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PARTIAL RIGHTS WITHIN AN OCCUPATIONAL
SELECTIVE SYSTEM: THE ROMANIAN CASE

by Angela Genova, Valentin Burada, George Radulescu

Several factors influence the health of Roma-
ni women: poverty, lack of health insurance, the
discriminationatory practice of medical staff, and
lack of trust in the public health system. These fac-
tors are multiple and interrelated, and as a result
Romani women can experience multiple barriers
to service access. This study analyses the health
inequalities of Romani women living in Romania,
and focuses on the barriers they face in accessing
health services within its occupational health sy-
stem, their health needs, health outcomes, and the
main policies aimed at reducing these inequali-
ties. The study highlights that when attempting to
tackle health inequalities for Romani women, the
regulative framework should be redesigned. Any
changes aimed at supporting women’s empower-
ment should also promote integrated policies, that
is, equitable access to health insurance, health ser-
vices, and welfare and labour market policies.

Diversi fattori influenzano le condizioni di
salute delle donne Rom: poverta, mancanza di
assicurazione sanitaria, discriminazioni da parte
del personale sanitario, mancanza di fiducia nel
sistema sanitario pubblico. Questi elementi sono
strettamente legati tra loro, determinando una
condizione per le donne Rom di discriminazio-
ne multipla e intersezionale. Lo studio analizza
le disuguaglianze di salute delle donne Rom in
Romania focalizzando I'attenzione sulle barriere
nell’accesso ai servizi sanitari all’interno del si-
stema sanitario occupazionale, i loro bisogni, e le
principali politiche di contrasto a queste barrie-
re. Per superare le disuguaglianze che limitano il
diritto alla salute delle donne Rom, ¢ necessario
rivedere il contesto regolativo, ma anche realizza-
re politiche di welfare integrate che sostengano il
loro empowerment.

About 10% of Romania’s population is represented by minorities. The main minorities
are Hungarians and Roma people. The study focuses on Romani women in Romania due
to the conditions of social exclusion characterizing Roma! communities. In this country,
as in most of the other EU Member States, Roma are characterized by discrimination, in-
tolerance from the majority citizens, marginalization due to poverty, lack of qualification
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! «In the Romani language, rom is a masculine noun, meaning “man, husband”, the plural is roma. Romani is the
feminine adjective, while romano is the masculine adjective. The term Roma is used as a noun for the whole commu-
nity while Romani as an adjective. At the European Union level, policy-makers have chosen to use the term Roma
to encompass different related groups throughout Europe (Roma, Sinti, Manouches, Kalés, Kaalés, Romanichels,
Boyash, Ashkalis, Egyptiens, Yéniches, Travellers, Doms, Loms, etc...), nevertheless taking into account cultural di-
versity and lifestyles. When referring to EU policies the same distinction is kept» (European Women’s Lobby Position
Paper, 2012, p. 3).
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and social exclusion (Council of Europe, 2012). Data show also higher rates of poor health
and mortality among Roma than in society at large (Ringold et al., 2003): life expectancy
of the Roma population in Eastern Europe is about 10 years less than that of the overall
population.

Romani women’s health in Romania is affected by pervasive poverty, geographic isola-
tion, direct discrimination by healthcare providers, direct and indirect discrimination in
governmental policies, lack of citizenship and personal documents, communication barri-
ers between Roma and healthcare providers (Council of Europe — Eumc, 2003). Moreover
the strongly differentiated gender roles within the Roma communities bring about a condi-
tion of subordination of Roma women to men, exposing Romani women to discrimination
also within their own communities.

This study analyses health inequalities concerning Romani women in Romania, focus-
ing on the barriers they face in accessing health services within the occupational health
system, their health needs and outcomes, and the main policies implemented to tackle
Romani women’s health inequalities.

1. THE ETHNIC MINORITY CONTEXT

According to the Council of Europe, Roma in Romania are about 1.850.000 (Staff
Working Document, 2012). Detailed data on age and gender distribution of Roma pop-
ulation are not available, but there is evidence of their socio-economic conditions. Roma
are four times more poor than the remaining part of the population. Despite the increasing
attention at national and European level, up to now the implemented policies have not
substantially improved the Roma conditions that are embedded in vicious circles: illiteracy
rate and incomplete elementary and/or secondary education lead to low qualifications with
which to access the labour market, reducing their chances to improve their economical
conditions. Most of the Roma work as unskilled workers in constructions, hygiene service,
agriculture, and heavy industry. Hence, the cycle is taken over almost invariably and, ap-
parently, without perspectives to escape from the spiral (Radulescu, 2009).

