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Chapter 1

Introduction

This thesis concerns the health and health behaviour of Roma adolescents. The 
health and health behaviour of Roma were neglected topics in research for several 
decades. The scarcely available research shows almost uniformly that Roma health is 
worse than that of non-Roma (Hajioff & McKee, 2000; Zeman et al., 2003), while the 
background of these differences remains unknown.

 Perceptions about Roma people differ from country to country, but certain 
stereotypes about them are shared in each country. While in some western countries, 
if the proportion of Roma inhabitants is mostly low, the picture of Roma is often 
represented by the romantic idea of a nomadic people travelling from one place 
to another, performing different arts and skills. Examples of these are women with 
magic skills foretelling the future, young dancing in traditional colourful dresses and 
compelling musicians or skillful artisans among the male part of the population. In 
Central European countries Roma are not perceived in such a romantic way. They are 
seen as poor, dirty and criminal strangers, thieves who avoid work and education, 
living on social welfare benefits and unwilling to integrate into society (Marcinčin 
& Marcinčinová, 2009). A recent outburst of Roma demonisation and an anti-Roma 
campaign took place in 2010 in France, the consequence of which was that several 
thousand Roma were deported to Romania and Bulgaria (BBC News, 2010).

 In the last two decades, the Roma issue has become very salient and has 
been discussed in many ways (Kósa et al., 2007; Rimarova, 2010). One such initiative 
is The Decade of Roma Inclusion 2005-2015 which represents a political commitment 
by governments of 12 European countries to improve the socioeconomic status and 
social inclusion of Roma. Thus far, however, it has not had any significant effect on 
the change of the status of the Roma. A crucial element for effective interventions 
is accurate data. They are difficult to obtain without a systematic study which would 
penetrate deeply into the Roma community and their culture. This is a demanding job 
for different researchers, social workers, medical doctors and so on.

 A better understanding is needed regarding many areas of Roma life. An 
alarming situation regarding the health of the Roma people has been found across 
many European countries, Slovakia not being an exception (Fundación Secretariado 
Gitano, 2009; Fundación Secretariado Gitano, 2010). The health of the Roma people 
has become an issue in the last two decades and represents a great challenge for 
public health authorities (Schaaf, 2010). High quality research is just starting and 
relevant data are very scarce (Földes & Covaci, 2011).

Our research focused on comparing the health status and health behaviour of Roma 
adolescents living in poor Roma settlements in the Eastern part of Slovakia with those of 
non-Roma. We assessed several health indicators such as self-rated health (SRH), accidents 
and injuries in last 12 months, health care utilisation, substance use, physical activity, 
subjective and social well-being, antisocial behaviour and the impact of the socioeconomic 
status, discrimination and social desirability on the ethnicity–health relationship.
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Reading guide 

This study deals with perceived health status and health-related behaviours among 
Roma adolescents, who are often omitted from this type of research, and compares 
their health outcomes with their non-Roma counterparts. The main focus of the 
study is the ethnicity–health association and assessment of the role of socioeconomic 
indicators in this relationship. This first chapter provides a literature overview, covers 
the theoretical background of the thesis, describes the theoretical model used for the 
study, formulates the study aims and presents research questions and the structure 
of the thesis.

1.1 Roma minority
Roma people live all around the world, but they are concentrated mostly in Central 
Europe and the Balkans. Estimates of the total number of the Roma people living 
worldwide range from 8 to 12 million, with approximately 5.2 million Roma living in 
Central and Eastern Europe (Brearley, 2001; Fundación Secretariado Gitano, 2010; 
Hajioff & McKee, 2000; Sepkowitz, 2006; Zeman et al., 2003). They are Europe’s 
largest minority and the second oldest discernible minority, after the Jews (Brearley, 
2001). According to historical records, Roma migrated in waves from northern India 
into Europe between the ninth and fourteenth centuries (Ringold et al., 2005). Many 
of them still maintain their somewhat itinerant life and tribal organisation (Zeman et 
al., 2003).

Roma are extremely diverse, with multiple subgroups based on language, 
history, religion and occupations. While Roma in some countries are nomadic, most 
in Central and Eastern Europe have settled over time, some under Ottoman rule and 
others more recently under socialism (Ringold et al., 2005). Throughout the 17th 
century, punitive policies were widely adopted, such as restrictions upon trade and 
shelter, prohibition of traditional dress or the speaking of Romani and restrictions 
on Roma gatherings. Penalties included death and corporal punishment. In the 18th 
century, punishments based on ethnicity continued (Hajioff & McKee, 2000).

Their history in the region can be described as a combination of peaceful 
coexistence and blatant discrimination, with multiple and complex causes, among 
which are their remarkably preserved traditions and resistance to assimilation 
(Koupilova et al., 2001). During the 19th century treatment of Roma in society 
improved, but the theories of eugenics developed at the end of the 19th and especially 
the first half of the 20th centuries, however, contributed to the extermination of half 
a million Roma in Nazi camps. Under communism, the state establishement itself did 
not tolerate Gypsy identity. The Roma language was officialy banned, Roma were not 
allowed to form political organizations, and from the 1950s, nomadism was forbidden 
and Roma people were forced to settle and to start live in housing, often in poor 
shantytowns or factory-owned flats. Self-employment was forbidden which resulted 
in the stopping of traditional Roma occupations (Brearley, 2001). The collapse of 
communism had major implications for the Roma population, with an upsurge in 
racist attacks, often with semi-official sanction, in states experiencing re-emergent 
nationalism (Hajioff & McKee, 2000). 

Estimates of the share of the Roma population are between 6 and 9 per cent of 
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the population in Bulgaria, FYR Macedonia, Romania and the Slovak Republic (Ringold 
et al., 2005). Census data are intensively disputed, as many Roma do not identify 
themselves as such on questionnaires. These shares are likely to increase in the 
near future because of the high population growth among Roma and the decreasing 
fertility rate among majority populations. Romania has the highest absolute number 
of Roma in Europe, between 1 million and 2 million. Large populations of between 
400,000 and 1 million also live in Bulgaria, Hungary, Serbia and Montenegro, the 
Slovak Republic and Turkey. Western Europe’s largest Roma populations are found in 
Spain (estimated at 630,000), France (310,000), Italy (130,000) and Germany (70,000). 
In total, about 7 to 9 million Roma live in Europe – a population comparable to that of 
Sweden or Austria. Official censuses have failed to reveal the real numbers of Roma 
people living in the mentioned regions and countries due to the tendency of Roma 
to denote themselves as members of the majority or a more favourable ethnic group 
rather than Roma ethnicity. Being of Roma ethnicity may be perceived as a potential 
threat in their everyday life.

According to our knowledge, the most realistic estimate of the Roma population in 
Slovakia is that of the Demographic Research Centre, which indicates that about 380,000 
Roma are living in the Slovak Republic, or 7.2% of the total population (Filadelfiová et al., 
2007; Reynolds, 2005). Officially only 105,738 citizens declared themselves as ethnic Roma 
in the Census of the population, houses and flats in 2011 (2.0% of the total population of 
the Slovak Republic). Other unofficial estimates claim that as many as 750,000 Roma live 
in Slovakia (Ginter et al., 2001). However, it is widely accepted that the correct number lies 
between 400,000 and 500,000 (i.e. 8.5% of the Slovak population). The Roma population 
in Czech Republic ranges from 150,000 to 300,000 (Koupilova et al., 2001). The distribution 
and proportion of the Roma population in Slovakia is depicted in Figure 1.1.

The age distribution of the Roma population is characterised by a higher proportion 
of young people and children and a shorter life expectancy than the majority population 
(Ringold et al., 2005). More than 1/7th of the Roma population are schoolchildren up to 15 
years of age (Marcinčin & Marcinčinová, 2009). This resembles a demographic pattern that 
is typical for populations of economically less developed countries. Roma are characterised 
by an extremely high degree of territorial segregation, poverty and perceived discrimination 
(European Union Agency for Fundamental Rights, 2010; Vašečka & Džambazovič, 2000). 
Furthermore, the Roma population has a low educational level and high unemployment 
(European Union Agency for Fundamental Rights, 2009; Vašečka & Džambazovič, 2000). 
Only a rather small proportion (39%) of young Roma in Slovakia continues in education 
after elementary school (European Union Agency for Fundamental Rights, 2010).

Among Roma we can distinguish three types of habitation according to a UNDP 
report (Filadelfiová et al., 2007). The diffused or scattered type1 describes a group of Roma 
who are integrated among the majority population in a town or village; the separated type 
refers to a Roma population concentrated in a certain part of a town or village – either 
inside or on the outskirts; and finally, the segregated type denotes a settlement  that is 
remote from towns and villages or is separated by a barrier. Among these three categories, 
there is variation in the standard of living conditions, which are best in the diffused or 
scattered type and the worst in the segregated type. According to the UNDP report, almost 
18 per cent of the Roma population in Slovakia lives in substandard conditions. Substandard 
conditions are apparent in typical Roma settlements (a compound of shanty housing) which 
are representative of the segregated type of housing and in which a substantial part of the 

1 In the English version of the UNDP report it is referred as mixed type, but the diffused or scattered type captures the content 

of the category better.
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Roma living in substandard conditions are usually compared with average 
non-Roma. This approach cannot distinguish the effect of the low SES of Roma 
from the other factors that may influence Roma health status. An efficient design 
may be in the matching of participants according to their SES. Comparing Roma with 
socioeconomically deprived non-Roma might yield clearer results and may show the 
discrepancies caused by the Roma cultural background and not by socioeconomic 
background. Designing such a form of research is, of course, an even more complicated 
task, which brings different methodological problems and prevents the fact that 
researchers tend to accept the socioeconomic contamination leading to selection 
bias.

1.2 Social determinants of health
The health of the Roma people reflects the variation in the standard of their living 
conditions. The nature of these conditions affects an individual’s health. Not only 
constitutional factors and an individual´s life style matter, but also social networks, 
living and working conditions and general cultural, environmental and socioeconomic 
conditions have a direct or indirect effect on health. A model of the main determinants 
of health (see Figure 1.2 below) highlights some of the key factors determining the 
health of populations (Dahlgren & Whitehead, 1992). This model demonstrates that 
there are several layers of factors affecting an individual’s health. Through modification 
of these factors, we might improve a person’s health status.

Figure 1.2: Factors determining the health of populations

Source: Dahlgren & Whitehead (1992)

It is a well-established fact that poorer people have worse health and a shorter 
life span in comparison with those who are better-off (The Marmot Review, 2010). In 
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addition, people in poorer areas not only die sooner but spend more of their shorter 
lives with a disability. Such systematic differences in health do not arise by chance, and 
they cannot be attributed simply to genetic makeup, ‘bad’ behaviour or difficulties in 
access to medical care, as important as these factors may be. Social and economic 
differences in health status reflect and are caused by social and economic inequalities 
in society (The Marmot Review, 2010). The Commission on Social Determinants of 
Health (CSDH) (2007), set up by the World Health Organisation, concluded that social 
inequalities in health arise because of inequalities in the conditions of daily life – the 
conditions in which people are born, grow, live, work and age – and the fundamental 
drivers that give rise to them are inequities in power, money and resources.

Health inequalities are not inevitable and can be significantly reduced. They 
stem from avoidable inequalities in society: of income, education, employment 
and neighbourhood circumstances. Inequalities present before birth set the scene 
for poorer health and other outcomes accumulating throughout the course of life 
(The Marmot Review, 2010). The WHO Department of Equity, Poverty and Social 
Determinants of Health defines health equity as ‘the absence of unfair and avoidable 
or remediable differences in health among population groups defined socially, 
economically, demographically or geographically’. In essence, health inequities are 
health differences and are socially produced; furthermore, they are systematic in 
their distribution across the population, and finally they are unfair (Commission on 
Social Determinants of Health, 2007).

The framework developed by the CSDH (Figure 1.3) shows how social, 
economic and political mechanisms give rise to a set of socioeconomic positions, 
whereby populations are stratified according to income, education, occupation, 
gender, race/ethnicity and other factors. These socioeconomic positions in turn 
shape specific determinants of health status (intermediary determinants) reflective 
of people’s place within social hierarchies. Individuals experience differences in 
exposure and vulnerability to health-compromising conditions (Commission on Social 
Determinants of Health, 2007).

In societies marked by racial discrimination and exclusion, a person’s 
belonging to a marginalised racial/ethnic group affects every aspect of their status, 
opportunities and trajectory throughout the life-course. Roma are mostly known 
for their low educational status, unemployment, poverty and for living in very poor 
conditions, especially those who live in settlements. All of these factors result in the 
very low socioeconomic status of the Roma people. Socioeconomic factors as well as 
ethnicity and race are often presented in relation to health and health inequalities 
(Craig, 2005; Lawlor & Sterne, 2007; Macintyre et al., 2003; J. V. Nazroo, 2003; J. 
Nazroo et al., 2007; van Lenthe et al., 2004). The health status of this ethnic group has 
only been partially mapped, and in the literature on health only a few publications can 
be found that are focused on the Roma. Most focus on genetic, biological, medical or 
anthropological topics and concentrate mainly on infectious diseases or hereditary 
defects (Koupilova et al., 2001; Zeman et al., 2003). This trend reflects implicitly a 
conceptualisation of the bad health of Roma as a kind of threat to the majority (Hajioff 
& McKee, 2000). In addition, there might be other factors related to Roma ethnicity or 
their culture and habits which might affect their health and are of scientific interest. 
To the best  of our knowledge, no serious scientific attempt to survey these types of 
variables has been performed.

Ethnicity belongs among the constitutional factors illustrated in the model 
provided above (Figure 1.2). A fundamental question is whether the effect of Roma 
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ethnicity is separate from SES, or whether low SES is inherent to being a Roma; the 
former makes adjustment for SES likely, the latter not (Reijneveld, 2010). This thesis is 
based on the first approach.

Ethnicity should not be simply reduced to deprivation. There is a debate 
about the genetic background of ethnic differences in health. It has been found that 
genetic factors are unlikely to explain all ethnic/racial differences in health (Pearce 
et al., 2004). Only a few systematic genetic differences exist between races, at least 
with regard to genes that affect health. In contrast, extensive differences have been 
shown in the lifestyles and living conditions between Roma and non-Roma. These 
are likely to contribute highly to ethnic differences in mortality and morbidity and to 
some extent provide evidence against the importance of genetic factors and for the 
importance of environmental factors (Pearce et al., 2004).

