new people coming in, and people leaving so it means that even the people 

treated, if they come to you and you treat them and then they disappear, not having any other 

treatment.” 

“Making one day of treatment of scabies is not successful because the population keeps changing... all 

the energy and the money spent from the treatment day actually is a kind of a waste... in this 

population which is always changing, it is not a good use of resources because we won’t be able to 

properly medicate it.” 
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P7: “Often these [single young men] were the most transient people who would simply wander off at 

some point, and not come back for a second dose or not come back for collecting whatever they’re 

supposed to collect” 

P8: “The fact that people move in the camp is also a big challenge because even if you treat a whole 

container, if one person is put there by the police and if they say this person has to sleep there and this 

person has scabies then the whole effort is for nothing. So that’s actually one of the biggest 

challenges, that people are moving all the time.” 

P11: “It was difficult in this setting, because you can see there are 3,000 people, and everywhere 

probably 10 people in and 10 people out... it was also very difficult to treat them well, because 

normally we have to treat everyone together, at the same time.” 

“It’s difficult to treat everybody together, and there's nowhere to isolate people, a lot of mobility of 

people, and logistical problems with that.” 

Organisational Factors 

Living conditions – dormitory style rooms 

P2: “In the government run camps they usually have their own tent or their own cubicle but in, in the 

jungle settings most of them live in quite overcrowded, they all just live, sit together and stuff.” 

P3: “Barriers in terms of the crowded conditions... I think just in terms of people who are living close 

together so scabies is very easily spread.” 

P6: “People were living in fairly cramped conditions which obviously made transmission a high 

possibility.” 

P7: “The most difficult to treat was the single young men, of being in the large accommodation, and 

camp accommodation, while the families, were in the family rooms. The single young men were in 

large dormitory style rooms and so it was a lot more difficult to determine the close contacts.” 

P8: “A lot of people were sharing tents or containers with large number of people.” 

P10: “Sometimes you would have people living in bigger units... and people would partition of with 

blankets where different families lived. That was really difficult.” 

Poor coordination between organisations  

P5: “I remember one guy that they sent with everything for the scabies treatment and because it was 

my first day I was really trying to do it the way it should be done... He had an appointment for the 

day, so I wrote on a bit of paper and I wrote please allow this man to have two showers because he 

needs to do the lotion and wash it, 8 hours later. I sent him with a paper and everything. He had the 

new clothes, to bring back. Then they didn’t allow him to have the first shower because he had 

scabies. They sent him away because he had scabies, even though he was coming to get the 

treatment.” 

P8: “A lot of things are managed by volunteers. Ideally in the camp you would want to have one 

named medical actor providing healthcare and asking for specialist to come and do clinics or to ask 

for advice from other organisations but there was no governmental healthcare facility. There was a 

huge gap because it didn’t even exist, so other organisations would come in and do little things but the 

whole coordination between us and the others were so strange... there’s no continuity. It was really 

unorganised.” 

“So many different organisations with people coming and going, also the paid staff did not stay longer 

than 6 months to one year, and so many volunteers coming and going - there’s no continuity. It was 

really unorganised.” 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-075103:e075103. 13 2023;BMJ Open, et al. Richardson NA



                                                       Scabies_RefugeeMigrantCamps_OnlineSupplementaryFile_PR_4 

29 September 2023 – j.middleton@bsms.ac.uk Page 18 of 24 

P10: “Lack of coordination and appropriate communication. I don’t think it’s the resources, the 

resources are there they're just not put together in the right way.” 

“Topical steroids was what was given for symptom relief because they couldn’t give anything else, 

proper treatment required too much coordination.” 

“The medical organisation in Moria didn’t communicate with non-food item NGOs, so due to lack of 

coordination he could never have medication at a time that he wouldn’t be at risk of re-infection... X 

used to write prescriptions for non-food items that weren’t honoured by the non-food item NGOs.” 

P11: “There was another NGO who worked there, and sometimes they did their own things, their own 

plan. Sometimes it didn't work well together.” 

P12: “Clothing was distributed, but we weren’t really able to coordinate that because we, we didn’t 

really have communication between the individuals and the charity.” 

Lack of support and poor treatment from authorities  

P1: “There wasn’t anybody in charge of this camp, to tell people that there was a scabies.” 