The economical difficulties and changes suffered by the Romanian state (economical
crises, privatizations, and the closure of factories) led to the pronounced deterioration of
the life conditions of the entire population, mainly amongst vulnerable categories such as
women and children. Interethnic conflicts in schools generated massive school abandon-
ment amongst the Roma children. The phenomenon is aggravated by the material depri-
vation of the families they come from (writing materials, clothes, footwear), but also by
the lack of conditions to improve their social and economical perspectives. As part of this
background, one has to note that the migration of a workforce intensely supplied by the
Roma towards Western countries, represents a consequence of the inequality of chances in
Romanian society.

Most of the Roma settlements are affected by the lack of water sources with dramatic
consequences on individual and community health (Fleck, Rughinis, 2008). Moreover, the
Roma continue to have a traditional lifestyle: Roma would rather live within extended fam-
ilies, marry at early ages and have many children. Early marriage of Roma girls and birth
at early ages put an end to their school participation, contributing to the maintenance of
a low education level. Regarding the marriage of Roma women, the data show that they
marry, on an average, four years earlier than women belonging to the majority population
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(¢bid., p. 257). Precocious fertility, for young women aged between 15 and 19 years, is 5.5
times higher than that of the remaining population, and for women 20-24 years, it is 3 times
higher (7bid., p. 262).

There are more Roma women with no qualifications than Roma men (37% compared
to 15% respectively). This financial dependence on men is also the partial explanation for
the marginal role of Romani women in traditional communities. The rate of poverty in the
case of the Roma is estimated at being much over the national mean (unDP, 2002), and a
significant part of the Roma do not hold identity documents, their official access to work
being limited from the very beginning (Stoian, 2010).

With the economical decline registered after 1989 the weak socio-economic conditions
of the Roma population have even worsened. These are associated with worse health condi-
tions. Poverty and illness are indeed interrelated. The alteration of the health condition com-
promises the income of the family, reducing the work capacity and productivity, affects the
quality of life, determining or perpetuating poverty. At the same time, poor persons are more
exposed to individual and environmental risk factors, are more poorly fed, less informed and
with more limited access to health services, being therefore more exposed to disease and in-
capacity risk. Therefore, a poor health condition is both a cause and consequence of poverty.

The status of social-economical “transition” registered in Romania after 1989 negatively
affected the health and welfare of the population of the country, that has been amongst the
poorer countries in Europe. The Roma population is known as one of the most exposed to
poverty risk and, as an unavoidable consequence, to a poor health condition, with women
generally being more underprivileged compared to men. Promoting better health is thus
crucial to prevent, or offer a way to escape poverty.

2. OCCUPATIONAL HEALTH SYSTEM: THE REGULATORY FRAMEWORK

The healthcare system in Romania is a social insurance system aiming at providing fair
and non-discriminatory access to a package of basic services for the insured. The basic
model of this system was adapted according to the German model, but many adaptations
and alterations were brought.

The social insurance system assumes the collection of all contributions in a unique
fund, especially destined to healthcare related expenses. The system is based on the prin-
ciple of solidarity, where all pay and the needy consume, when needed. The payment obli-
gation is usually divided between the employee and the employer, in a percentage different
from one system to another (Eclemea, 2010). The payment of contributions is compulsory
by law, the system being based on the withholding from the gross salary and transfer to the
fund by the employer.

There are categories of persons who benefit from insurance without paying their contri-
bution, such categories including pregnant women and postpartum women, if they have no
income or benefit from incomes below the minimum gross basic salary. Another category
of persons benefitting from insurance without paying their contribution includes persons
which are part of families with rights to social security benefits (according to Law no.
416/2001, regarding the minimum guaranteed income, including subsequent amendments
and additions). The individuals who do not pay their contributions cannot benefit from
the gratuity of medical services and will have to pay their health contributions according to
law, containing the related amounts and penalties.
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There are categories of the population disadvantaged by this system such as individuals
working without a legal labour agreement who should pay the insurance, but because of
the lack of information such persons remained uninsured, and in the moment they access
health services, they need to pay an amount of money that in most cases they cannot afford.