The concept of ethnicity is neither simple nor precise. It is a complex construct 
that includes biology, history, cultural orientation and practice, language, religion 
and lifestyle (Pearce et al., 2004). Ethnicity also implies one or more of the following 
characteristics: shared origins or social background; shared culture and traditions that 
are distinctive, maintained between generations and leading to a sense of identity 
and group; and a common language or religious tradition, all of which can affect 
health (Lee, 2009; Pearce et al., 2004; Senior & Bhopal, 1994). Ethnicity is a socially 
constructed phenomenon, and ethnic boundaries are often imprecise and fluid 
(Senior & Bhopal, 1994). Researchers often draw conclusions about ethnic variations 
in health status, but they fail to explicate the social mechanisms that make ethnicity 
meaningful for determining social outcomes, such as educational achievement or 
income attainment (Lee, 2009). 

The available evidence shows that an important part of the poorer health 
situation of ethnic minorities is due to a lower SES, but this is at least partially due 
to the bias in focus, because many studies focus mainly on disadvantaged minority 
groups. Other potential factors that may contribute to ethnic differences in health 
status are frequently neglected, and that is what makes it impossible to separately 
assess the explanatory power of SES on ethnic differences. In addition, other factors, 
such as culture, housing conditions, language problems, discrimination, acquaintance 
with the situation in the host country and legal status, may add to ethnic differences 
(Reijneveld, 2010). According to Richardson and Norris (2010), ethnic health 
differences not only reflect differences in biological vulnerability to disease but also 
differences in social resources, environmental factors and health care interventions. 
The review of Nielsen and Krasnik (2010) illustrated that social, cultural and economic 
factors could explain a significant part but not the full association between poor self-
perceived health and ethnicity.

In this thesis, we used the following method to identify Roma ethnicity: 
Ethnicity was assigned according to place of living. Living in segregated or separated 
Roma settlements was used as a proxy indicator of Roma ethnicity. People living in 
separated or segregated settlements exhibit all of the characteristics attributed by the 
majority population to Roma people.
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Figure 1.3: Model of major categories of determinants and the processes and path-
ways that generate health inequities

Source: Commission on Social Determinants of Health (2007), p. 48

1.3 Roma and Health
A closer look at the Roma population from the perspective of health shows that in 
general Roma have poorer health on average than the majority (Hajioff & McKee, 
2000; Parry et al., 2007; Van Cleemput et al., 2007; Zeman et al., 2003). Despite 
the fact that studies regarding Roma health are scarce, we can find several that 
report higher infant mortality rates than among the majority population (the rates 
are between 2 and 6 and differ within countries) and the shorter life expectancy of 
Roma (Rosicova et al., 2011; Sepkowitz, 2006). In general, Roma men and women 
live 10-15 years shorter than their non-Roma counterparts from the same region 
(Sepkowitz, 2006); they have a higher prevalence of different diseases compared with 
the majority population, such as coronary artery disease, obesity, hyperlipidaemia, 
diabetes mellitus, and a more frequent occurrence of health problems/complaints 
(Sepkowitz, 2006). Published studies on the health of the Roma are often fragmentary 
and burdened with methodological problems (Hajioff & McKee, 2000; Kelly et al., 
2004; Voko et al., 2009).

The health of Roma youth may be compromised by various disadvantages in 
earlier life periods. Ecological epidemiological studies suggest that the presence of 
Roma in a district is significantly related to the increased infant mortality in districts 
in Slovakia (Rosicova et al., 2011). Worse birth outcomes among Roma compared 
with the average of the majority population have been confirmed by several studies 
(Bobak et al., 2005; Corretger et al., 1992; Ginter et al., 2001; Rimarova et al., 2004). 
The incidence of influenza, otitis media, gastrointestinal infections and viral diseases 
was significantly higher in Roma children up to 2 years of age (Dostal et al., 2010). 
The higher incidence of hepatitis A and type B as well as lower rates of vaccination 
against hepatitis B were confirmed in a group of Roma children aged 5 to 15 years 
compared with their counterparts living in the deprived outskirts of Athens (Michos 
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et al., 2008). In most cases, during adolescence, the potential for health is retained, 
and adolescence is the period when important social determinants of health, such as 
health risky behaviour, inclusion in social networks and through success/failure in the 
education system and even SES, are formed (Madarasova Geckova, 2005). 

Most of the aforementioned results were obtained from samples of adult 
Roma who differ from the younger members of the ethnic group. There is very little 
or no evidence on the health of Roma children or adolescents. Information about 
their health status is crucial for proper intervention and for establishing better health 
in future generations of Roma adults. Similarly, previous research has mainly been 
interested in ‘hard data’, and very few studies (Filadelfiová et al., 2007; Kósa et al., 
2007) asked respondents to report their own perception of their health status, health 
complaints or health problems (self-rated health, health care utilisation, accidents and 
injuries). In addition, there is no clear evidence regarding whether health inequalities 
of the Roma population are a consequence of social-status or ethnicity per se.

1.4 Health-related behaviour among Roma
Most of the available studies indicate that Roma, compared with the majority 
population, not only have a worse health status but also an unhealthier lifestyle, 
implying worse health-related behaviour as well (Hajioff & McKee, 2000; Parry et 
al., 2007; Ringold et al., 2005; Van Cleemput et al., 2007; Zeman et al., 2003). Roma 
are characterised as smoking a lot, drinking a great deal of alcohol and living in bad 
environmental conditions (Gourgoulianis et al., 2000; Petek et al., 2006).

The fundamentals of an adult’s health behaviours are established during 
adolescence, but information about Roma adolescents’ health behaviours is scarce. 
Adolescence is generally considered as a critical period (Simőes et al., 2008) in regard 
to health-endangering behaviour and their future consequences (Adger, 1991; Boyle 
& Maisonneuve, 1995; Calvert & Bucholz, 2008; Cargiulo, 2007; Currie et al., 2008; 
Devlin & Henry, 2008; Hall & Solowij, 1998; Meltzer, 1994; Newcomb & Carbone, 
1992). Adolescents who engage in substance use (i.e. alcohol, illicit drugs and 
smoking) increase their risk of ill health, having family and school problems, antisocial 
behaviour and unprotected sexual intercourse (Rodham et al., 2005). Early onset 
and early initiation into substance use have been highlighted as being specifically 
important and (potentially preventable) precursors of later problems (Currie et al., 
2008). Research on health-endangering behaviours among adolescent Roma is scarce 
and mostly of low quality. Regarding smoking, a retrospective study by Kosa and co-
workers (2007) among Roma adults indicates that Roma start smoking much younger 
than the general population. Regarding the use of alcohol among young adolescents, 
Puporka and Zádori (1999) showed that 95% of Roma elementary school pupils had 
tried alcohol, and 40% of them had been drunk at least once. Studies on alcohol 
drinking among Roma adults indicate frequent alcohol use, which might be linked 
with the high alcohol experience in Roma youth (Csépe et al., 2007; Kósa et al., 2007; 
Ringold et al., 2005).

As for substance abuse, Puporka and Zádori (1999) stated that sniffing is typical 
for Roma children aged 9-12. Moreover, they summarised a small, methodologically 
very weak, survey indicating that 25% of interviewed Roma elementary school pupils 
had already tried drugs (ecstasy, speed, marijuana, hashish). Studies on physical activity 
among Roma adolescents ar elacking, but their lack of activity is often mentioned as 
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leading to other health problems such as higher obesity and cardiovascular diseases 
(Krajcovicova-Kudlackova et al., 2004; Zsidegh et al., 2007). Severe problems among 
Roma adolescents are indicated, but they are not studied systematically or sufficiently 
from a methodological point of view.

1.5 Psychosocial health of Roma and discrimination
Data on separate outcomes such as satisfaction with life, hopelessness or social 
support are lacking on both Roma adults and adolescents. People with a low SES in 
general perceive their health as poorer, and this association has been shown to be 
mediated by a number of psychosocial factors such as social support, depression, 
hopelessness and life satisfaction (Panzarella et al., 2006; Proctor et al., 2009; 
Stansfeld et al., 1998). However, whether this general association between SES and 
psychosocial health indicators holds also for Roma adolescents because of their 
specific culture and living situation remains questionable.

Life satisfaction refers to a subjective cognitive evaluation of overall quality 
of life (Diener & Diener, 1995; Proctor et al., 2009). It is associated with happiness, 
achievement of a “good life” and (negatively) with depression (Proctor et al., 2009). 
A review by Proctor et al. (2009) showed that life satisfaction among adolescents 
correlates positively with hope, maternal and parental support but negatively with 
smoking, substance use and many other risky behaviours, including physical fighting. 
Evidence on ethnic differences in life satisfaction is ambiguous, with some studies 
reporting clear ethnic differences (Huebner et al., 2004; Lackland, 1998; Verkuyten, 
1986), but others reporting only small ethnic differences (Mata, 2002; Proctor et al., 
2009).

Social support concerns the resources provided by other people, such as 
various social networks and relationships (Klineberg et al., 2006). Among both adults 
and adolescents, social support is associated with positive health outcomes and 
negatively associated with risk-taking behaviour (Klineberg et al., 2006). Klineberg 
et al. (2006) report ethnic differences in social support, with associations between 
social support and health characteristics being similar across different ethnic groups 
(Whitfield et al., 2003). Evidence on Roma is completely lacking, but social structures 
among Roma are generally strong (Goward et al., 2006). One explanation is again 
the transgenerational poverty, when the only value related to being poor is social 
tightness/social capital, and this is the reason why we may expect social structures 
to be stronger in this kind of community suffering from that kind of poverty (Payne 
et al., 2001).

Disadvantaged people, and the Roma are a good example of such people, 
are more likely to perceive themselves as hopeless to change their own situation and 
to improve their quality of life and well-being (Bolland, 2003). Such hopelessness is 
a product of a key belief that the future will yield poor outcomes that one cannot 
influence and that trying to do so is not worthwhile (Farquharson, 2002). Hopelessness 
correlates positively with depression, predicts suicidal ideation and attempts and 
psychopathology in general, and is negatively correlated with self-esteem and social 
skills (Kashani et al., 1989). Among adolescents, hopelessness is associated with 
higher levels of risky behaviour, violent behaviours and substance use, and weaker 
motivation for learning and school activities, thus leading to more problems in school 
functioning and performance; it also has links to inadequate problem solving skills 
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(Bolland, 2003; Farquharson, 2002).
According to the report on discrimination, Roma are the most discriminated 

against group surveyed by EU-MIDIS, and this still may be an underestimation, as non-
reporting of discrimination is generally high among them (European Union Agency 
for Fundamental Rights, 2010). Stereotypes about and prejudices against Roma 
highly influence their status in society and lead to open and covert discrimination 
by majority populations. Physical attacks by right-wing extremists occur regularly 
and occasionally result in the death of the victim. Discrimination against Roma also 
occurs in institutions (Fundación Secretariado Gitano, 2009). A high percentage of 
Roma report being discriminated in health facilities, and research conducted among 
medical providers confirms that many hold prejudicial beliefs about Roma. The most 
frequently reported manifestations of discrimination include: general practitioners 
refusing to register Roma clients on their rosters, emergency services not responding 
to calls from Roma communities, health services refusing to treat Roma, verbal abuse, 
denial of access to medical records and segregation into maternity wards of inferior 
quality (Schaaf, 2010).

Research suggests that experiencing discrimination may itself be detrimental 
to health (Richardson & Norris, 2010). Not just exposure seems to be detrimental, 
but in particular, some types of responses to the exposure seem to have health 
consequences (Richardson & Norris, 2010). The association of discrimination and 
health occurs through the mechanisms of stress responses and health behaviours. 
The perception of discrimination relates to increased physiological stress responses, 
more negative psychological stress responses and increased participation in unhealthy 
behaviours (Pascoe & Richman, 2009). The negative effect of discrimination on health 
has been supported by several studies (D’Anna et al., 2010; Schulz et al., 2006; 
Todorova et al., 2010; Williams et al., 2008). 

The poor health of Roma might also be due to factors other than discrimination, 
such as their, on average, lower SES compared to the general population (Filadelfiová 
et al., 2007). People with low SES in general perceive their health as poorer, and this 
association has been shown to be mediated by a number of psychosocial factors such 
as social support, depression, hopelessness and life satisfaction (Huurre et al., 2003; 
Link & Phelan, 1995; Panzarella et al., 2006; Proctor et al., 2009; Roxburgh, 2009; 
Stansfeld et al., 1998). Given the mostly low SES of Roma, this offers a rather likely 
explanation for their poor health as well.

1.6 Antisocial behaviour among Roma
Delinquency and aggression are core elements of adolescent antisocial behaviour, 
which mostly seems to develop on two trajectories. The adolescent limited type 
usually begins in early adolescence, peaks in middle adolescence and then drops 
significantly with approaching adulthood. The life-course persistent type begins 
earlier, in childhood, and the people concerned are engaged in antisocial behaviour 
at every stage of life (Moffitt, 1993; Powell et al., 2010). Both types of antisocial 
behaviour burden public health, with the heaviest burden being due to the life-course 
persistent type (Ruchkin et al., 2003; Vermeiren, 2003).

  Juvenile delinquency and aggression constitute a major public health 
problem due to their impact on the health of both the perpetrators and the victims 
(Krug et al., 2002; Vermeiren, 2003). Regarding the perpetrators, delinquency and 
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aggression are associated with illness, particular psychological disorders (e.g. 
depression), disability and death later in adulthood (Ruchkin et al., 2003; Shepherd 
et al., 2009). Regarding the victims, delinquency and aggression clearly have negative 
consequences on health, well-being and society as a whole (Junger et al., 2007; Krug 
et al., 2002). The public health impact of delinquency and aggression is likely to 
increase, as prevalence rates have risen since the 1990s in many countries, including 
Slovakia (McQuoid, 1996; Salagaev, 2004; Šúryová, 2001).