“They were hidden, you know, thousands of people hidden in one corner of France that one-one 

wanted, the whole world didn’t want to recognise.” 

“Because the French Government didn’t want the camp there, they weren’t doing anything.  There 

wasn’t even... basic facilities... They didn’t really want to provide healthcare for people. There wasn’t 

any shelter, there wasn’t any child protection, there wasn’t any protection for any vulnerable people 

there at all, adult protection, there wasn’t any of those type of things there.” 

P2: [informal camps] “What the government is trying to do is, they’re trying not to get the refugees 

too comfortable, so sometimes they cut like water, they try not to get us to be able to give out clothes, 

they raided our distribution place.” 

P3: “I mean a lot of people avoid going to anywhere where they’ll interaction with the authorities 

because, because of the police brutality, they’re worried about how they’re going to be treated and 

worried about being deported. Even though that can’t happen at hospitals and things, and people at 

this particular clinic, you know, they’re running it for people like this and they’re very nice, but 

there’s still that perception. I think a lot of people try to avoid going.” 

 “The refugees have their bedding and their coats and shoes confiscated by police at night.” 

“We had to take someone to A&E once, and he was treated awfully by staff because he was a 

refugee... what we saw it was just the refugees being stigmatised at being refugees.” 

P4: “In France you’re forbidden by law to give first aid, well not give first aid, but to give prescription 

medication, my hands were very tied into how to treat it.” 

 “Until authorities do the right thing and take care of these people properly you can never, will 

eradicate it. It will carry on as long as they can’t shower properly, as long as they can’t get clean 

clothes and wash the clothes the scabies won’t go away and the trouble is that the authorities in 

France and in Greece and even in Italy do not care and they’re not bothered and they don’t wanna 

know and basically refugees are depending on volunteer groups and small charities for their wellbeing 

and they’re very limited.” 

P6: “Local authorities were not getting involved because the camp was informal.” 

P8: “This official organisation that was responsible for that kind of camp, there was one doctor who 

was responsible for the public health in the camp, he was responsible but most the time he wasn’t 
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there, he and the other organisation were ignoring that there was scabies in the camp... The Greek 

doctor kept saying it’s not a life-threatening disease, yes its annoying but there are worse things to 

care about, but even the worse things weren’t cared about... The people responsible for it would try to 

ignore it to ensure that they won’t have to deal with it... in the meantime there was lots of suffering.” 

The care in the camp was very limited. In general, the government would be responsible to provide 

the healthcare but the government wasn’t there so they had contracted [healthcare] out... but they were 

always short of staff and short of a lot of things. 

P9: “In the official camps if scabies happened it would be much easier to deal with because they have 

some washing facilities and they’ve got like WaSH and that kind of organisations working there. I 

was working more in non-official, and where it was happening more for me was nonofficial and we 

didn’t have that support.” 

P10: “Lack of will and commitment.” 

“A lot of organisations can be disrespectful, especially the doctors, they can be very humiliating, that 

makes people reluctant to go back for treatment. And they can also be rather indifferent to a lot of 

things, which means things don’t get taken care of. Refugees wait in line for several hours, to be seen, 

to be disrespected, so they don’t go back to the doctors.” 

P11: “They were just logistical problems, sufficient manpower, sufficient washing machines, 

sufficient bedding, who cares for this? It certainly wasn't a priority for the organisation, because 

people have itching, but they are not going to die” 

“The responsible authority, the central body for reception and asylum seekers... they don't support it.” 

P12: “People were hiding from the authorities... the settlement or their place where they would sleep 

would not be there because tents were being like routinely slashed and belongings were being 

destroyed by the police and authorities.” 

“What would have made it easier to manage?” 

P1: [Washing facilities]  

“I think it [washing facilities] would have made it easier to manage, because people could wash their 

clothes, and the people wanted to wash their clothes as well. They wanted to dry them, they wanted to 

wear clean clothes. They wanted to be clean.  And it’s very difficult to keep clean if you’re living 

outside in a tent.” 

P2: [Washing facilities; Public Awareness; Divided living areas] 

“If you have a proper washing machine that have hot water then you can do it, or you can ask the 

refugees to do it themselves, but if you don’t have that then it’s really hard to be able to eradicate it.” 

“It’s not hard, as long as you educate them and try to make them understand that what’s going on, this 

is what needs to be done.” 