3. HEALTH NEEDS AND OUTCOMES OF ROMA WOMEN

The mortality and incidence of diseases amongst the Roma are sensitively higher than
amongst the remaining population: the incidence of TB, HIV/AIDS cases and viral hepatitis
is disproportionally high amongst the Roma in Romania, as it is in Central and Eastern
Europe (Dev A., Zhuri G., Pana B., Tripathi V., 2004).

Data related to the health status of Roma women are not officially available. The exist-
ing data arise most of the times from various reports and researches performed by the NGOs
active in the field of heath and vulnerable groups.

According to the Roma Inclusion Barometer survey, 55% of the Roma are satisfied
of their health (Badescu et a/., 2007). The assessment report on “Roma Access to Public
Healthcare Services”, performed by the Association Roma Centre for health Policies (sAs-
TIPEN, 2010) brings to light that four out of ten Roma (39%) consider their health condi-
tion as good and very good, and three out of ten as neither good nor bad (30%), and a bad
and very bad health condition is declared by (30%)?. Men report a better health condition
than women and women, in a higher proportion than men, consider that their health con-
dition is neither good nor bad: a third of the women (32%) compared to a quarter of the
men (27%) chose the neutral variant of answer.

In the survey Open Society Foundation (2006), on the status of Romani women in
Romania, the percentage of Romani women evaluating their health as poor was higher
compared to non-Romani women. Most Romani women from the sample (88%) are aware
of contraceptive methods, but almost one third (36%) say they have never used any. In the
sample, abortion is the main contraceptive method for 78% of Romani women. The life
expectancy of Roma women is 10-12 times lower than amongst the majority population.
Maternal mortality rate within Roma women is 2 times higher than within non-Roma wom-
en (/bid.), and according to UNICEF Romania (2006), the rate of abortion is considerably
higher amongst Roma women than amongst non-Roma women.

The Roma NGOs at national level, acting in the field of Roma health (e.g., SASTIPEN — Roma
Centre for Public Health Policies; Romani criss — Roma Centre for Social Intervention and
Studies; AFRR — Association of Roma Women in Romania), as well as the nongovernmental
organisations acting at regional/local level (Association of Roma Women for Our Children,
Timisoara; Roma Alliance Galati; Association of Inter-Active Community Development-Bo-
tosani; Alliance for Roma Unity, Braila, etc.) refer in their annual reports to the poor health
condition of Roma, and in women in particular. The health condition generally depends
on the living conditions, the life style, social-economic condition and education level. The
nourishment is in most cases lacking in quality and quantity, as a consequence of the low
income of this population. The basic food is legumes (potatoes, beans etc.), the dairy and

2 The report was drafted in 2010 within the project “Assessment of Roma Access to Public Healthcare Services”,
financed by the governments of Iceland, Liechtenstein and Norway by the European Economical Area Financial
Mechanism, available on the website www.sastipen.ro/publicatii.
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meat consumption being limited, and that of fresh fruit and vegetables is almost non-exist-
ent. Food deficits have serious consequences which can lead to vitaminosis, malnutrition,
anaemia, dystrophy, and rickets. Another important category of infections is coloenteritis
which arise due to the consumption of tainted food preserved in improper conditions. As
well, food poisoning was identified as a consequence of the consumption of expired food
products or of inedible products.

The accessibility of drinkable water is another cause of health problems. Additionaly,
low water quality enables the appearance of intoxications and contagious diseases. Hy-
giene, both personal and that of the habitation, is poor, due to the low accessibility to water
resources, and to the absence, in most of the cases, of a bathroom.

These vulnerable health statuses are associated with scarce access to services. Romani
women face barriers in accessing health services: 71% of Romani women have declared
experiences of ethnic discrimination from medical staff. The data supplied by the Roma In-
clusion Barometer show that the Roma feel the strongest discriminated in their relationship
with the employees of city halls, of the police and those in the sanitary system (Badescu
et al., 2007). The Roma face the highest levels of discrimination amongst all groups (and
11% of the respondents reported as discrimination their contact with the staff of medi-
cal-sanitary assistance units, this field being 2"¢ place after the discrimination within private
services, reported by 14%) (FRA/UNDP, 2012). Moreover, one of the main obstacles is the
lack of identity documents (Vladescu ez a/., 2008) and health insurance.