Delinquency and aggression are often perceived to be more prevalent among 
minorities (Barnes et al., 2002; Hawkins et al., 2000; Jordan & Freiburger, 2010), an 
example of this being Roma. Roma have been assumed to be highly delinquent and 
aggressive, with great media attention in several Central European (CEE) countries, 
including Slovakia (Brearley, 2001; Kušnierik, 2009; Project on Ethnic Relations, 2000; 
Terenzani-Stanková, 2009). According to Šúryová (2001), Roma criminality exceeds 
the average level of criminality of the majority population, but their criminality is 
mostly driven by their bad living conditions. Reliable statistics on the prevalence of 
adolescent criminality or delinquency among Roma compared with non-Roma do not 
exist. However, analysis of preliminary data from the HepaMeta study (from a study of 
Risk factors for viral hepatitis B/C and metabolic syndrome in the population living in 
Roma settlements, 2011) revealed that almost 11% of Roma male self-reported being 
arrested less than one year ago and 15% of them were in prison for more than one 
year, compared with 1.1% of non-Roma reporting being in prison in both categories.

Higher rates of delinquency among ethnic or racial minorities have been 
reported in regard to the USA (Barnes et al., 2002; Hawkins et al., 2000; Jordan & 
Freiburger, 2010). Studies on Blacks, Hispanics and Asians in that country show these 
higher rates to be partially an artefact due to differential risks of arrest for crime 
(Hawkins et al., 2000), sentences being more severe for these minorities (Jordan 
& Freiburger, 2010) and levels of verbal and physical aggression being higher than 
among White counterparts (Kim et al., 2010). Evidence on rates of aggression and 
delinquency obtained via other sources, such as via self-report, may prevent these 
biases.
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1.7 Aims of the study and research questions 
Based on the findings acquired mostly from the adult Roma population, the present 
study focuses on the health of Roma adolescents (in the broader sense of meaning) 
living in poor segregated or separated Roma settlements. This part of the Roma 
population is understudied, and thus the assessment of their health compared with 
non-Roma adolescents is difficult. The general aims of the study were:

• to compare self-reported health status and other health outcome variables 
(health complaints, accidents and injuries, healthcare utilisation, mental health) 
in Roma adolescents with those of non-Roma adolescents 

• to compare the occurrence of health-endangering behaviours of Roma 
adolescents and non-Roma adolescents 

• to compare the psychosocial determinants of the health of Roma and non-Roma 
adolescents

• to compare self-reported delinquent and aggressive behaviour of Roma and non-
Roma adolescents

• to investigate how discrimination, hopelessness and social support contribute to 
differences in self-rated health between Roma and non-Roma adolescents

• and to assess the contribution of SES (parental education) and sensitivity to 
social desirability to the explanation of health differences.

The associations examined within this thesis are shown in Figure 1.4.

Based on the model and the previous literature overview, the following research 
questions have been developed:

Research question 1 (RQ1):
Do Roma adolescents differ in self-rated health, health complaints, accidents and 
injuries during last 12 months, healthcare utilisation during last 12 months and 
mental health from non-Roma adolescents? What is the impact of parental education 
on this association?

Research question 2 (RQ2):
Do Roma adolescents differ in health-endangering behaviours (smoking, alcohol 
consumption, drug use, physical inactivity) from non-Roma adolescents?

Research question 3 (RQ3):
Do Roma adolescents differ in psychosocial determinants of health (social support, 
hopelessness, life satisfaction) from non-Roma adolescents?

Research question 4 (RQ4):
Do Roma adolescents differ in self-reported delinquent and aggressive behaviours 
from non-Roma adolescents?

Research question 5 (RQ5):
What is the role of discrimination, hopelessness and social support in the contribution 
to differences in self-rated health between Roma and non-Roma?
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1.9 Outline of the thesis
Chapter 1 provides an introduction to Roma health problems, focusing on the lack 
of data on Roma adolescents. It also includes a more detailed description of the 
outcome constructs which are studied later in the thesis, such as self-rated health, 
risky behaviour, psychosocial determinants of health social support, hopelessness, life 
satisfaction, antisocial behaviour and discrimination. The chapter ends with general 
as well as individual aims and related research questions. Chapter 2 describes the 
design of the study, data collection, samples, outcome measures and the statistical 
analyses used in this thesis. Chapter 3 explores self-reported heath status and other 
health outcome variables (health complaints, accidents and injuries, healthcare 
utilisation, mental health) among Roma adolescents, comparing them with non-Roma 
counterparts and assessing the role of parental education and social desirability in 
the ethnicity – health relationship. Chapter 4 assesses the occurrence of health-
endangering behaviours (smoking, alcohol consumption, drug use, physical inactivity) 
among Roma adolescents compared with non-Roma adolescents, adjusting for 
the role of parental education and social desirability. Chapter 5 compares the 
psychosocial determinants of the health of Roma and non-Roma adolescents, such 
as social support, hopelessness and life satisfaction, adjusting for the role of parental 
education and social desirability. Chapter 6 compares self-reported delinquent 
and aggressive behaviour among Roma and non-Roma adolescents, adjusting for 
the role of parental education and social desirability. Chapter 7 investigates how 
discrimination, hopelessness, and social support contribute to differences in self-
rated health between Roma and non-Roma. Finally, Chapter 8 discusses the main 
findings and possible implications for practice and future research.
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Chapter 2

Design of the study and data 
sources

A cross-sectional study was conducted among Roma from separated and segregated 
settlements in the eastern part of Slovakia and non-Roma adolescents. The aim 
was to compare various health outcomes and indicators of Roma adolescents with 
non-Roma adolescents. Data from both samples were collected from May to June 
2007.

2.1. Samples and procedure
We collected data from two samples. The Roma sample was recruited via 
elementary schools in small towns and villages in the eastern part of Slovakia. 
The dispersion of Roma settlements in the eastern part of Slovakia is depicted in 
Figure 2.1. Schools included in the study had to meet the following criteria. Firstly, 
at least 30 children aged 13 years or older currently living in that particular Roma 
settlement (segregated and separated type). Next, the school was able to offer 
separate rooms where interviews could be conducted; and finally, the school was 
able to provide a list of children suitable for our study who could be randomly 
chosen and asked to participate in the interview. We contacted 22 elementary 
schools in the study area that comprised separated or segregated communities 
of Roma whose children potentially could attend the schools. Fifteen of these 
schools fulfilled our criteria. One of them was not willing to participate, but the 
other 14 were willing to participate in the study. From the lists prepared by the 
schools of pupils living in Roma settlements, we chose respondents randomly 
while trying to include a similar proportion of boys and girls. Respondents were 
interviewed individually during regular class time by community workers with 
ample experience in working with Roma and trained for our study. The interviews 
lasted from 30 to 65 minutes. 

Non-Roma pupils in schools with higher proportions of pupils from 
Roma settlements might not be representative of all non-Roma adolescents; we 
therefore recruited a non-Roma sample from elementary schools in the same 
geographical area with no evident Roma community in the nearby surroundings. 
We identified 25 such schools in the Košice and Prešov regions of eastern Slovakia 
and contacted a random sample of 15 of them. Eleven of these schools were 
willing to participate, but two of these were excluded because they did not have 
at least one class of 8th and 9th grade students that had not been previously 
included in a research project from our department. The questionnaires 
were administered during regular class time (45 minutes) by our trained and 
experienced research assistants. The questionnaire asked the same questions as 
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the structured interview in the Roma sample.
One of the reasons for the decision to use interviews in the Roma sample 

instead of self-reported questionnaires, as in the non-Roma sample, was that such 
a technique requires less regarding respondent’s literacy, as stated by Bowling 
(2005):

“Probably the least burdensome method is the personal, face-to-face interview 
because it requires only the respondent to speak the same language in which the questions 
are asked, and to have basic verbal and listening skills. No reading skills are required (unless 
written materials for the respondent are contained within the interview). A friendly, motivating 
interviewer can increase response and item response rates, maintain motivation with longer 
questionnaires, probe for responses, clarify ambiguous questions, help respondents with 
enlarged show cards of response choice options, use memory jogging techniques for aiding 
recall of events and behaviour, and control the order of the questions. Interviewers can also be 
trained to follow complex question routing and skipping instructions. ... The most burdensome 
modes are likely to be visual and written methods of self-administration, as these demand that 
respondents are literate in reading the language/s of the survey, that they do not have visual 
impairments and have the dexterity (e.g. of wrist, fingers) to complete the questions. They 
require respondents to tick a box on a paper questionnaire, press an electronic key, or key on a 
touchtone telephone handset to indicate their response: respondents are required to read or 
listen, recognize numbers and write/key answers accurately. Respondents also need the ability 
to follow routing instructions.”

This mixed method of data collection was a compromise in the design that 
we chose in order to cope effectively with possible literacy problems and to be 
sure about a clear understanding of the questions asked among Roma (resulting 
in more valid responses and complete questionnaires). On the other hand, non-
Roma were expected to prefer a written questionnaire. Moreover, logistically this 
was more attractive too. Previous research shows that the impact of the difference 
in design between Roma and non-Roma on the validity of comparisons made 
was analyzed and found to be decent in favour of acquiring data from a hard-to-
reach population, and; the expected validity of both ways of datacollection was 
comparable and thus sufficient (Brener et al., 2003; Brittingham et al., 1998). 
The questionnaire was composed from many items surveying a wide range of 
topics (see also 2.2). As some answers might be affected by our study design, we 
controlled them for social desirability, which is the bias most-discussed in the 
debate over interview vs. self-administered questionnaires (Brener et al., 2003; 
Holtgraves, 2004; Tourangeau & Yan, 2007).

The study was approved by the Ethics Committee of the Faculty of Science 
at P.J. Safarik University in Košice in August 2005. Data were collected from May-
June 2007. Parents were informed of the study via the school administration 
and could opt out if they disagreed. Participation in the study was voluntary and 
anonymous, with no explicit incentives provided for participation.

The sample of Roma adolescents consisted of 330 Roma elementary 
pupils, all of whom live in Roma settlements in or near small towns and villages 
(the segregated and separated types) in eastern Slovakia. The sample comprised 
160 boys (48.5%) and 170 girls (51.5%), with ages ranging from 12 to 17 years 
(mean age =14.50; SD=1.03). The response rate was 99.7%. 

The sample of non-Roma adolescents consisted of 722 8th and 9th grade 
pupils, of whom 354 were boys (53.2%) and 312 girls (47.8%). Ages ranged from 
14 years to 17 years, with a mean age of 14.86 (SD=0.63). The response rate was 
95.9%.
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2.2. Measures
The questionnaires used in our cross-sectional study consisted of several health 
outcome measures and scales and items investigating background characteristics 
of the respondents, such as age, gender, mother’s and father’s highest educational 
attainment and mother’s and father’s employment status.

Self-rated health (SRH) was measured with one item of the SF-36 questionnaire 
(Ware & Sherbourne, 1992). Respondents were asked to assess their health as (1) 
excellent, (2) very good, (3) good, (4) fairly good or (5) bad. The last three responses 
were merged into one category according to the dichotomisation used by Geckova et 
al. (2004), because the standard dichotomisation resulted in unbalanced categories. 
The use of a different cut-off led to very similar results. This measure is widely used in 
health studies as an indicator of general health status, because it is a good predictor 
of mortality and morbidity (Matthews et al., 1999; Sadava et al., 2000).

Respondents were asked if they had suffered from one of the following health 
complaints during the last month: headache, stomach ache, cold, flu, symptoms from 
muscles, back-pain, anxiety, coughing, fatigue, sleeplessness, stress, constipation, 
diarrhoea, allergy or others (von Bothmer & Fridlund, 2003). The possible answers 
were yes/no. The sum of health complaints was analysed. 

Healthcare utilisation was measured with two questions with a dichotomised answer 
(yes/no): Have you had to see a doctor during the last month because of serious 
sickness? Have you been in hospital during the last year? Similarly, we asked about 
Accidents and injuries with three questions: Have you burnt yourself so badly that you 
had to see a doctor during the last year? Have you cut yourself by accident so badly 
you had to see a doctor during the last year? Have you broken a bone during the 
last year? (Bolland, 2003). Answers about healthcare utilisation were summed and 
used to produce one general variable. We similarly summed answers about accidents 
and injuries. Both variables were dichotomised as 0 and 1 or more, with a score of 1 
indicating hospitalisation, accident or injury, respectively, during the last year.

Children’s mental health was measured with the Strength and Difficulties 
Questionnaire (SDQ) (Goodman et al., 1998). This is a recently developed questionnaire 
for assessing mental health problems in children and adolescents. Its reliability and 
validity are generally satisfactory (Goodman et al., 1998; Goodman, 2001). We used 
the prosocial scale (5 items, alpha=0.68) and the total difficulties scale (TDS; 20 items, 
alpha=0.71), covering positive and negative aspects of mental health (i.e. ‘strengths’ 
and ‘difficulties’), respectively. The difficulties scale covers hyperactivity symptoms, 
emotional symptoms, conduct problems and peer problems. The prosocial scale 
covers behaviours such as the willingness to share things with others, helpfulness, 
kindness and consideration for another’s feelings. Each of the SDQ items was scored 
from 0 to 2, the options being not true, somewhat true, or certainly true. Higher 
scores on these two scales indicate higher levels of difficulties and a lack of prosocial 
behaviours, respectively. The cut-off points reported by Koskelainen, Sourander & 
Vauras (Koskelainen et al., 2001) were used to dichotomise the Difficulties Score (cut-
off point 17/18) and the prosocial score (cut-off point 4/5).
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Smoking was measured by the question: Have you ever smoked a cigarette? 
Respondents were asked to report their experience with smoking as follows: (1) no 
never; (2) yes, I have tried it; (3) yes, I used to smoke but I have quit; (4) yes, I smoke 
occasionally but not daily; (5) yes, I smoke every day. (Tuinstra et al., 1998). Smoking 
status was dichotomised into categories: never/former smoking and current smoking 
(cut-off point 3/4) similarly as Salonna et al. (2008).

Drunkenness was measured by the question: Have you been drunk during the last 
4 weeks? Respondents reported the frequency of being drunk with the answers: (1) 
no, (2) 1-2 times, (3) 3 times and more. The answers were dichotomised into two 
categories (cut-off point 1/2): have not been drunk, have been drunk at least once 
(Kalina et al., 2009).

Experience with drug use was measured by the question: Have you ever tried any 
other drugs? There were only two possible answers: yes or no. 