“For public health education you’d probably want to print out like a really easy version for it, or 

maybe you have to make a new one so they can hand out to the refugees to say we have these issues, 

and this is what happens if you are itching.” 

“If you have like a proper segregations of rooms, or cubicles for each family, that will be a really 

good point to really manage it. You can just do entire families. It’s easier to also plot where the 

scabies is, you can trace them, where they go and what the patterns... But in the jungle they just get it 

like a wildfire.” 

P3: [Coordination of organisations; Access to resources] 
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“If we could kind of put a system in place, if we worked with X, one of the main organisations at 

Calais, they have a warehouse and do clothes distribution... to see if we could organise, maybe have a 

ticket system so organise getting people treated at the clinic so with cream or tablets, and then on the 

same day giving them a shower, clean clothes, taking away the old clothes to burn... giving them 

clean clothes, new clothes straight away and giving them a ticket so they can come back the next day 

for another shower ‘cause you need to, and then to completely get rid of it, and making sure everyone 

in the camp does that. 

“Access to resources... showers, clean clothes, and cream.” 

P4: [Better living conditions; Washing facilities] 

“If they had somewhere decent to live... If they had somewhere with a roof over their heads and if 

they had somewhere where they could have a hot shower and somewhere to wash their clothes.” 

“I did think at one point I wonder if I could get like a mobile clothes washing van or something, it 

crossed my mind that it could be one thing we could have done with the treatment - get the clothes 

washed, shower, clothes washed, but it didn’t happen.” 

P5: [Screening on arrival; Washing facilities]  

“When we have treatment and sleeping bags and clothes, it’s easier to manage because at least we can 

do something.” 

“The only measure that you could take is to take every new arrival and any sign of scabies and treat 

them, but it would take a lot of time to get sorted to do it. It is what they are doing in Serbia where all 

new arrivals with scabies, is quite a lot. We give all our new clothes and sleeping bag.” 

“If we could have a place to send people where there is a washing machine and dryer and maybe a 

shower, in this case we could treat more because we could have, like the new clothes but if all clothes 

that people wear, and the sleeping bags and blankets.” 

P6: [Oral medication] 

“Availability of Ivermectin may have, to some extent because it doesn't require washing the lotion off 

afterwards, you know it's an oral treatment, a single dose oral treatment, may have helped but it 

wouldn't have really have overcome the problem of reinfection.” 

P7: “Nothing in particular - it wasn’t a problem.” 

P8: [Screening on entry; Cooperation of organisations] 

“In every camp where people arrive there’s always a medical check for all the people so that would be 

a great time to check everybody for it, before they allocate them in a tent.” 

“Cooperation of the people that manage the camp because they could help by not moving people all 

the time, or always discuss it with a public health responsible person in the camp, but there was no 

such person. Making sure to allocate people in the right place to not disturb the scabies treatment, that 

would be great. Working together, putting together resources, but the first thing is to recognise that 

there is a problem.” 

P9: [Better living conditions] 

“They shouldn’t be living in these conditions in the first place. They should be in homes and houses, 

not refugee camps and abandoned buildings.” 

P10: [Interpersonal communication; Coordination of organisations]  

“I think it’s really important to train humanitarian workers in communication and interpersonal 

interaction... You have to really care, you have to understand that the other person isn’t always going 
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to understand right away and you have to work with them... There’s a lot of conversations that need to 

be had.” 

“You need to appreciate what others in your NGO and what other NGOs are doing, and be conscious 

of the fact that it is a collaborative goal.” 

P11: [More resources; Systematic treatment] 

“If we had the time, the people, and just one tent more, then it would be no problem anymore because 

you had to do one day, very intensive, and a good job, and then you have not left problems... The plan 

I made I think it would be good, if there was money for it, if there were the people for it, and if there 

were an extra tent over there, then it was managed in one day, in two days. Then we would have to 

keep doing it, that every person who came in, and had the same treatment. You had first to do it with 

all the people who were there, Eritrean people, and after that you had to do every Eritrean who came 

in, we had to give them treatment, and then the problem was solved.” 

P12: [Coordination of organisations] 

“We could organise what the warehouse felt getting them fresh clothes, but then we’d have to also 

organise things like showers.” 