Civic social organisations (csos) estimated that the population not recorded in the reg-
isters of a family physician was mainly represented by categories of vulnerable populations,
mainly Roma individuals — they consider that there are counties where approximately half
of the Roma ethnic population is not socially insured (CEEN, 2006).

Romani women without insurance can only benefit from medical services in the follow-
ing cases: medical-surgical emergencies, diseases with endemic-epidemic potential, mon-
itoring the evolution of the pregnancy and of the postpartum, family planning services.
Due to Roma women being largely uninsured persons, their access to healthcare services
is limited, which makes them refer too late to a physician and not to the family physician,
but to the emergency services.

Most of the Roma (86%) considered that money/lack of money is the main reason for
issues they presently face, the place of work/lack of a job represents the second cause which
generates problems. 72% of Roma claim that their current situation is related to the place
of work, while the health related issues take third place. 68 % of the respondents claim that
their current issues are related to their health conditions (sasTiPEN, 2010). Regarding the
failure to access the services of the family physician in cases of need, a proportion of 28.7 %
of the Roma respondents (females) answered that they did not refer to the family physician
during the last year, amongst the main reasons — the lack of money, the medical office being
too far away from the habitation of the respondent and the behaviour of the physician.

Difficulties in accessibility to health services is also stressed in another research in-
volving 36 communities (Fleck, Rughinis, 2008) that brought to light that there were no
medical offices or medical centres in the areas were Roma were living; moreover, health
services were far away from Roma’s houses, and the poor status of the roads and the lack
of transportation means were barriers in accessing them.,

In the report “Roma Access to Public Healthcare Services” (sAsTIPEN, 2010), a pet-
centage of approximately 14 % of the women declare that they are not registered to a fam-
ily physician, the main reason being that they do not benefit from health insurance. The
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women invoked in a higher proportion the lack of medical insurances as an impediment
in having access to primary medical services (42%), related to a second reason — lack of
money (15%), followed by the lack of a workplace (12%). In case of less serious health
issue, Roma women would rather treat themselves by using traditional methods (28 %) or
drugs bought from the pharmacy (30%) (zb:d.).

4. POLICIES: 1S THERE EQUITY IN ACCESS TO HEALTH SERVICES FOR ROMA WOMEN?

Since 2001, specific policies targeted at Roma were drawn up: the Governmental Strate-
gy to Improve the Roma Condition (Government of Romania, 2001), National Programme
for Antipoverty and Promotion of Social Inclusion (PNainc)?, and Joint Memorandum for
Social Inclusion (Government of Romania, 2005a) promoting a cohesive and inclusive so-
ciety. They were all related to the National Development Plan 2007-2013 (Government of
Romania, 2005b) and funded by the agency of structural and cohesion funds®.

In 2005 the framework of “Roma Decade 2005-2015” has been introduced as an initia-
tive involving nine states in the Central and South-East Europe, to improve the socio-eco-
nomic status and social inclusion of the Roma in the region, representing the first multi-
national project in Europe aiming at actively improving the condition of the Roma. One
of the main innovative aspects of the Roma Decade has been the introduction of Roma
expertise — the National Roma Agency — in the structures of the central public administra-
tion, uncovered by the Governmental Strategy, JIM or PNAinc.

The National Roma Agency has been in charge of drafting, implementing and monitor-
ing the programmes/policies for the Roma. Amongst the fundamental initiative regarding
the Decade, each participating state drafted its own National Action Plan which provides
the objectives and indicators to be fulfilled in the fields of intervention. The National
Action Plans (NAPs) were built on the grounds of the National Strategy for Improving the
Condition of Roma in Romania.

The NAP proposals in the field of health refer to the extension of the sanitary mediator
network, to the development of preventive care programmes and sanitary education in
the Roma communities and anti-discrimination measures regarding the assurance of the
equal access to high quality health services for the Roma. However, because of the lack
of concrete results and successful projects which become models of good practice, it is
impossible to measure if such objectives defined by NAP proposals have been or can be
implemented in order to improve the health condition of the Roma communities in Ro-
mania. In the last years, to improve access to health services for Roma, government, with
the support of EU funds, has focused on health mediator (Open Society Institute, 2005).
However, as emerged by the interviews, the implementation of sanitary mediators at local
level has faced several difficulties because of the lack of resources.