Physical inactivity was measured by the question: How often do you have physical 
activity per week? Physical activity was defined as a sporting activity longer than 20 
minutes; physical education in school was not included. Respondents were asked to 
quantify their frequency of physical activity as (1) never, (2) once a week, (3) at least 
2-3 times a week, (4) every day.  The answers were dichotomised into two categories 
(cut-off point 2/3): lack of physical activity and frequent physical activity, similarly as 
Salonna et al. (2008).

Perceived social support from the mother, father and significant others was 
measured using adapted items from the ‘Spouse/partner perceived social support’ 
subscale (Turner & Marino, 1994) and the ‘Significant others’ subscale items of the 
Multidimensional Scale of Perceived Social Support (Blumenthal et al., 1987; Zimet 
et al., 1988). Items focused on aspects like closeness with the respondent, availability 
for chatting with the respondent, expressing worth to the respondent, feeling relaxed 
when being together, being available when needed and confidence in the respondent. 
Mother’s and father’s social support subscales had 6 items each, with the following 
response categories (values): fully agree (4), agree (3), disagree (2), fully disagree (1). 
The significant other’s social support subscale had 4 items, with answers ranging from 
very strongly disagree (1) to very strongly agree (7). A higher total score indicates 
a higher level of perceived social support from the person concerned. The internal 
consistencies of the scales were satisfactory: mother (Cronbach’s alpha: 0.83), father 
(0.91), significant others (0.73). 

Hopelessness was measured using the brief Hopelessness Scale for Children (Bolland, 
2003), which contains 5 items from the longer version of Kazdin et al. (Kazdin et al., 
1983). The items were: “All I see ahead of me are bad things, not good things; There’s 
no use in really trying to get something I want because I probably won’t get it; I might 
as well give up because I can’t make things better for myself; I don’t have good luck 
now and there’s no reason to think I will when I get older; I never get what I want, so 
it’s dumb to want anything.” Answers were dichotomous (values): agree (1), disagree 
(0), with a higher total score indicating a higher level of hopelessness. The internal 
consistency of the scale was satisfactory (Cronbach’s alpha: 0.70). 



30 CHAPTER 2

P. Kolarcik

Satisfaction with life was measured with the Satisfaction with life scale developed 
by Diener et al. (1985) and Lewis et al. (1999). It is a 5-item measure (examples: The 
conditions of my life are excellent. I am satisfied with my life) with answers (values) 
ranging from strongly disagree (1) to strongly agree (7). A higher total score indicates 
higher satisfaction with life. The internal consistency of the scale was satisfactory 
(Cronbach’s alpha: 0.86). 

Delinquent behaviour was measured by questions on vandalism, violence and 
crime against property from the short version of the International Self-Reported 
Delinquency study II instrument (ISRD) (Zhang et al., 2000), an instrument which was 
developed by criminologists from 15 western countries. We included 10 items on the 
frequency of making threats with and using weapons, vandalism and stealing. Each 
item has a 5-point response scale ranging from never (1) to three and more times 
in the last year (5), yielding a total ranging from 10 to 50 points, with higher a score 
indicating higher levels of delinquent behaviour. The internal consistency of the scale 
was satisfactory (Cronbach’s alpha: 0.79).

Aggression was measured with the Aggression Questionnaire (Buss & Perry, 1992). 
We used two subscales: physical aggression (9 items) and hostility (8 items). Physical 
aggression involves hurting or harming another, representing the instrumental 
or motor component of the behaviour. Hostility consists of feelings of ill will and 
injustice, representing the cognitive component of the behaviour. Respondents were 
asked to rate each item on a 5-point scale ranging from extremely uncharacteristic for 
me (1) to extremely characteristic for me (5). Total scores were computed and used 
for analyses. They range from 9 to 45 for the physical aggression subscale and from 8 
to 40 for the hostility subscale. Higher scores indicate a higher level of aggression. The 
internal consistency of both subscales was satisfactory (Cronbach’s alphas for both: 
0.79).

Perceived discrimination was measured using the item adopted from the ISRD 
questionnaire (Zhang et al., 2000): “Have people ever treated you badly because of 
your religion or the language you speak, or the colour of your skin?” with a four-point 
response scale ((1) No, never, (2) Once, (3) Sometimes, (4) Often). Responses were 
dichotomised into: No, Never (0) and at least once (1).

Social desirability is the tendency of respondents to reply in a manner that will be 
viewed favourably by others. Higher social desirability thus can affect the validity of 
results. It was measured using the Social Desirability Response Set (SDRS-5) (Hays et 
al., 1989). The scale inquires about common situations in which people are prone to 
respond favourably (e.g.: “No matter who I’m talking to, I’m always a good listener“). 
The five items are then rated with a five-point Likert scale (definitely true, mostly true, 
don’t know, mostly false, definitely false). The total score is counted only from the 
extreme answers of each item (scored 1 point), with a higher total score indicating 
a higher level of socially desirable responses. Cronbach’s α for the current sample 
was 0.53, but the mean inter-item correlation (MIIC) was 0.19. According to Clark & 
Watson (1995) and Parker et al. (2003), consistency is acceptable if the MIIC is above 
0.15.
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2.3. Statistical analyses
We mostly used similar analytic methods to answer the various questions. Generally, 
as a first step, we computed baseline statistics (prevalence rates, means and standard 
deviations) for the background characteristics and outcome variables regarding 
Roma and non-Roma adolescents. We tested the statistical significance of differences 
between them by computing chi-square tests for categorical variables and t-tests for 
continuous variables. Next, logistic regression analyses were used to assess whether 
ethnic differences in outcome variables could be explained by gender, parental 
education and social desirability. In the case of continuous variables, linear regression 
was used. Explanatory and control variables were added successively to the regression 
models. Consecutive inclusion of each variable of interest allowed us to assess the 
confounding or mediating role of the control variables.

All analyses were performed using the statistical software SPSS 14.0, 16.0 and 

18.0 for Windows.
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To what extent does SES 
explain differences in health 
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Abstract
The Roma make up one of the largest ethnic groups in all of Europe. The few studies 
that are available report health among the Roma as considerably worse than that 
of the majority population, and virtually nothing is known about the health status 
of Roma adolescents. The purpose of this study was to compare the self-reported 
health outcomes of Roma adolescents living in Roma settlements with adolescents 
from the majority population and to assess the impact of socioeconomic status on 
the results obtained. We conducted a survey among Roma adolescents (N=330, mean 
age=14.5) and non-Roma adolescents (N=722, mean age=14.9). We gathered data 
on sociodemographic position, self-rated health (using the SF-36), the occurrence 
of accidents and injuries during the past year, healthcare utilization during the past 
year, health complaints, mental health (Strengths and Difficulties Questionnaire, SDQ) 
and social desirability (SDRS-5). Roma adolescents reported poorer self-rated health, 
more accidents and injuries during the past year and more frequent use of healthcare 
during the past year, though fewer health complaints. Furthermore, they reported 
more prosocial behaviour on the SDQ than non-Roma. No differences appeared in 
SDQ total difficulties. Socioeconomic status decreased the association of ethnicity 
with health outcomes. Adjustment for social desirability had a significant effect on 
the differences for all outcomes, except for accidents and injuries during the past year.

Keywords: ethnicity, Roma, self-rated health, mental health, socio-economic status, 

adolescents



34 CHAPTER 3

P. Kolarcik

Introduction
Roma (Romanies, Gypsies) constitute one of the largest minorities in Europe, especially 
in Central Europe, where they make up a relatively large part of the population. In 
contrast to recent immigrants, Roma came to Europe centuries ago and have spread 
throughout Europe. Estimates of the number of Roma living in Europe range from 5 
to 10 million, with most Roma concentrated in Romania, Bulgaria, Hungary, Czech 
Republic and Slovakia (Kósa et al., 2007). Their history in the region can be described 
as a combination of peaceful coexistence and blatant discrimination with multiple 
and complex causes, among which are their remarkably preserved traditions and 
resistance to assimilation (Koupilova et al., 2001).

Census data show the problems in obtaining an accurate estimate of the 
Roma population. In Slovakia, for example 89,920 citizens declared themselves as 
ethnic Roma in the 2001 census (1.7% of the total population of the Slovak Republic), 
but unofficial estimates range up to 750,000 Roma in Slovakia (Koupilova et al., 
2001). We adhere to the estimates of the Demographic Research Centre, which 
indicates 380,000 Roma living in the Slovak Republic, or 7.2% of the total population 
(Filadelfiová et al., 2007).

We can distinguish three types of habitation among Roma according to the 
UNDP report (Filadelfiová et al., 2007). The diffused or scattered type describes 
a group of Roma who are integrated among the majority population in a town or 
village. The separated type refers to a Roma population concentrated in a certain part 
of a town or village – either within or on the outskirts. And finally, the segregated 
type denotes a settlement remote from towns and villages or separated by a barrier. 
There are variations in the living conditions between these three categories, the best 
being in the diffused or scattered type and worst in the segregated type. Probably 
about half of the Roma population live separated or segregated (Reynolds, 2005), 
though estimates vary considerably (Ringold et al., 2005). According to the UNDP 
report (Filadelfiová et al., 2007), nearly 18 percent of the Roma in Slovakia live in 
substandard conditions, most of these in segregated settlements.

Roma are well-known for their low educational status, high unemployment 
and poverty and for living in very poor conditions, especially those Roma living in 
settlements. All of these factors result in very low socioeconomic status (SES) and may 
contribute to worse health among Roma. Many studies have found an association 
between SES and health in non-Roma populations (Craig, 2005; Dunn et al., 2006; 
Lawlor & Sterne, 2007; J. V. Nazroo, 2003; J. Nazroo et al., 2007; van Lenthe et al., 
2004; Zwi et al., 2001). The way in which SES affects health is complex and includes 
access to healthcare and its quality, various health-related behaviours, individual 
psychosocial processes and physical and social environments. But in general, diseases 
are more prevalent and life expectancy shorter among people with a lower SES.

Only a few publications can be found in the literature on the subject of Roma 
health, and most focus on genetic, biological, medical or anthropological topics 
related to infectious diseases or hereditary defects (Koupilova et al., 2001; Vozarova 
et al., 2003; Zeman et al., 2003). In general, Roma seem to have poorer health than 
majority populations (Hajioff & McKee, 2000; Parry et al., 2007; Sepkowitz, 2006; 
Van Cleemput et al., 2007; Zeman et al., 2003). They are reported to have a higher 
prevalence of coronary artery disease, obesity, hyperlipidaemia and diabetes mellitus 
compared to the majority, and a higher occurrence of both health complaints and 
mental health problems (Goward et al., 2006; Hajioff & McKee, 2000; Nesvadbová et 
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al., 2000; Sepkowitz, 2006; Vozarova et al., 2003).
Most of the studies mentioned focused on adult Roma. There is little or no 

evidence on the health of Roma children or adolescents. Similarly, previous research 
has been interested mainly in diseases and mortality, with few focused on mental 
health, self- perception of health (self-rated health), health complaints, injuries and 
healthcare utilization (Filadelfiová et al., 2007; Kósa et al., 2007). There is also no 
clear evidence about whether the poorer health of Roma can be explained by their 
adverse SES.

The aim of this study was to explore self-reported health status and other 
health outcome variables (health complaints, accidents and injuries, healthcare 
utilization, mental health) in Roma adolescents compared to non-Roma adolescents 

and to assess the contribution of SES to these differences.

Methods

Procedure

The Roma sample was recruited via elementary schools in small towns and villages in 
the eastern part of Slovakia which met the following criteria: at least 30 children aged 
13 years or older currently living in Roma settlements (segregated and separated type); 
the school was able to offer separate rooms where interviews could be conducted; 
and the school provided a list of children suitable for our study who could be randomly 
chosen and asked to participate in the interview. We contacted 22 elementary schools 
in the study area that comprised separated or segregated communities of Roma 
whose children potentially could attend schools. Fifteen of these fulfilled our criteria. 
One was not willing to participate, but the other 14 were willing to participate in the 
study. From the lists of pupils living in Roma settlements prepared by the schools, 
we chose respondents randomly while trying to include a similar proportion of boys 
and girls. Respondents were interviewed individually during regular class time by 
community workers with ample experience in working with Roma and trained for our 
study. The interviews lasted from 30 to 65 minutes. 

Because non-Roma pupils in schools with higher proportions of pupils 
from Roma settlements might not be representative of all non-Roma adolescents, 
we decided to recruit a non-Roma sample from elementary schools in the same 
geographical area with no evident Roma community in the neighbourhood. We 
identified 25 such schools in the Košice and Prešov regions of eastern Slovakia and 
contacted a random sample of 15 of them. Eleven of these schools were willing to 
participate, but two of these were excluded because they did not have at least one 
class of 8th and 9th grade that were not included previously in a research project of 
our department. The questionnaires were administered during regular class time (45 
minutes) by our trained and experienced research assistants. The questionnaire asked 
the same questions as the structured interview in the Roma sample.

The study was approved by the Ethics Committee of the Faculty of Science at 
P.J. Safarik University in Košice in August 2005. Data were collected from May-June 
2007.  Parents were informed of the study via the school administration and could opt 
out if they disagreed. Participation in the study was fully voluntary and anonymous, 
with no explicit incentives provided for participation.
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Student Respondents

The sample of Roma adolescents consisted of 330 Roma elementary pupils, all of 
whom live in Roma settlements in or near small towns and villages (the segregated 
and separated types) in eastern Slovakia. The sample comprised 160 boys (48.5%) and 
170 girls (51.5%) with ages ranging from 12 to 17 years (mean age =14.50; SD=1.03). 
The response rate was 99.7%. 

The sample of non-Roma adolescents consisted of 722 8th and 9th grade 
pupils, of whom 354 were boys (53.2%) and 312 girls. Ages ranged from 14 years to 
17 years, with a mean age of 14.86 (SD=0.63). The response rate was 95.9%. 

Measures

Self-rated health (SRH) was measured with one item of the SF-36 questionnaire 
(Ware & Sherbourne, 1992). Respondents were asked to assess their health as (1) 
excellent, (2) very good, (3) good, (4) fairly good or (5) bad. The last three responses 
were merged into one category according to the dichotomization used by Geckova 
et al. (2004), because standard dichotomization resulted in unbalanced categories. 
The use of a different cutoff led to very similar results. This measure is widely used in 
health studies as an indicator of general health status, because it is a good predictor 
of mortality and morbidity (Matthews et al., 1999; Sadava et al., 2000).