Facilitators 

P3, P4, and P12: “nothing” 

Water, Sanitation and Hygiene 

P5: “What was really helpful is that the centre where people could go with a shower, and have a 

washing machine... they can get a hot shower two times a week and they can also wash their clothes 

over there. I mean if we provide one set of new clothes, we can help them to wash the clothes they 

have. Twice a week is not enough to really make the treatment as it should be, but it is very good, 

because before we had only places with appointments for the shower, there was only one shower. 

There we can be sure they have their follow up of 10 days so they can get the treatment, the new 

clothes, the new sleeping bag and take to the shower.” 

P7: “People have access to showers so that was not a problem, clothes had to be washed in the 

washing machines… and bed sheets and everything else was taken out and burnt. That was the 

protocol and we didn’t have a persistent problem, we didn’t have outbreaks.” 

P9: “There was mobile showers we were getting access to, not everybody could get access all the 

time, so that was still difficult but there was that there so it’s better than nothing.” 

Coordination of organisations 

P1: “What we suggest we do is that they have clean clothing ready so that when they go to the 

Government organisations, health organisations for the scabies, that they can actually start treatment 

that evening, and we explain how they do that.”  

“We referred a few people to A&E because they were quite unwell. We gave letters to people about 

scabies to bring to the medical place the next day. We made sure everyone had a letter saying it was 

scabies, and documented when it was and how many people were in their tent etc.” 

P2: “We worked a team that provide showers. On one of the days, we call it a scabies shower, so 

where we have all the scabies patients. We give them a card that says if you have scabies you get 

showered tomorrow. We give them a card that says they have scabies, we give them a cream 24 hours 

before and then asked them to get showers, and then we put the creams again. So we partner with 

shower teams, and also, we partner with people from the distribution team so we could get them new 

fresh clothes. I think the treatment of scabies, it has to be like not just a healthcare provider, and it has 

to be like non-NGOs to help you work on that as well.” 
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“It’s really good to liaise with the large NGOs, that could provide, most of the time they 

[medications] were available. They have all those creams.” 

P3: “NGOs were more of a help, as I said X said that they could provide clean clothes and they could 

work with us.” 

P5: “Make a letter for them saying that this person has been diagnosed with scabies, please wash his 

clothes, allow him to have a shower and we will make a thing that it’s not as contagious and that you 

cannot catch it like this. It’s working well.” 

P7: “There was the camp administration which was run by a local NGO and the staff were aware of 

the problem and were good at directing people to us if there was a problem... we gave the patients 

who were referred slips to take to the administration to get new blankets, new bedding and that and 

take the old stuff away for washing or burning and give access to machines for to the washing.” 

“They have no difficulties staying on top of it, because the camp administration are behind it and the 

residents are behind it... That was all positive... the support from the camp administration.” 

P8: “The willingness of other organisations like the warehouse on lesbos that provided us with 

clothes.” 

P10: “Rented them clothes... built up an inventory of clothes, I worked with contacts in the 

warehouses to get donations so we could ship them over so we could lend them clothes based on their 

size/gender etc.” 

P11: “We had a meeting with them [NGO]... they had their own plan, and it was different from our 

plan. But we talked about it, and then it's okay. We gave everyone a clear task and then the problem 

was solved.” 

Education 

P1: “We explain how they do that [the treatment] … and then for those that have been infected, for 

them not to shake hands, not to share bedding.” 

P2: “If you educate the patient very well, make them understand very well what’s going on, and what 

needs to be done, I think that also worked very well... They understand, and they start to even manage 

to recognise their friends who have the same thing, which is really useful.” 

P3: “Friends might have been able to tell each other. I don’t know help diagnose each other or 

encourage them to go to the clinics.” 

P7: “One treatment which was once easily explained and where the neighbours could explain to you, 

and everyone could explain to each other and reinforce the message which we gave every day.” 

Language facilitators 

Translators 

P1: “We had lots of translators there.  We had our own translator who spoke several languages, and 

there were people who lived in the camp, working or volunteering as translators, and they were 

actually very good. Certainly, got the message across. So, there wasn’t a barrier.” 

P3: “Some people did speak very good English and often if someone didn’t, they would get someone 

who they knew did speak English and they would come and translate, so that helped.” 

P6: “Sometimes there were people that helped with translation, other occupants of the camp, other 

migrants would help with translating, but that wasn't consistent help it was just if they were around at 

the time and they offered to stick around to help a little bit.... if we did have people to translate then 

we were able to explain what the probable cause was of the itching and I suppose in itself having an 
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explanation can offer some relief to people, and also reassurance that there wasn't anything serious in 

terms of, you know life threatening.” 