> Conceived by the Governmental Commission for Antipoverty and Promotion of Social Inclusion — cAsPIS — is estab-
lished in a complex document which proposes the following «a social construction programme directed towards an Europe-
an society» having a full chapter — chapter 14 — destined to the reduction of the Roma poverty and social exclusion. The plan
was adopted by Governmental Decision 892/2002, being conceived according to the model established by the European
Council in 2000 for the national plans of the member states and updated in 2006 for the period 2006-08, in the perspective
of the adhesion to the EU. The improvement of the life conditions of the Roma are provided for in the eight targets of the
pNaing, focused on the following fields: health, education, economic, habitation, property purchase and legal regulation of
the property and citizenship, fighting against discrimination and continuing to prepare Roma human resources

+ Especially by the European Social Fund — EsF and by the European Regional Development Fund of the EU/ERDF.
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Presently, the monitoring and assessment reports (Moisa ez al., 2013) — even those re-
cent — do not supply data regarding the improvement of Roma women’s access to public
healthcare services. As emerged also by the interviews with csos stakeholders, the locally
implemented research projects show that the Roma keep on facing barriers regarding the
equal access to public healthcare services due to the refusal of the registration of Roma
patients on the lists of the family physicians, differentiated treatment applied to the Roma
within emergency services of the hospitals, segregation of Roma women in maternities, as
well as the limitation occurring because of the lack of 1> Cards (7b:d.).

The regulative framework concerning the minimum guaranteed income’ foreseen the
medical insurance® for those who do not have income, however Roma women face barriers
in accessing support of the local authority for assistance. One of the obstacles is the lack of
formal residence because of the precarious housing conditions and the direct and indirect
discrimination the Roma face in applying for formal residence.

The only initiative which supported the uninsured individuals was the community
medical assistance programme; it proposed the creation of a professional category, the
community medical assistant, with the aim of increasing the access to healthcare services
for categories of the vulnerable populations. After the assessment of the pilot project, this
initiative was taken over at national level, but once the healthcare services were decentral-
ized, the importance of the programme was diminished due to the lack of regulation in the
new legislative background (7bid.).

The “Strategy of the government of Romania for the inclusion of the Romanian citizens
belonging to Roma minority for the period 2012-2020”7 intends to promote health mediators
working with the public social assistance services organized by the local public administration
authorities, with a focus on mothers and children (Government of Romania, 2012). Moreover
actions are envisaged to raise awareness and informing the members of Roma communities on
certain health issues: preventive campaigns carried out al local level, intended especially for
women and children, as well as creating and implementing programmes for health informa-
tion, medical counseling and family planning focusing on mother and child protection (Gov-
ernment of Romania, 2012, p. 19). Specific attention is dedicated to the implementation of in-
formation campaigns among Roma women concerning the risks associated to early marriage,
preventing and fighting against domestic violence and trafficking in persons (zbzd., p. 21).

The importance of health information and promotion to reduce risk factors, as enlight-
ed in the governmental documents and actions, has also emerged from the interviews to
stakeholders. These interviews have also served to identify examples of good practice. One
of them is the SASTIPEN medical social assistance centre.

The project was implemented in one of the most disadvantaged areas of Bucharest,
Ferentari, and started in march 2009 and finished in February 2011. The project SASTIPEN
Medical Social Assistance Center aimed at increasing the access to the health services of-
fering social and medical intervention within the Ferentari community through the Centre
of Medical and Social Assistance, established in a modular container, which was set in the
community. The implemented activities of the project contributed to increasing access to
basic medical and social services of assistance for the people exposed to risk situations, and

> Lege nr. 416/2001, privind venitul minim garantat, consolidata 2009 (law no. 416/2001 on the Minimum Income
Guarantee consolidated in 2009), http://www. dreptonline.ro/legislative/legea_venitului_minim_garantat.php.