Respondents were asked if they had suffered from one of the following health 
complaints during the last month: headache, stomach ache, cold, flu, symptoms from 
muscles, back-pain, anxiety, coughing, fatigue, sleeplessness, stress, constipation, 
diarrhoea, allergy or others (von Bothmer & Fridlund, 2003). The possible answers 
were yes/no. The sum of health complaints was analysed. 

Healthcare utilization was measured with two questions with a dichotomised answer 
(yes/no): Have you had to see a doctor during the last month because of serious 
sickness? Have you been in hospital during the last year? Similarly, we asked about 
Accidents and injuries with three questions: Have you burnt yourself so badly that 
you had to see a doctor during the last year? Have you cut yourself by accident so 
badly you had to see a doctor during the last year? Have you broken a bone during the 
last year? (Bolland, 2003). Answers about healthcare utilization were summed and 
used to produce one general variable. We similarly summed answers about accidents 
and injuries. Both variables were dichotomised as 0 and 1 or more, with a score of 1 
indicating hospitalization, accident or injury, respectively, during the last year.

Children’s mental health was measured with the Strength and Difficulties 
Questionnaire (SDQ) (Goodman et al., 1998). This is a recently developed 
questionnaire for assessing mental health problems in children and adolescents. 
Its reliability and validity are generally satisfactory (Goodman, 2001). We used the 
prosocial scale (5 items, alpha=0.68) and the total difficulties scale (TDS; 20 items, 
alpha=0.71), covering positive and negative aspects of mental health (i.e. ‘strengths’ 
and ‘difficulties’), respectively. The difficulties scale covers hyperactivity symptoms, 
emotional symptoms, conduct problems and peer problems. The prosocial scale 
covers behaviours such as the willingness to share things with others, helpfulness, 
kindness and consideration for another’s feelings. Each of the SDQ items was scored 
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from 0 to 2, with the options not true, somewhat true, or certainly true. Higher 
scores on these two scales indicate higher levels of difficulties and lack of prosocial 
behaviours, respectively. The cutoff points reported by Koskelainen, Sourander & 
Vauras (2001) were used to dichotomise the Difficulties Score (cutoff point 17/18) 

and the prosocial score (cutoff point 4/5).

Social desirability is the tendency of respondents to reply in a manner that will be 
viewed favourably by others. Higher social desirability can thus affect the validity 
of the results. It was measured using the Social Desirability Response Set (SDRS-5) 
(Hays et al., 1989). The scale inquires about common situations to which people are 
prone to respond favourably (e.g.: “No matter who I’m talking to, I’m always a good 
listener“). The five items are rated using a five-point Likert scale (definitely true, 
mostly true, don’t know, mostly false, definitely false). The total score is counted only 
from the extreme answers of each item (e.g. definitely or mostly true scored 1 point), 
meaning total score ranges from 0 to 5 points, with a higher total score indicating 
higher levels of socially desirable responses. Cronbach’s α for the current sample was 
0.53, but the mean inter-item correlation was 0.19, which suffices. According to Clark 
and Watson (1995)  and Parker, Taylor, and Bagby (Parker et al., 2003), the mean inter-
item correlation should not be less than 0.15.

Statistical analysis 

First, all outcome variables were dichotomised, with the exception of the health 
complaints variable, and then the frequencies (and means in the case of continuous 
variables) for independent and outcome variables were computed. Logistic and linear 
regression analyses (regarding health complaints) were used to assess differences in 
health by ethnicity and the degree to which SES and social desirability, consecutively, 
contributed to these ethnic differences. Gender was controlled for in all analyses to 
adjust for ethnic differences in the outcomes due to confounding by differences in 
the gender composition of the two samples. We used four regression models for an 
explanation of the differences. Model 1 tested the crude effect of ethnicity on the 
outcome variables; Model 2 tested the effect of ethnicity when controlling for gender 
where male = 1 and female = 0; Model 3 contained variables of ethnicity, gender and 
SES; and finally Model 4 contained all variables from Model 3 plus social desirability. In 
all regression analyses we used sets of dummy variables for each categorical variable. 
All analyses were performed using statistical software SPSS 14.0 for Windows.

Results
The final data set consisted of 1052 respondents. Of the Roma respondents, 22 (6%) 
reported an age under 13 years. Exclusion of these 22 did not affect any of our results 
as reported. The sociodemographic characteristics of the samples are shown in Table 
3.1. This table shows the large differences in parents’ education and employment 
status between Roma and non-Roma respondents.
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Table 3.1 Background characteristics (demography, socioeconomic position and social 
desirability) of the Roma and non-Roma samples

Roma  non-Roma  

chi-square 
or Student’s 

t statistic;
  N=330 % N=722 % p value

Gender    
boys 160 48.5 354 53.2 Χ2=1.93

nsgirls 170 51.5 312 46.8

Father's education
elementary 169 54.2 18 2.6

Χ2=499.80
p<0.001

apprenticeship 116 37.2 144 21.2

secondary 20 6.4 328 48.2

university 7 2.2 190 27.9

Mother's education
elementary 231 74.3 32 4.6

Χ2=603.20
p<0.001

apprenticeship 62 19.9 114 16.5

secondary 16 5.1 340 49.1

university 2 0.6 206 29.8

Parents' highest education
elementary 154 47.8 9 1.3

Χ2=597.00
p<0.001

apprenticeship 132 41.0 82 11.6

secondary 28 8.7 338 47.9

university 8 2.5 277 39.2
Father's employment 
status

employed 129 43.9 596 91.1 Χ2=249.96
p<0.001unemployed 165 56.1 58 8.9

Mother's employment 
status

employed 26 9.0 595 87.2 Χ2=537.80
p<0.001unemployed 262 91.0 87 12.8

Social desirability
answered 327 99.1 671 92.9 t=15.05

p<0.001 mean (SD) 2.17 (1.29)  1.00 (1.08)  

Note: In the table only valid percentages are presented. The missing cases for each variables are as follows: gender 0% Roma, 

7.8% non-Roma; father’s education 5.5% Roma, 5.8% non-Roma, mother’s education 5.8% Roma, 4.2% non-Roma, Parents’ high-

est education 2.5% Roma, 2.2% non-Roma, father’s employment status 10.9% Roma, 10.0% non-Roma, mother’s employment 

status 12.7% Roma, 5.5% non-Roma,  social desirability 0.9% Roma, 7.1% non-Roma.

Proportions of dichotomised variables or means and standard deviations (SD) 
of health outcome variables of the samples with chi-square or t-test statistics are 
presented in Table 3.2.
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Table 3.2 Health outcomes among the Roma and non-Roma samples

Roma  non Roma  

chi-square or 
Student’s t 

statistic;
  N=330 % N=722 % p value

Self-rated health     

good health status 166 50.3 522 74.1 Χ2=57.38
p<0.001poor health status 164 49.7 182 25.9

Accidents & Injuries during 
last year

No injury 241 73.3 571 80.6 Χ2=7.24
nsat least one injury 88 26.7 137 19.4

Healthcare use during last 
year

no use 131 39.8 459 64.7 Χ2=56.89
p<0.001at least once 198 60.2 250 35.3

Health complaints
number 310 93.9 573 79.4 t=-5.26

p<0.001mean (SD) 24.13 (2.94) 25.24 (3.04)

SDQ (dichotomized)
Difficulties Score

low difficulties & 
problems 246 76.2 471 77.6 Χ2=0.25

nshigh difficulties & 
problems 77 23.8 136 22.4

Prosocial scale
high prosociality 316 96.3 562 83.1 Χ2=35.09

p<0.001low prosociality 12 3.7 114 16.9

Note: In the table only valid percentages are presented. The missing cases for each variables are as follows: self-rated health 0% 

Roma, 2.5% non-Roma; injuries during last year 0.3% Roma, 1.9% non-Roma; healthcare use during last year 0.3% Roma, 1.8% 

non-Roma; health complaints 6.1% Roma, 20.6% non-Roma; total diff. score 2.1% Roma, 15.9% non-Roma; prosocial scale 0.6% 

Roma, 6.4% non-Roma.

Our results show that Roma respondents reported poorer self-rated health, 
more accidents and injuries and greater use of healthcare during the last year than 
non-Roma respondents, crude (Table 3.3, Model 1) and after adjustment for gender 
(Table 3.3, Model 2) Roma reported fewer health complaints and were more likely to 
be prosocial. There were no significant differences in reported behavioural difficulties 
between Roma and non-Roma on the Difficulties scale.

To assess the relative contribution of SES to health differences by ethnicity, 
we added parents’ highest education to the model (Model 3). Parents’ education 
markedly weakened the association of ethnicity with SRH and healthcare use and 
to some degree with injuries, health complaints and difficulties rather slightly. We 
repeated the analyses with the inclusion of parental employment status, but this led 
to very similar results (not shown). We also assessed whether the effect of gender and 
SES was modified by ethnicity; this did not show any statistically significant interaction 
effect (not shown).
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Finally, we assessed whether the tendency to answer questions in a socially 
desirable way influenced associations with ethnicity (Model 4). Social desirability was 
associated with statistical significance to all variables except injuries and healthcare 
use. Its effect on the association of ethnicity with the outcomes was relatively small, 
though, with some ethnic differences becoming somewhat smaller (healthcare 
utilization, health complaints) and some becoming somewhat larger (SRH, difficulties 
and prosocial behaviour, injuries). Sensitivity to social desirability did not change the 
direction of the observed differences in prosocial behaviour, but did explain a part of 
these differences.

Discussion
Roma adolescents were more likely to report worse self-rated health than their non-
Roma counterparts, to have used healthcare and to have reported an accident or 
injury during the last year. In contrast, Roma reported fewer health complaints (the 
occurrence of various symptoms) than non-Roma. Results showed no differences 
between Roma and non-Roma in behavioural difficulties.

SES, measured in our study by the highest achieved level of education of 
parents, notably accounted for some of the ethnic differences in health, though it 
did not on its own strongly relate to health. Thus factors other than SES, such as 
discrimination, poor access to healthcare, health behaviour differences, cultural-
linked attitudes to health (fatalism), fear of doctors, resistance to assimilation 
leading to non-use of various services and poor housing, might play a role here. This 
corresponds with other studies showing that the poorer health status of immigrant 
groups could only partially be explained by SES (Reijneveld, 1998). An important 
direction for future research may be to examine these other variables. 

Our findings about the worse health of Roma are consistent with most 
previous studies, which focused primarily on Roma adults or children in general 
(Hajioff & McKee, 2000; Parry et al., 2007; Van Cleemput et al., 2007; Zeman et 
al., 2003). In contrast to the studies which assessed Roma health using biomedical 
methods, our study investigated perceived health status and thus adds evidence on 
Roma health status from a different perspective. Concerning mental health, Roma 
adolescents did not report difficulties more frequently, but they did report prosocial 
behaviour more frequently than non-Roma.

Strengths and limitations

Although Roma are considered to be a hard-to-reach population, we succeeded in 
collecting data from a considerable sample of Roma adolescents and in achieving a 
sufficient response rate among the Roma and non-Roma samples. Another strength 
was the use of standardised health outcome measures that are used broadly in a wide 
range of research settings.

In interpreting our results one has to consider certain limitations. One of 
these may be that data from Roma were collected via an interview (to cope with 
illiteracy, for example), but data from non-Roma via self-reported questionnaires. The 
pros and cons of these two types of data collection should thus be considered when 
interpreting our results, including the higher risk of the social desirability effect and 
of disclosure problems (Bowling, 2005). Van Sonsbeek (1991) showed that in oral 
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interviews respondents assess their health as very good more frequently and as good 
less frequently than in written surveys. No differences occurred for the other response 
categories. This implies that the ethnic differences found may be an underestimation 
of real differences.

 Finally, the sample was representative for Roma adolescents who live in 
settlements and attend regular schools. This comprises the majority of the most Roma 
who live in eastern Slovakia (and as such, Central Europe). Whether our findings can 
also be generalised to integrated Roma living in cities has to be demonstrated, as they 
might differ.

Our findings emphasise the need to focus health interventions on young 
Roma, because their poor health is likely to lead to poor health in adulthood as well. 
Such interventions should be concentrated more on groups with increased health risk 
originating from low SES.
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Abstract
Background: Roma are commonly described as having an unhealthy lifestyle, i.e. an unhealthy 
diet, intensive smoking, frequent alcohol consumption and a lack of physical activity. Data 
about such health-endangering behaviours among Roma adolescents are scarce and of poor 
quality, however. The aim of our study is to assess the occurrence of health-endangering 
behaviours among Slovak Roma adolescents in comparison to non-Roma adolescents and 
to assess the impact of parental education and social desirability on the differences found.
Methods: A cross-sectional study among Roma from separated and segregated settlements in 
the eastern part of Slovakia (N=330; mean age=14.50; interview) and non-Roma adolescents 
(N=722; mean age=14.86; questionnaire) was conducted. The effect of ethnicity and parental 
education on smoking, drunkenness, drug use and physical activity was analysed separately 
for boys and girls using logistic regression and adjusted for social desirability.
Results: Among girls, Roma adolescents had lower rates of smoking, drunkenness and drug 
use than non-Roma (odds ratios (ORs) from 0.14 to 0.60 compared to non-Roma), but higher 
rates of physical inactivity. Among boys, drug use was less frequent among Roma adolescents 
(OR/95% confidence interval 0.12/0.03-0.46); differences for the other health-endangering 
behaviours were small and statistically insignificant. The effects of parental education and 
social desirability were small.
Conclusions: In contrast to the scarce evidence, Roma had lower rates of substance abuse, 
especially among girls. Only physical inactivity rates were higher among Roma girls. A 
challenge in health promotion among Roma is to maintain their relatively low substance use 
and to promote physical activity.

