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Abstract: Universal access to affordable and good quality services and information on reproductive 

health is a key premise for achieving the status of well-being for women and men equally, and for 

avoiding the health and socio-economic consequences of the unwanted pregnancies. Our study aimed 

to assess the reproductive health profile of young Roma women living in a rural community and their 
relation to family planning services. We performed a cross-sectional descriptive survey in 382 young 

and sexually active Roma women living in a rural community, by using a self-conceived 

questionnaire, with four domains: the demographic characteristics, profile in relation to reproductive 

health, general lifestyle characteristics and use of the reproductive health services. We found high 
aggregation of poverty, low education, lack of career perspectives, associated to early onset of sexual 

life, early pregnancy and low use of contraception and pregnancy services, despite they are available 

without direct costs, at least from the legal perspective. 
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INTRODUCTION 

The definition of the reproductive health is in line with 

the World Health Organization (WHO) definition of health, as 

“a state of complete physical, mental and social well-being, and 
not merely the absence of disease or infirmity”.(1) Thus, 

reproductive health implies “all matters related to the 

reproductive system and to its functions and processes at all 

stages of life”, being based on the fundamental human right of 
having a responsible, satisfying and safe sex life and also the 

capability to reproduce and the freedom to decide if, when and 

how many times to have a child.(2) Universal access to 

affordable and good quality services and information on 
reproductive health is a key premise for achieving the status of 

well-being for women and men equally, and also for avoiding 

the health and socio-economic consequences of the unwanted 

pregnancies.(3)  

Family planning, as a dimension of the reproductive 

health implies access to contraception in order to control the 

number of children and the intervals between them. Despite the 

efforts of different international organization and health care 
providers, the unmet need for contraception remains too high 

worldwide, with around 214 million women of reproductive age 

from developing countries not using modern contraception 

despite they want to avoid pregnancy.(4)  
Using family planning and contraception has multiple 

benefits for the individual health and also for the society, by 

preventing pregnancy-related health risks in women, reducing 

infant mortality, reducing adolescent pregnancies and 
empowering people, and especially women to pursue additional 

education and to participate in public life.(4) At the society 

level, investments for education, workforce participation and 
social contribution have a ten folds return.(5) 

The World Health Organization promoted a series of 

strategic documents aiming to encourage and support the local 

and national efforts for responding to the need for contraception. 
A very relevant one is the Global Strategy for Women’s, 

Children’s and Adolescents’ Health 2016-2030, with the vision 

to achieve “by 2030 a world in which every woman, child and 

adolescent, in any setting realizes their rights to physical and 

mental health and wellbeing and… is able to participate fully in 
shaping prosperous and sustainable societies”.(5) This strategy 

has three major objectives: i) survive, in the sense of ending 

preventable deaths; ii) thrive, by ensuring health and wellbeing 

and iii) transform, by expanding enabling environments.(5) It is 
fully aligned with the United Nations Resolution 70/1//2015 

“Transforming our world: the 2030 Agenda for Sustainable 

Development” and with the sustainable development goals 

(SDGs) and targets adopted by the UN members in 2015.(6) 
Among the SDGs targets, most relevant are: reducing maternal 

mortality, end preventable deaths of new borns and under 5 

years children, and ensuring universal access to sexual and 

reproductive health-care services, including for family planning, 

information and education, and the integration of reproductive 

health into national strategies and programmes. Universal access 

to sexual and reproductive health is assessed through poportion 

of women of reproductive age (aged 15-49 years) who have 
their need for family planning satisfied with modern methods 

and adolescent birth rate (aged 10-14 years; aged 15-19 years) 

per 1,000 women in that age group.  

Romania has a unique experience in learning about the 
consequences of unwanted pregnancies, due to the fact that 

during the communist times (1966 – 1990), we faced a coercive 

pronatalist policy, with wide implications on mother and child 

health. At that time, the family planning methods were 
completely unavailable, and abortion was highly restricted.(7) 

As a consequence, in terms of demographic outcomes, the 

natality increased in the first years after adopting this policy 
(21.1 live births per 1000 inhabitants and 427034 live births in 

1970), but this increase was limited in time, not sustainable 

(16.0 live births per 1000 inhabitants and 369544 live births in 

1989), and also accompanied by other negative demographic 
phenomena (627 maternal deaths in 1989, among which 80% 
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due to abortion).(8) 

Immediately after communism failure (early 1990) 

strong programs for family planning started to be implemented 
with international support. Education for family planning and 

modern contraception started to be provided, firstly by 

developing a network of family planning cabinets in hospitals 

and former polyclinics from urban areas, and, in a second wave, 
by training and incentivization of the family doctors all over the 

country to provide such kind of services.(9) Meanwhile, a 

national health program for women health has been developed, 

ensuring free modern contraceptives for vulnerable women 
(students, unemployed, no income and women from rural 

areas).(10) In 2006, around 50% of the family doctors provided 

family planning services.(10) As a result, the use of modern 

contraception increased from around 20000 active users in 2000 
to 200000 in 2006, and the rate of abortions decreased from 