P7: “They had very good translators for the other doctors and nurses.” 

P8: “A lot of people came to help us translate... The few people who spoke English would always be 

after other people to translate. Many people don’t have anything to do all day so they’ll help to 

translate for other people.” 

P9: “There’s a range of languages, if somebody knows both they can tell us a bit more.” 

P10: “We were very lucky because X worked with unofficial translators from every community in the 

camp, so they were a great facilitator for getting the message across.” 

P11: “The language is difficult, but we talked with the translator, with a live translator.” 

P12: “There were a number of people there who had been residents in the UK but then had been 

deported so often there was somebody who could speak really, really good English. They would act as 

a translator and that was really helpful.” 

Voice messages  

P5: “Voice messages in different languages.” 

“I tried to treat and tried to improve the way we are treating, to make it clear for the people in their 

language. So we have voice messages explaining how to take their cortisone treatment and how to 

apply the treatment. Basically for each person that we treat, we say in the voice message and ask 

which one [language] they prefer and then we play the voice message.” 

Information sheets in different languages 

P5: “We do have information sheets... we show them with the data, and the map to go to the shower 

place and there if this is written in Urdu, then we will have some positive treatment.” 

Incentive to take part in treatment 

P2: “The best way that we come up with is just get them to get rid of whatever clothing and bedding, 

and then we give them replacements back. So there’s an exchange there. That’s the only way that we 

can minimise the spread and stuff.” 

P7: “The patients knew that it could be treated, some used it possibly as a way of getting new things 

and were quite disappointed if they didn’t have it, but that didn’t happen that often either.”  

P8: “Some people when they found out we would give them another set of clothes and we would buy 

underwear for them, some more people were interested as they had an incentive to take part in it.” 

P10: “We would take back everything except the underwear, so they got to keep the underwear, which 

for a lot of people was like an incentive to participate.” 

General  

Division of living areas 

P2: “If you go for like a government run camp you have proper dividing, like in Northern Greece, 

they have cubicles. So, usually the outbreaks are a lot smaller and usually limited to a few cubicles, or 

maybe just one cubicle.” 

“If you have like a proper segregations of rooms, or cubicles for each family, that will be a really 

good point to really manage it. You can just do entire families. It’s easier to also plot where the 

scabies is, you can trace them, where they go and what the patterns... But in the jungle they just get it 

like a wildfire.” 
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P7: “People were living in individual, family individual cells, not exactly houses, not exactly rooms… 

Anyway there was some level of physical insulation from family to family and so you could say this 

family is all close contacts and it gives you good conscience to clear other people like neighbours, 

declare them as neighbours, but not close contacts.” 

Technology 

P2: “We don’t have a closed examination room... But some refugees are quite smart, so they bring in 

photos.” 

Donations 

P3: “We managed to raise money for the cream... we have managed to raise quite a lot, well not a lot, 

but some money to be able to buy medication.” 

“There would be donations of clothes, quite often from the main two warehouses.” 

P5: “When I got the donation of ivermectin coming, it was good. I was so happy, I think the person 

who was leaving me so meds, she didn’t know what happened, I was really quite… I knew that it was 

so much easier to treat scabies.” 

P8: “Our organisation runs on donations so if we did have a donation then we would be able to buy 

medicines.” 

P9: “Fundraising for medicines.” 

P10: “We had a stock [medication] from the Netherlands from donations.” 

Guidance  

P7: [Treatment protocol] 

“The protocols worked well... The ability to pass on a systematic and well-rehearsed message.” 

“One treatment which was once easily explained and where the neighbours could explain to you, and 

everyone could explain to each other and reinforce the message which we gave every day... We had 

one treatment which fits into the medical centre and one treatment which was approved by the 

different governments and that treatment is positive.” 

P10: [staff advice/screening documents]  

“Screening questionnaire that X staff could use to screen people, which was really important as a lot 

of volunteers had never seen scabies before... it meant that a lot of people could do the counselling, 

and tell people to get seen and at the time when the medication was being distributed the one or two 

doctors who had experienced seeing it would be there, but in the meantime it gave everyone else a 

tool to find household who had members suffering from scabies.” 
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