Keywords: Roma, ethnicity, health-endangering behaviour, substance use, physical 
inactivity, adolescents, Slovakia.
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Introduction
Roma (Romanies, Gypsies) are a rather large minority group having a very deprived 
position in Central Europe (Kósa et al., 2007). Census data show problems in estimating 
accurate numbers for the Roma population. In Slovakia, for example, 89,920 citizens 
declared themselves as ethnic Roma in the 2001 census (1.7 % of the total population 
of the Slovak Republic), but unofficial estimates range up to 750,000 Roma in Slovakia, 
the most likely estimate being 380,000 (7.2% of the total population) (Filadelfiová 
et al., 2007; Koupilova et al., 2001). Roma are known for their low educational 
status, high unemployment rates and poverty and for living in very poor conditions, 
especially those living in settlements. Most of the available studies indicate that 
Roma, in comparison with the majority population, have a worse health status and an 
unhealthier lifestyle (Hajioff & McKee, 2000; Kolarcik et al., 2009; Ringold et al., 2005; 
Van Cleemput et al., 2007; Zeman et al., 2003). Roma are characterised as smoking 
heavily, drinking too much alcohol and living in bad environmental conditions 
(Gourgoulianis et al., 2000; Petek et al., 2006). Moreover, the health literacy of the 
Roma population seems to be low, though evidence is scarce (Petek et al., 2006). 
They seem to perceive health as being influenced by fate and by performing rituals 
and following purification rules. In addition, they believe in the relative purity of the 
top vs the bottom half of the body, in traditional curative remedies, and in a spiritual 
basis of certain kinds of illness (Lehti & Mattson, 2001; Zeman et al., 2003). These 
perceptions and belief are likely to affect health-related behaviours among Roma, as 
they may lead to low expectations regarding health, stoicism, fatalism, and fear (Van 
Cleemput et al., 2007).

WHO places responsibility for major part of health inequities to external 
conditions, such as structural determinants (policies, economic, politics) and 
conditions of daily life (Commission on Social Determinants of Health, 2008). This is 
supported by data on socioeconomic differences in health behaviours as summarised 
by Mackenbach and Bakker in their monograph Reducing inequality in health (2002)  
which indicate that health behaviours (e.g. smoking) are not quite freely chosen by 
individual but are determined in certain degree by social conditions.

The fundamentals of adult health behaviours are established during 
adolescence, but information about health behaviours among Roma adolescents 
is scarce. Adolescence is generally considered as a critical period regarding health-
endangering behaviours and their future consequences (Adger, 1991; Boyle & 
Maisonneuve, 1995; Calvert & Bucholz, 2008; Cargiulo, 2007; Currie et al., 2008; 
Devlin & Henry, 2008; Hall & Solowij, 1998; Meltzer, 1994; Newcomb & Carbone, 
1992; Simőes et al., 2008). Adolescents who engage in substance use (i.e. alcohol, 
illicit drugs and smoking) increase their risk of ill-health, having family and school 
problems, antisocial behaviour and unprotected sexual intercourse (Rodham et al., 
2005). Early onset and early initiation into substance use have been highlighted as 
specifically important and (potentially preventable) precursors of later problems 
(Currie et al., 2008).

Research on health-endangering behaviours among adolescent Roma is 
scarce and mostly of poor quality. Regarding smoking, a retrospective study by Kosa 
et al. (2007) among Hungarian Roma adults (men and women), 18 years and older, 
indicates that Roma start smoking much younger than the general population (Škarić-
Jurić et al., 2007). Regarding the use of alcohol among young adolescents, another 
study of Puporka and Zádori showed that 95% of Hungarian Roma elementary school 
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pupils had tried alcohol and 40% of them had been drunk at least once (Puporka 
& Zádori, 1999). Studies on alcohol drinking among Hungarian Roma adults indicate 
frequent alcohol use, which might be linked to the high level of alcohol experience in 
Roma youth (Csépe et al., 2007; Kósa et al., 2007; Ringold et al., 2005). None of these 
studies provided separate comparisons for men and women. Regarding substance 
abuse, Puporka and Zádori (1999) stated that sniffing is typical for Roma children 
aged 9-12. Moreover, they summarised a small, methodologically very weak, survey 
indicating that 25% of the Roma elementary school pupils interviewed had already 
tried drugs (ecstasy, speed, marihuana, hashish). Studies on physical activity among 
Roma adolescents are lacking, but the lack of such activity is often mentioned as 
leading to other health problems, such as higher obesity and cardiovascular diseases 
(Krajcovicova-Kudlackova et al., 2004; Zsidegh et al., 2007). Severe problems among 
Roma adolescents are indicated, but they are not studied systematically or sufficiently 
from a methodological point of view.

Evidence on the occurrence of health-endangering behaviours among Roma 
is greatly needed to target health promotion. The aim of our study is to assess the 
occurrence of health-endangering behaviours among Roma adolescents compared 
to non-Roma adolescents in the eastern part of Slovakia. Furthermore, we examined 
whether socioeconomic status and sensitivity to social desirability could explain the 
differences in the prevalence rates between Roma and non-Roma adolescents.

Methods

Procedure

The Roma sample was recruited via elementary schools in small towns and villages in 
the eastern part of Slovakia which met the following criteria: the number of children 
aged 13 years or older living in Roma settlements (segregated and separated type) 
was at least 30; the school was able to provide 3 or 4 separate rooms where interviews 
could be conducted without disruption; and the school provided an internal list of 
children suitable for our study who could be randomly chosen and asked to participate 
in the interview. We contacted 22 elementary schools in municipalities in the study 
area that contained separated or segregated communities of Roma whose children 
potentially could attend schools. Out of these, 15 fulfilled our criteria. One of them 
was not willing to participate, while the other 14 were willing to participate in the 
study. From the lists of pupils living in Roma settlements prepared by the schools, 
we chose respondents randomly after stratification by gender. Respondents were 
individually interviewed during regular class time by community workers having 
ample experience in working with Roma and who were trained for our study. One 
hour was scheduled for each interview, and they actually lasted between 30 and 65 
minutes. 

Because non-Roma pupils in schools with higher proportions of pupils 
from Roma settlements might not be representative of all non-Roma adolescents, 
we decided to recruit a non-Roma sample from elementary schools in the same 
geographical area with no evident Roma community in the neighbourhood. We 
identified 25 such schools in the Košice and Prešov regions of eastern Slovakia and 
contacted a random sample of 15 of them. Eleven of the schools were willing to 
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participate, but two of them were excluded because they did not have at least one 
class of 8th and 9th grade that had not previously been included in a research project 
from our department. The questionnaires were administered during regular class 
time (45 minutes) by our research assistants, who had have training and experience. 
The questionnaire asked the same questions as the structured interview in the Roma 
sample.

Data were collected in May-June 2007.  Parents were informed of the study 
via the school administration and could opt out if they disagreed. Participation in 
the study was fully voluntary and anonymous with no explicit incentives provided for 
participation.

Study sample

The sample of Roma adolescents consisted of 330 Roma elementary school pupils, 
all of whom live in Roma settlements (the segregated and separated types) in the 
eastern part of Slovakia, in or near small towns and villages. The sample comprised 
160 boys (48.5%) and 170 girls (51.5%) with ages ranging from 12 to 17 years (mean 
age =14.50; SD=1.03). The response rate was 99.7%. 

The sample of non-Roma adolescents consisted of 722 elementary school 
pupils attending the 8th and 9th grades; 354 of them were boys (53.2%) and 312 girls. 
Ages ranged from 14 years to 17 years old. The mean age was 14.86 (SD=0.63) and 
the response rate was 95.9%. We did not perform an ex ante power analysis because 
of a lack of evidence on prevalence rates in Roma adolescents, but aimed at acquiring 
a sufficient number of respondents to detect relevant ethnic differences by gender, in 
which we apparently succeeded.

Measures

Our questionnaire covered demographic and socioeconomic characteristics (gender, 
age, father’s and mother’s highest educational degree earned), social desirability, 
and questions on frequency or experience with several health-endangering related 
behaviour: substance use (smoking, drunkenness, and experience with drug use) and 
physical inactivity.

Smoking status was measured by the question: Have you ever smoked a cigarette? 
Respondents reported their experience with smoking as follows: (1) no never; (2) yes, 
I have tried it; (3) yes, I used to smoke but I have quit; (4) yes, I smoke occasionally 
but not daily; (5) yes, I smoke every day (Tuinstra et al., 1998). Smoking status was 
dichotomised into categories: never/former smoking and current smoking (cut-off 
point 3/4) similarly as Salonna et al. (2008).

Drunkenness was measured by the question: During the last 4 weeks, have you been 
drunk? Respondents reported frequency of being drunk with answers: (1) no, (2) 1-2 
times, (3) 3 times and more. The answers were dichotomised in two categories (cut-
off point 1/2): have not been drunk, have been drunk at least once (Kalina et al., 
2009).

Experience with drug use was measured by the question: Have you ever tried any 
other drugs? There were only two possible answers: yes or no. 
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Physical inactivity was measured by the question: How often do you have physical 
activity per week? Physical activity was defined as a sport activity longer than 20 
minutes; physical education in school was not included. Respondents were asked to 
quantify their frequency of physical activity as (1) never, (2) once a week, (3) at least 
2-3 times a week, (4) every day.  The answers were dichotomised into two categories 
(cut-off point 2/3): lack of physical activity and frequent physical activity, similarly as 
Salonna et al. (2008). 

Social desirability is the tendency of respondents to reply in a manner that will be 
viewed favourably by others. Higher social desirability thus can affect the validity of 
results. It was measured using the Social Desirability Response Set (SDRS-5) (Hays 
et al., 1989). The scale inquires about common situations that people are prone 
to respond to favourably (e.g.: “No matter who I’m talking to, I’m always a good 
listener“). The five items are then rated with a five-point Likert scale (definitely true, 
mostly true, don’t know, mostly false, definitely false). The total score is counted only 
from the extreme answers of each item (scored 1 point), meaning the total score 
ranges from 0 to 5 points, with a higher total score indicating higher levels of socially 
desirable responses. Cronbach’s α for the current sample was 0.53, but the mean 
inter item correlation (MIIC) was 0.19. According to Clark and Watson (1995) and 
Parker et al. (2003), consistency is acceptable if the MIIC is above 0.15.

Statistical analysis 

As first step, we computed baseline statistics (prevalence rates and means) for 
background characteristics and health-endangering behaviours regarding Roma and 
non-Roma adolescents. We tested the statistical significance of differences between 
them by computing chi-square tests for categorical variables and t-tests for continuous 
variables. Next, logistic regression analyses were used to assess whether ethnic 
differences in health-endangering behaviour could be explained by gender, parental 
education and social desirability. Finally, we assessed whether the effects of ethnicity 
differed by gender and by SES, again by using multivariable logistic regression (MLR). 
The latter analyses yielded a statistically significant interaction of gender with ethnicity 
and SES. As a result, we report all logistic regression analyses separately for boys 
and girls. We used three models to explain ethnic differences in health-endangering 
behaviour. Model 1 tested the crude effect of ethnicity on outcome variables; Model 
2 tested the effect of ethnicity and socioeconomic status; and Model 3 contained 
variables of ethnicity, socioeconomic status and social desirability.

All analyses were performed using the statistical software SPSS 14.0 for 
Windows.

Results
Table 4.1 shows that Roma adolescents more frequently have low-educated parents 
than their non-Roma counterparts. This reflects their situation in the general Slovak 
population. 
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Table 4.1 Sociodemographic characteristics and sensitivity for social desirability of the 
Roma and non-Roma samples (numbers and percentages)

Roma  non Roma  
  N=330 % N=722 % p value

Gender    
boys 160 48.5 354 53.2

not significant a

girls 170 51.5 312 46.8
Father's education

elementary 169 54.2 18 2.6

p<0.001 a
apprenticeship 116 37.2 144 21.2
secondary 20 6.4 328 48.2
university 7 2.2 190 27.9

Mother's education
elementary 231 74.3 32 4.6

p<0.001 a
apprenticeship 62 19.9 114 16.5
secondary 16 5.1 340 49.1
university 2 0.6 206 29.8

Parents' highest education
elementary 154 47.8 9 1.3

p<0.001 a
apprenticeship 132 41.0 82 11.6
secondary 28 8.7 338 47.9
university 8 2.5 277 39.2

Social desirability

answered 327 99.1 671
p<0.001 b

 mean (SD) 2.17 (1.29)  1.00 (1.08)

a Chi-square tests
b T-test 

Note: Percentages do not always add up to 100, due to rounding. In the table only valid percentages are presented. Missing cases 

for each variables are as follows: gender 0% Roma, 7.8% non-Roma; father’s education 5.5% Roma, 5.8% non-Roma, mother’s 

education 5.8% Roma, 4.2% non-Roma, Parents’ highest education 2.5% Roma, 2.2% non-Roma, father’s employment status 

10.9% Roma, 10.0 % non-Roma, mother’s employment status 12.7% Roma, 5.5% non-Roma,  social desirability 0.9% Roma, 

7.1% non-Roma.

Prevalence rates of health-endangering behaviours by ethnicity

The prevalence rates of health-endangering behaviour in the samples are presented 
in Table 4.2. Among Roma girls, the prevalence of current smoking, drunkenness and 
experimental drug use is lower, and the prevalence of physical inactivity is higher 
than among non-Roma girls. Among boys, differences between Roma and non-Roma 
were statistically significant only for experience with drug use. Prevalence rates for 
current smoking, drunkenness and physical inactivity did not differ with any statistical 
significance between Roma and non-Roma boys.
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Table 4.2 Health-endangering behaviours of Roma and non-Roma adolescents by gen-
der

  Boys Girls
Roma non-Roma p value Roma non-Roma p value
N (%) N (%)  N (%) N (%)  

Smoking status
current smoking 28 (17.5) 87 (24.9) n.s. a 16 (9.4) 65 (21.0) p<0.001 a

Drunkenness during last 
4 weeks

have been drunk  25 (15.6) 69 (19.9) n.s. a 16 (9.4) 59 (19.2) p<0.01 a

Experience with drug use
yes 4 (2.5) 55 (15.9) p<0.001 a 2 (1.2) 28 (9.1) p<0.001 a

Physical inactivity
 lack of physical activity 32 (20.0) 66 (19.1) n.s. a 101 (59.4) 128 (41.6) p<0.001 a

a Chi-square tests

Note: In the table only valid percentages are presented. Missing cases for each variables are as follows: smoking status  0% Roma, 

1.2% non-Roma; drunkenness during last 4 weeks  0 % Roma, 1.9% non-Roma, experience with drug use  1.2% Roma, 2.1% non-

Roma, physical inactivity  0% Roma, 2.5% non-Roma.