¢ Lege nr. 95 din 14 aprilie 2006, privind reforma in domeniul sanititii legea (law no. 95/2006 on Healthcare
Reform — Title xvin), http://www. cdep.ro/pls/legis/legis_pck.htp_act_text?idt=72105.

7 Available at http://ec.europa.eu/justice/discrimination/files/roma_romania_strategy_en.pdf.
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also improving the knowledge level and reducing the risk of being infected with HIv/SIDA/
1T1S among the drug consumers: Roma people (including Roma women), young people
(including Roma girls), but also for the general public of this community.

This Centre provided primary medical care and social assistance, services focused on
first aid and primary consultations; directing the beneficiaries towards specialized services;
activities providing the beneficiaries with information, education and raising awareness of
the importance of health care; identifying mobilizing and counseling of the beneficiaries
in need; distribution of sanitary materials for preventing sexually transmitted diseases, and
harm reduction actions for drug users.

The project contributed particularly to increasing the access rate of community mem-
bers to the primary health services but also to the decrease of HIV infection impact or other
sexually or blood transmitted diseases. Approximately 6000 people benefited from the
services provided by the Centre, 4000 basic medical consultations were given, and 2000
people were redirected to specialized medical or social services.

5. CONCLUSIONS

Despite two decades of research (Moisa et al., 2013), strategies, inclusion policies, pro-
grammes and project implementations which have mobilized important intellectual and
material resources, the minority of the Roma keep on getting deeper and deeper in a vi-
cious circle of social exclusion (Jaroka, 2013a). Bad health is part of this circle.

Several factors influence health conditions of Romani women: poverty, lack of health in-
surance, discriminations by the medical staff, and lack of trust in the public health system.
The elements are multiple and tightly related to each other, leading Romani women in a con-
dition of multiple and intersectional discrimination, due to being Roma and women. This
study confirms that a significant number of Roma women, like the large majority of the Roma
population, face formal legal barriers in accessing health services due to several conditions:
unemployment and therefore the lack of health insurance; discrimination and barriers they
face in applying for identity documents and legal residence as the first step to have access to
social assistance and to health insurance for people without income.

Also Romani women with 1D cards, paying contributions to the health insurance fund,
face other barriers in accessing public health services. The causes determining such a sit-
uation are:

Stereotypes and Prejudices of the medical staff regarding Roma patients. The health
insurance system allows access to medical treatment to the patients benefitting from social
security benefits or to other groups of persons in need. Despite all this, many Roma pa-
tients had no access to healthcare due to direct or indirect discrimination. Some medical
employees discriminate directly against Roma patients refusing to offer them services or
making them suffer from oral abuse or degrading treatment. Most of the medical staff,
which have Roma on their lists of patients, accuse the Roma’s lack of personal hygiene and
indiscipline, for their failure to come for vaccination when called or their lack of patience
to wait for their turn when coming for a consultation.

Segregation in hospital units is a phenomenon which started to magnify in Romania.
Unfortunately, it is very difficult to identify such cases and to bring them in front of the
competent authorities in order to be sanctioned. This practice is a custom in the maternity
type hospital, in pediatric units or in the infectious diseases sections.
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Lack of health services and family planning offices (lack of physicians trained in the
field of family planning) in the Roma communities or close to them. Most of the Roma
communities are placed at the periphery of localities or even outside them.

To tackle health inequalities for Romani women actions should be implemented with
regard to the regulative framework to contrast barriers in accessing health insurance and
health services that limit the right to health for Romani women.

Moreover, socio-economic conditions of Romani women represent the strongest and
most consistent predictors of poor health. Poverty and social exclusion are the main ele-
ments affecting their health. Thus, to reduce health inequalities, policies with an integra-
ted approach have to be drawn up, aiming to combine action in the four key policy areas
identified in the framework of the European Roma Inclusion Strategy: housing conditions,
education, employment and health.

The analysis of the National Strategy for Roma inclusion 2012-20 shows attention given
to specifically targeted measures to improve Romani women’s health, nevertheless all the
envisaged actions considers Romani women as beneficiaries of services, without involving
them in the process of drawing up and implementing services. Policies combing top down
and bottom up approaches are necessary to improve Romani women health conditions
with the support of Romani women csos to foster Romani women’s empowerment and
participation in policy making processes (Jaroka, 2013b).
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