3152 to 1099 and 334 abortions per 1000 live births in 1990, 

2000 and 2016 respectively.(11)  

The international organizations acting for family 

planning have withdrawn in 2006, and the national health 

program continued to be implemented with national resources, 

but its impact decreased significantly in time from 200000 to 

50000 active users in 2006 and 2017 respectively.(10,12) 
Despite the fact that the program ensures free modern 

contraception for women which are socially vulnerable, still it is 

not sufficiently accessed by the eligible beneficiaries.  

Roma women are an elective group from the 
perspective of access to family planning services, because they 

associate high level of poverty, low education, higher fertility 

compared to general population and cultural habits of early 

starting of the sexual life.(13-15) 
 

PURPOSE 

 The aim of our study was to assess the reproductive 

health profile of young Roma women living in a rural 
community and their relation to family planning services.  

 

MATERIALS AND METHODS 

 We performed a cross-sectional descriptive survey in a 
rural community of Roma people.  

We used a self-conceived questionnaire, with the 

following domains: the demographic characteristics (age, 

education, economic status, civil status, household’s 
characteristics); personal characteristics in relation to 

reproductive health (age of starting the sexual life, reason for 

starting, awareness and antecedents of sexually transmitted 

diseases, number of children, age at birth of first child,), general 
lifestyle characteristics (use of alcohol and drugs) and use of the 

reproductive health services for contraception and pregnancy 

reasons.  

The inclusion criteria for participating to the interview 

were: to be young (aged under 21 years), sexually active and to 

agree to participate. 

The study has an ethical approval and the acceptance 

of the Roma leaders from the community, after explaining the 
reasons and the aim of the study and the importance of the 

results from the public health perspective.   

 Data collection took place on April – September 2017. 
We have done regular visits in communities and had face to face 

meetings with 382 Roma women. The questionnaire was filled 

by the researcher (same person), upon the declaration of the 

interviewed persons.  
 All women were informed about the purpose of the 

study and give us their informed consent for participation. For 

girls under 16 years of age, the mother gave the consent too, but 

the interview was done only with the girl. All respondents were 

explained that we need their onest opinion, which we will use 

only for scientific reasons, and only in aggregate form, in full 

respect of confidentiality. 
 The collected data were organized in an electronic 

database and analysed using SPSS v.23.0. 

 The quantitative variables were analysed for 

distribution and average and/or median were calculated, upon 
the case. Comparison within groups was done using T student 

test or one-way Anova.  

 For qualitative parameters were analysed as 

proportions. Comparations were done using the Chi2 test. 
 In some cases we perform Spearman correlation. 

  

RESULTS 

 We interviewed 382 young Roma women aged 12 – 
20 years, living in a rural community in Romania, all sexually 

active. Mean and median age were 16.14±0.131 years and 16 

years respectively. 18% of the respondents were married, 45% 

unmarried, and 37% unmarried, living with the partner. The 

married women were significantly older compared to those 

unmarried and living without partmer (p<0.001, One-way 

Anova) (figure no. 1). 

 

Figure no. 1. Mean and median age upon the marriage 

status 

 
93% of the respondents graduated at most the 

gymnasium (8 years of school) and only 7% were enrolled in 

high school. 

As for occupation, 43.5% of them were still enrolled 

in a school and the rest were housewives, not integrated in any 
unemployment program. 

Only 26.4% of the young women declared they live 

only with their partner, the rest living with the extended family 

(parents, brothers and other relatives). 
67.5% of the respondents lived in households with 

maximum two rooms.  

All the demographic characteristics are indicators of 

severe poverty at present and also in the future, with no interest 
and chances for having an occupation or building a career 

(despite all of them are very young) and with low chances even 

for their children to be enrolled in educational programs and to 

receive the needed family support. 

Characteristics related to reproductive health  

Our analysis of the revealed that most of the young 

women have a good health, with normal periods, for 75.1% 

starting within 12-14 years of age. 
The onset of sexual activity was placed for most 

women between 12-15 years of age, despite 32% avoided to 

respond to this question. We met however women declaring 

they started their sexual activity at age of 10 or 11 years (4% of 
the cohort) and only 1% of the respondents declared they 

became sexually active after the age of 18. (Fig 2). Most 
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frequently the women started to have sex because this is the 

normality in the community (54%), or from curiosity (11%). 

 

Figure no. 2. Age-group for becoming sexually active 

 
Considering this model of experiencing the sexual life, 

appropriate educational programs should be designed for Roma 
women at an early age, in schools, but also in the family and in 

the community, for preparing them for a safe reproduction.  