Explaining the effects of variables on health-endangering behaviour 
outcomes

Table 4.3 shows that introduction of the parents’ highest education to the models 
did not affect most ethnic differences in an important way, except for smoking and 
drunkenness among girls. The decrease of the OR’s was relatively large regarding 
smoking experience among girls. On the other hand, it caused a relevant increase of 
the OR’s for binge drinking among both genders.

Including social desirability as a control variable into the analyses did not 
change the OR’s to a substantial degree.

Discussion
Our study shows that Roma ethnicity is associated with lower rates of substance 
abuse, especially among girls. Only physical inactivity rates were higher among Roma 
girls. Differences in parental educational level hardly affect the generally large ethnic 
differences, and sensitivity to social desirability also has hardly any effect. Our results 
contradict previous findings and statements regarding Roma adolescents (Csépe et 
al., 2007; Gourgoulianis et al., 2000; Kósa et al., 2007; Petek et al., 2006; Puporka & 
Zádori, 1999; Ringold et al., 2005; Škarić-Jurić et al., 2007). Social desirability did not 
have a substantial effect on ethnic differences in health-endangering behaviours.

Studies about ethnic disparities in substance use do not show a consistent 
pattern, since ethnic minorities differ regarding their (dis)advantage in health 
behaviour compared to the majority population (Oyefeso & Ghodse, 1998). The 
pattern becomes even more inconsistent when particular substances such as tobacco 
smoking, alcohol consumption or illicit drug use are compared (Rodham et al., 2005).
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Table 4.3 Differences between Roma and non-Roma adolescents by gender regarding 
four health endangering behaviours, crude and after adjustment for highest parental 
educational level (model 2) and additional adjustment for sensitivity to social desir-
ability (model 3)

  
Smoking 

status Drunkenness Experience 
with drug use 

Physical 
inactivity 

BOYS N=474 N=471 N=468 N=472
OR (95% CI) smc OR (95% CI) smc OR (95% CI) smc OR (95% CI) smc

Model 1
Ethnicity 
(Roma vs non-Roma)

0.67 (0.42 - 1.09) 0.80 (0.48 - 1.33) 0.14 (0.05 - 0.39) *** *** 1.02 (0.63 - 1.64)

Model 2
Ethnicity
(Roma vs non-Roma)

0.61 (0.30 - 1.24) 0.83 (0.39 - 1.79) 0.11 (0.03 - 0.42) *** *** 0.68 (0.33 - 1.40)

Parental education 
  elementary education 1 1 1 1

  apprenticeship 1.66 (0.74 - 3.73) 1.15 (0.49 - 2.68) 0.86 (0.16 - 3.95) 1.06 (0.50 - 2.26)

  secondary 1.00 (0.39 - 2.58) 1.26 (0.47 - 3.37) 0.68 (0.14 - 3.21) 0.79 (0.32 - 1.95)

  university 1.26 (0.47 - 3.35) 1.00 (0.35 - 2.84) 0.73 (0.15 - 3.52) 0.43 (0.16 - 1.15)

Model 3
Ethnicity
(Roma vs non-Roma)

0.67 (0.32 - 1.41) 1.03 (0.46 - 2.32) 0.12 (0.03 - 0.46) ** *** 0.62 (0.29 - 1.31)

Parental education 
  elementary education 1 1 1 1

  apprenticeship 1.63 (0.72 - 3.66) 1.10 (0.47 - 2.58) 0.83 (0.18 - 3.87) 1.08 (0.51 - 2.32)

  secondary 0.98 (0.38 - 2.56) 1.24 (0.46 - 3.35) 0.66 (0.14 - 3.17) 0.78 (0.51 - 3.11)
  university 1.25 (0.47 - 3.34) 0.99 (0.34 - 2.84) 0.71 (0.15 - 3.46) 0.43 (0.16 - 1.16)
Social desirability 0.92 (0.75 - 1.12) 0.82 (0.66 - 1.03) 0.94 (0.712 - 1.25) 1.10 (0.90 - 1.34)

GIRLS N=451 N=450 N=449 N=451
OR (95% CI) smc OR (95% CI) smc OR (95% CI) smc OR (95% CI) smc

Model 1
Ethnicity
(Roma vs non-Roma)

0.43 (0.24 - 0.78) 
** ** 0.42 (0.22 - 0.77) 

** ** 0.13 (0.03 - 0.54) 
*** *** 2.20 (1.49 - 3.26) 

*** ***

Model 2
Ethnicity
(Roma vs non-Roma)

0.29 (0.12 - 0.74) 
** * 0.51 (0.20 - 1.35) * 0.10 (0.01 - 0.93) * ** 2.17 (1.15 - 4.09) ** **

Parental education 
  elementary education 1 1 1 1

  apprenticeship 0.82 (0.31 - 2.19) 1.17 (0.40 - 3.41) 0.29 (0.03 - 3.30) 1.02 (0.55 - 1.92)

  secondary 0.56 (0.18 - 1.77) 1.15 (0.34 - 3.97) 0.47 (0.05 - 4.93) 0.96 (0.44 - 2.10)

  university 0.57 (0.18 - 1.85) 1.64 - (0.47 - 5.74) 0.62 (0.06 (6.42) 1.01 (0.45 - 2.28)

Model 3
Ethnicity
(Roma vs non-Roma)

0.29 (0.11 - 0.78) * 0.62 (0.23 - 1.70) * 0.12 (0.01 - 1.19) ** 2.31 (1.17 - 4.54) ** **

Parental education 
  elementary education 1 1 1 1

  apprenticeship 0.82 (0.31 - 2.19) 1.18 (0.40 - 3.45) 0.28 (0.02 - 3.29) 1.03 (0.55 - 1.92)

  secondary 0.56 (0.18 - 1.78) 1.15 (0.33 - 3.94) 0.47 (0.05 - 4.89) 0.96 (0.44 - 2.10)

  university 0.57 (0.18 - 1.85) 1.67 (0.48 - 5.84) 0.62 (0.06 - 6.50) 1.02 (0.45 - 2.30)

 Social desirability 1.00 (0.31 - 2.19)  0.86 (0.68 - 1.10)  0.85 (0.58 - 1.24)  0.95 (0.81 - 1.12)  

p < 0.05, ** p < 0.01, *** p < 0.001
a smc - Significance of model change for  the added variable; Improvement of fit of the model due to the addition of the variable 

concerned (Χ2-test in the case of logistic regression)

Model 1 – ethnicity; Model 2 - ethnicity + parents’ highest education; Model 3 - ethnicity + parents’ highest education + social 

desirability
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One explanation may be that the prevalence rates for substance use among 
ethnically distinct groups depend on social norms, values and beliefs held by group 
members and by the degree of assimilation with the majority’s values (Karlsen et 
al., 1998; Oyefeso & Ghodse, 1998). The Roma population is an ethnic minority 
with its own social norms and values that stay behind the trends in substance use 
of its members. Several studies show that ethnic minorities tend to use substances 
more than the majority population; others show the opposite (Baker et al., 2006). 
Reviewing the literature, the prevalence of substance use seems to be higher among 
white adolescents representing the majority population (Best et al., 2001; De Moor et 
al., 1989; Dotinga, 2005; Ellickson et al., 1996; Karlsen et al., 1998; Ramisetty-Mikler 
et al., 2004; Rodham et al., 2005; Rogers et al., 1997). Karlsen et al. (1998) suggested 
that social forces such as high peer pressure and low familial influence might be more 
salient for substance use initiation and maintenance in non-Roma adolescents. It 
might explain the higher substance use prevalence among non-Roma in our study.

Ethnic categories might overlap with socioeconomic categories, and part of 
the ethnic variability could therefore often be explained by socioeconomic status. 
According to Buka (2002), SES is not a merely a confounder of racial/ethnic disparities 
in health but a part of the causal pathway by which race affects health. Our results do 
not support this idea regarding health behaviour, a fact in contrast with our previous 
findings on the health status of Roma adolescents, which show a significant effect 
of SES on Roma adolescents’ health (Kolarcik et al., 2009). Whereas some previous 
studies on lifestyles in adults have shown that socioeconomic position explains a 
part of the differences between ethnic minorities and the majority group, SES hardly 
contributed to the low substance use among Roma adolescents in our sample (Baker 
et al., 2006; Najman et al., 2006). Less endangering health behaviours among Roma 
adolescents may arise from Roma health beliefs about for instance purity of the body. 
However, the causal pathway should be investigated further because their health 
beliefs might also lead to for instance fatalism which could negatively affect health 
behaviours (Lehti & Mattson, 2001; Petek et al., 2006; Van Cleemput et al., 2007; 
Zeman et al., 2003).

Previous studies reporting high substance use among Roma population 
mostly referred to the adult population (Csépe et al., 2007; Gourgoulianis et al., 2000; 
Petek et al., 2006; Škarić-Jurić et al., 2007). These studies are not directly comparable 
with our study, but they contributed to the positioning of the Roma population as 
susceptible to substance use. This might be true for the adult population, but our 
results show that it does not hold true for young Roma. Studies on substance use 
among Roma pupils or children are very scarce and based on methodologically weak 
surveys on very small samples with limited generalizibility. Additional evidence 
relates to personal experience or the opinions of professionals (Puporka & Zádori, 
1999; Ringold et al., 2005).

The unhealthy diet and a low physical activity of Roma are also frequently 
mentioned in the literature as a potential cause of the higher prevalence of obesity 
among this group, resulting in a higher prevalence of cardiovascular complications in 
adulthood among them (Krajcovicova-Kudlackova et al., 2004; Zsidegh et al., 2007). 
The low physical activity among Roma girls that we found confirms previous findings. 
The lifestyle of Roma adolescents reflects health beliefs of the ethnic group, which 
might affect their attitude toward physical or activities, especially among girls.

Hosper et al. (2007) showed that culturally specific attitudes influence 
participation in physical activities among Turkish and Moroccan women, for instance. 
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Convergence with the majority culture can improve rates of physical activity among 
ethnic minorities (Hosper et al., 2007). Roma are a relatively high excluded ethnic 
minority from Central European societies and better inclusion might improve their 
participation in physical activities. What is questionable is whether such inclusion 
would not increase the prevalence of other health-endangering behaviours already 
more prevalent among non-Roma adolescents.

Strengths and limitations

Although Roma are considered to be a hard-to-reach population, we succeeded in 
collecting data from a considerable sample of Roma adolescents and in achieving 
high response rates among both Roma and non-Roma samples. Another strength was 
the use of standardised outcome measures that are used broadly in a wide range of 
research settings.

A limitation of our study may be that data from Roma were collected via an 
interview (to cope with illiteracy, for example), but that data from non-Roma came via 
self-reported questionnaires. The pros and cons of these two types of data collection 
should thus be considered when interpreting our results, though we excluded social 
desirability as a source of bias by adjusting for it (Bowling, 2005).

Second, our sample was representative for Roma adolescents who live in 
settlements and attend regular schools. This comprises the most substantial part 
of the Roma who live in eastern Slovakia (and as such, Central Europe). Because 
Roma communities vary in terms of regional settlement patterns, integration levels, 
and economic and social development, generalization of our results to other parts 
of Roma adolescents, such as integrated Roma living in cities, should be done with 
caution (Ringold et al., 2005). Differences in health indicators within Roma groups with 
distinct level of integration occur and similar differences may be present in health-
endangering behaviour (Filadelfiová et al., 2007; Vaňo & Mészáros, 2004). Moreover, 
geographical variability in socioeconomic conditions of the Roma population, as well 
as in their culture and history, may be expected, as noted by Ringold et al. (2005). She 
indicated that within regions, the poverty level in a Roma settlement appears to be 
closely connected to that of the living area concerned and with the level of integration 
of the Roma in the local population. Roma who live in segregated settlements in 
deprived regions are significantly worse off than those who live in settlements in 
more developed and economically better-off regions and with a better integration 
(Ringold et al., 2005).

Third, even though our total sample comprised over 1000 respondents, its 
power to detect ethnic differences by gender may be low in some instances. Post-hoc 
power analyses showed that for girls, power ranged from 81 to 97%. For boys it ranged 
from 7 to 100%, being in particular low for physical activity (7%) and drunkenness 
(17%). The latter is due, however, to the small size of the ethnic differences in 
prevalence rates for these outcomes, sample sizes being sufficient to detect relevant 
ethnic differences with reasonable power.

Implications

Our study is one of the first which assesses health-endangering behaviour 
among Roma adolescents compared with their non-Roma counterparts. Its findings 
challenge those of previous studies, implying that they should be confirmed by similarly 
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well-designed replication studies (Kósa et al., 2007; Ringold et al., 2005, Škarić-Jurić 
et al., 2007; Csépe et al., 2007). Based on our findings, the main challenge in health 
promotion among Roma is to maintai n the relatively low substance use among them 
and to promote their physical activity. Moreover, prevention of substance use should 
be targeted more on Roma boys, who seem to behave more riskily than Roma girls 
when compared with non-Roma adolescents. 

Future research should focus on a deeper understanding of the differences in 
health-endangering behaviours between Roma and non-Roma adolescents regarding 
the cultural and wider socioeconomic characteristics that may contribute to them. 
In this research the subgroups of Roma adolescents that were missed by our study 
should also be included. Due to methodological difficulties, Roma are often neglected 
in general studies, and they should be included in wider research on adolescents as 
a subgroup.

Conclusion
In contrast to the scarce evidence, Roma ethnicity proved to be a associated with 
lower rates of substance abuse, especially among girls in samples of Roma and non-
Roma in Slovakia. Only physical inactivity rates were higher among Roma girls. A 
challenge in health promotion among Slovak Roma adolescents is to maintain their 
relatively low substance use while promoting physical activity.
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Abstract
Objectives: Evidence on the psychosocial determinants of health among Roma 
adolescents is completely lacking. Our aim was to compare social support, life 
satisfaction and hopelessness of Slovak Roma and non-Roma adolescents and to 
assess the impact of parental education and social desirability on these differences.
Methods: We conducted a cross-sectional study among Roma from settlements in 
the eastern part of Slovakia (N=330; mean age=14.50; interview) and non-Roma 
adolescents (N=722; mean age=14.86; questionnaire). The effect of ethnicity on 
social support, life satisfaction and hopelessness was analysed using linear regression, 
adjusted for gender, parental education and social desirability.
Results: Roma adolescents reported higher social support from parents, higher life 
satisfaction and higher hopelessness rates. Parental education explained part of the 
ethnic differences, as did social desirability. After adjustment for the aforementioned 
factors, differences by ethnicity remained statistically significant.
Conclusions: Roma adolescents experience higher levels of social support, life 
satisfaction and hopelessness than non-Roma adolescents. Reduction of hopelessness 
feelings while maintaining levels of social support and life satisfaction among Roma 
adolescents should be a topic for both intervention and further research.