8.6% of our respondents (n=33) were already 

experienced a vaginal infection, occurring in most cases after 
the age of 16 years. 

56% of our respondents had already at least one child 

at the moment of the interview, most of them having two 

children or only one (figure no. 3). 
 

Figure no. 3. Distribution of respondents upon the number 

of children 

 
We found positive strong and significant correlation 

the number of children and the age of respondents (r=0.803, 
p<0.001, Spearman Correlation) and also positive moderate and 

statistically significant correlation between age and age at sexual 

onset (r=0.699, p<0.001) and age at sexual onset and number of 

children (r=0.601, p<0.001). No correlation was found between 
age at first period and age of sexual onset or number of children. 

All respondents declared their intention to have other 

children in the future and 4.2% (n=16) were pregnant at the 

moment of the interview.  
Regarding the age at first birth, almost two thirds of 

those having children had their first birth in age of 15 or 16, but 

7% of the total responders became mothers before the age of 15 

(figure no. 4). 

Other life style behaviours 

We asked our respondents about alcohol and drugs 

consumption and all of them denied the exposure to these risks. 

There is a high probability for some of them to be exposed, at 
least to alcohol and at least from time to time, but their negative 

answer suggests that alcohol consumption is not a socially 

accepted norm in their community. 

Figure no. 4. Age at first birth for the responders 

 
Use of the reproductive health services for contraception 

and pregnancy reasons.  

  24.6% (N=94) of our respondents (or 25.6% of non-
pregnant population) affirmed they were using a contraceptive 

method at the time of the interview, but most preferred were the 

traditional methods, meanwhile condoms, oral contraception or 

intra-uterine devices were used in very small proportion (figure 
no. 5). 

 

Figure no. 5. Contraception users per type of method 

 
We asked all contraception users from where they 

received the recommendation or indication for contraception. 
More than half of them (55%) said they choose the method by 

discussing with relatives or friends, meanwhile only 35% and 

10% received an indication from a physician or a nurse 

respectively. However, 91% of the users were happy with the 
method chosen.  

Only 28 out of the 44 users of modern contraceptive 

methods said the procured contraception for free (despite all 

were eligible). Those users paying for contraception used mainly 
condoms and bought them either from pharmacy or from 

different shops. 

We were also interested about the use of health 
services in case of pregnancy, because the general organization 

of the health system in Romania (social insurance based) 

appears to prioritise the pregnant woman.(16) Thus, the 

pregnant women are considered ensured, even in case of no 
income and no paying the social contribution and the family 

doctors are incentivised per service to follow the normal 

pregnancies. In case of risk, the woman is sent to gynaecology 

immediately at any moment of the pregnancy.  Having all legal 
provision and arrangements in place, we tried to measure the 

utilization of the existing services during pregnancies. We found 

that, in case of pregnancy, most women are generally discussing 

with the family and only very few are going to see the family 
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doctor (14%) or the specialist (1%). However, 39% of 

respondents avoided to answer to this question (figure no. 6). 

 

Figure no. 6. Information in case of pregnancy 

 
 

DISCUSSIONS 
 Our study in young Roma women found high 

proportion of poverty associated to low education and lack of 

career perspectives. From the perspective of reproductive health 

our subjects started their sexual life early or very early 9most of 
all bellow the age of 18 which is considered the adult age in 

Romania. The use of contraception was limited to around a 

quarter of the respondents, which is much bellow other data 

from Bulgaria (40% of Roma women of reproductive age are 
using contraception) , quite similar to France (27%) and higher 

than in Czech republic (10% of users) or Slovakia (2%).(14) 

However, most of contraception users practice the traditional 

methods and only a very limited proportion of users of modern 
contraception was found. One third of modern contraception 

users bought the products, despite the opportunity to procure 

contraception for free through the national health program. This 

is a serious concern from the perspective of payer, meaning that 
more information is needed for the potential beneficiaries of the 

program in order to increase the access and to make it more user 

friendly. Also we learned that despite generous policy and 

legislation allowing free access to medical care during 
pregnancy, the services are under used, also due to lack of 

information or social or cultural norms awarding more trust in 

friends or relatives compared to medical providers. 

 Not less important, in Roma communities most of the 
women become sexually active at an early age (much bellow the 

adult age of 18), thus health education on this issue should start 

very early, and not limited in schools, because many of them are 

living the school very early. 
 Our results are of course limited to the community in 

which we perform the analysis, but we should raise the same 

questions in relation to any Roma community. 

 

CONCLUSIONS 

 Roma young women have particular specificities 

related to low economical status, low education, early onset of 

sexual life and low awareness on the availability of the 
reproductive health services. Only regulation for allowing free 

access to reproductive health services is not sufficient for 

responding to their needs, and more targeted policies should be 

developed in the future, based on an active approach.  
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