Keywords: Roma/Gypsy, ethnicity, social support, life satisfaction, hopelessness
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Introduction
A poorer health of Roma compared to non-Roma or the general population has been 
reported in several studies (Filadelfiová et al., 2007; Hajioff & McKee, 2000; Zeman 
et al., 2003). People with a low socioeconomic status (SES) in general perceive their 
health as poorer, and this association has been shown to be mediated, except specific 
culture and life-style, by a number of psychosocial factors related to their subjective 
well-being such as social support, depression, hopelessness and life satisfaction 
(Proctor et al., 2009). Roma are for the most part very disadvantaged (European 
Union Agency for Fundamental Rights, 2010), and their poorer perceived health 
might thus be due to the same mechanism. In terms of factors in the causal path from 
SE deprivation to poor perceived health, adult Roma are depressed and anxious more 
frequently than the majority population in the UK-based study (Van Cleemput et al., 
2007) and reported more problems with mental health and “feeling low” (Goward et 
al., 2006). Data on contributing factors such as life satisfaction, hopelessness or social 
support is lacking on both Roma adults and adolescents.

Life satisfaction refers to a subjective cognitive evaluation of overall quality 
of life (Diener & Diener, 1995; Proctor et al., 2009); it is directly connected to the 
definition of health as provided by the WHO (2009). It is associated with happiness, 
achievement of a “good life”, and (negatively) with depression (Proctor et al., 2009). 
A review of youth life satisfaction by Proctor et al. (2009) showed that life satisfaction 
among adolescents correlates positively with hope and parental support but 
negatively with smoking, substance use and many other risky behaviours, including 
physical fighting. Evidence on ethnic differences in life satisfaction is ambiguous; with 
some studies reporting clear ethnic differences (Huebner et al., 2004; Lackland, 1998) 
but others reporting only small ethnic differences (Mata, 2002; Proctor et al., 2009).

  Social support can be defined as a feeling that an individual is beloved, 
cared for by and has assistance available from other people and that the individual is 
a part of a supportive social network. These supportive resources can be emotional, 
tangible, informational, or companionship. Social support can be measured as the 
perception that one has assistance available. Evidence indicates its importance as a 
central construct regarding health outcomes (Langford et al., 1997; Turner & Marino, 
1994). In our study we conceptualize perceived social support as the perception that 
the aforementioned types of social support would be available from the supportive 
social network if needed (Manne, 2003). Among both adults and adolescents social 
support is associated with positive health outcomes and negatively associated with 
health endangering behaviour (Almeida et al., 2011; Klineberg et al., 2006). Klineberg 
et al. (2006) and Almeida et al. (2011) report ethnic differences in social support, 
with associations between social support and health characteristics being similar 
across different ethnic groups. Evidence on Roma is completely lacking, but social 
structures among them are generally strong (Goward et al., 2006). Several theories are 
available to explain the positive association of social support and health. Behavioural 
explanations are that social networks influence health behaviour, in part, because 
they “control” our health habits. In psychosocial explanations social support is seen 
as potentially having indirect effects on health through enhanced mental health, by 
reducing the impact of stress, or by fostering a sense of meaning and purpose in life. 
Supportive social ties may trigger physiological sequels (e.g. lowered blood pressure, 
heart rate, etc.) that are beneficial to health and minimize unpleasant arousal that 
instigates risky behaviour (Umberson & Karas Montez, 2010).
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Disadvantaged people are more likely to perceive themselves hopeless 
to change their situation and to improve their quality of life and well-being. Such 
hopelessness is a product of a key belief that the future will yield poor outcomes 
that one cannot influence and that trying to do so is not worthwhile (Farquharson, 
2002). Hopelessness correlates positively with depression, predicts suicidal ideation 
and attempts and psychopathology in general, and is negatively correlated with self-
esteem and social skills (Kashani et al., 1989). Among adolescents, hopelessness is 
associated with higher levels of risky behaviour, violent behaviours and substance use, 
weaker motivation for learning and school activities, thus leading to more problems 
in school functioning and performance, and has links to inadequate problem solving 
skills (Bolland, 2003; Farquharson, 2002).

When sensitive topics, such as hopelessness and the quality of family 
relations, are surveyed, results may be confounded by respondent’s tendency to 
answer in a socially desirable way (van deMortel, 2008). Social desirability reflects 
the tendency on behalf of the subjects to deny socially undesirable traits and to 
claim socially desirable ones, and the tendency to say things which place the speaker 
in a favourable light (Nederhof, 1985). Bardwell and Dimsdale (2001) cited several 
studies that reported ethnic differences in response bias and therefore such bias 
should be considered when assessing psychosocial variables by self-report.

Gender is another factor to be included in analyses of psychosocial 
characteristics as males and females have been shown to differ highly regarding such 
outcomes. E.g. studies on gender differences reported lower life satisfaction among 
girls (Goldbeck et al., 2007), higher hopelessness for boys (Park et al., 2010), and girls 
tend to report higher social support (Pouwelse et al., 2011). Such gender differences 
are likely to occur among Roma as well. 

Disadvantaged living circumstances of Roma and indices of their worse health 
status pose a great challenge for their well-being and psychosocial adjustment. The 
aim of our study was to compare indicators of psychosocial well-being of Roma and 
non-Roma adolescents and to assess the impact of parental education, gender and 
social desirability on these differences.  Practice-based evidence suggests that Roma 
adolescents should differ in the level of reported hopelessness, life satisfaction and 
social support.   If Roma score poorer on these indicators of well-being, this may offer 
an explanation for their poorer health.

Methods

Procedure and respondents

The Roma sample was recruited in small towns and villages in the eastern part of 
Slovakia through elementary/primary schools (from 6-15 years). Schools had to 
meet the following criteria: the number of children aged 13 years or older living in 
Roma settlements (segregated and separated type) was at least 30; the school was 
able to provide 3 or 4 separate rooms where interviews could be conducted without 
disruption; and the school provided an internal list of children suitable for our study 
who could then be randomly chosen and asked to participate in the interview. We 
contacted 22 elementary schools in municipalities in the study area that had separated 
or segregated Roma communities whose children could potentially attend schools. 
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Out of these, 15 fulfilled our criteria and 14 of them were willing to participate. 
We chose respondents randomly from the lists of pupils living in Roma settlements 
prepared by the schools after stratification by gender. Respondents were interviewed 
individually during regular class time by community workers with background in social 
work who had ample experience working with Roma (from 2 to 4 years of community 
work in settlements) and were trained for our study. One hour was scheduled for 
each interview; the interviews lasted between 30 and 65 minutes. The proportion of 
pupils from the Roma settlements in the surveyed schools ranged from 50% to 100%. 
Roma pupils from the requested were not exclusively from 8th and 9th grades, because 
many Roma pupils repeated classes and pupils in requested age were found even in 
5th grade.

According to Salner (2004) the average percentage of Roma pupils in primary 
education is 8.28%. Almost two thirds of Roma pupils repeated at least one grade. 
They are known to have problems with school attendance. This is probably an 
underestimation. Because of protection of personal data legislation, data on ethnic 
background may be collected only on the basis of self-identification. Most Roma pupils 
do not identify themselves as Roma and teachers’ assignment of Roma ethnicity to 
pupils is considered discriminatory and thus not allowed. 

We collected data on Roma and non-Roma in separate towns and villages to 
avoid interference due to the different way of data collection in these two groups. 
Because of the representativeness of both samples, we do not expect this to affect 
the results. Our non-Roma sample was drawn from areas without an obvious Roma 
community in the neighbourhood. This is typical for the vast majority of the majority 
pupils. The non-Roma sample was recruited from elementary/primary schools in 
the same geographical area. We identified 25 such schools in the Košice and Prešov 
regions of eastern Slovakia and contacted a random sample of 15 of them. Out of 
them, 11 schools were willing to participate, though two were excluded because they 
did not have at least one 8th and 9th grade class that had not previously been included 
in a research project of our department. The questionnaires were administered 
during regular class time (45 minutes) by our research assistants, who had training 
and experience. The questionnaire asked the same questions as the structured 
interview in the Roma sample.

The study was approved by the Ethics Committee of the Faculty of Science at 
P.J. Safarik University in Kosice in August 2005. Data were collected in May-June 2007. 
Parents were informed of the study via the school administration and could opt out if 
they disagreed. Participation in the study was fully voluntary and anonymous with no 
explicit incentives provided for participation.

The sample of Roma adolescents consisted of 330 Roma elementary school 
pupils, all of whom lived in Roma settlements (the segregated and separated types) 
in the eastern part of Slovakia, in or near small towns and villages (response: 99.7%). 
The sample comprised 160 boys (48.5%) and 170 girls (51.5%) with ages ranging 
from 12 to 17 years (mean=14.50; SD=1.03). The sample of non-Roma adolescents 
consisted of 722 elementary school pupils attending the 8th and 9th grades (response 
95.9%). The sample comprised 354 boys (53.2%) and 312 (46.8%) girls. Ages ranged 

from 14 to 17 years (mean=14.86; SD=0.63).



59SOCIAL SUPPORT, HOPELESSNESS AND LIFE SATISFACTION

Self-reported health and health risk behaviour of Roma adolescents in Slovakia

Measures

Our questionnaire covered demographic (age, gender) and socioeconomic 
characteristics (father’s and mother’s highest completed education, four levels of 
education were distinguished: elementary education, apprenticeship, secondary 
education with leaving certificate and university education); social desirability; and 
scales surveying perceived social support from the mother, father and significant 
others as well as hopelessness and life satisfaction . All scales were translated from 
the English original to Slovak by means of the forward-backward procedure. 

Perceived social support from the mother, father and significant others was 
measured using adapted items from the ‘Spouse/partner perceived social support’ 
subscale (Turner & Marino, 1994) and the ‘Significant others’ subscale items of 
the Multidimensional Scale of Perceived Social Support (Zimet et al., 1988). Items 
focused on aspects like closeness with respondent, availability for chatting with 
the respondent, expressing worth to the respondent, feeling relaxed when being 
together, being available when needed and confidence in the respondent. Mother’s 
and father’s social support subscales had 6 items each with the following response 
categories (values): fully agree (4), agree (3), disagree (2), fully disagree (1). The 
significant other’s social support subscale had 4 items, with answers ranging from 
very strongly disagree (1) to very strongly agree (7). A higher total score indicates 
a higher level of perceived social support from the person concerned. The internal 
consistencies of the scales were satisfactory: mother (Cronbach’s alpha: Roma 0.74, 
non-Roma 0.86; Mean Inter-item Correlation (MIIC): Roma 0,33, non-Roma 0,51), 
father (Cronbach’s alpha: Roma 0.83, non-Roma 0.92; MIIC: Roma 0,46, non-Roma 
0,66), significant others (Cronbach’s alpha: Roma 0.59, non-Roma 0.81; MIIC: Roma 
0,27, non-Roma 0,52). 

Hopelessness was measured by the brief Hopelessness Scale for Children (Bolland, 
2003), which contains 5 items. The items were: “All I see ahead of me are bad things, 
not good things; There’s no use in really trying to get something I want because I 
probably won’t get it; I might as well give up because I can’t make things better for 
myself; I don’t have good luck now and there’s no reason to think I will when I get older; 
I never get what I want, so it’s dumb to want anything.” Answers were dichotomous 
(values): agree (1), disagree (0). Sum scores varied from 0 to 5 and could be treated 
as a continuous variable. Higher total score indicates a higher level of hopelessness. 
The internal consistency of the scale was satisfactory  (Cronbach’s alpha: Roma 0.59, 
non-Roma 0.75; MIIC: Roma 0,23, non-Roma 0,38).

Life satisfation was measured with the Satisfaction with life scale developed by Diener, 
Emmons, Larsen and Griffin (1985). It is a 5-item measure (examples: The conditions 
of my life are excellent. I am satisfied with my life.) with answers (values) ranging from 
strongly disagree (1) to strongly agree (7). A higher total score indicates higher life 
satisfaction . The internal consistency of the scale was satisfactory (Cronbach’s alpha: 
Roma 0.73, non-Roma 0.89; MIIC: Roma 0,36, non-Roma 0,61).

Social desirability is the tendency of respondents to reply in a manner that will be 
viewed favourably by others. Higher social desirability thus can affect the validity of 
the results. It was measured using the Social Desirability Response Set (SDRS-5) (Hays 
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et al., 1989). The scale inquires about common situations in which people are prone to 
respond favourably (e.g.: “No matter who I’m talking to, I’m always a good listener“). 
The five items are then rated with a five-point Likert scale (definitely true, mostly true, 
don’t know, mostly false, definitely false). The total score is counted only from the 
extreme answers of each item (scored 1 point), with a higher total score indicating a 
higher level of socially desirable responses. Cronbach’s α for the current sample was 
0.53, but the mean inter item correlation was 0.19. According to Briggs and Cheek 
(1986), Clark and Watson (1995) and Parker, Taylor, and Bagby (2003), homogeneity 
of a scale is acceptable if the MIIC is above 0.15 in case of measuring broad constructs 
such as social desirability (Cronbach’s alpha: Roma 0.42, non-Roma 0.44; MIIC: Roma 
0,13, non-Roma 0,14).

Statistical analysis 

As a first step we computed baseline statistics (prevalence rates and means) for the 
background characteristics and psychosocial characteristics of Roma and non-Roma 
adolescents. We tested the statistical significance of the differences between them by 
computing chi-square tests for categorical variables and t-tests for continuous variables. 
Interrelations of continual variables were assessed using Pearson correlation.  Next, 
linear regression analyses were used to assess whether ethnic differences in psychosocial 
characteristics could be explained by gender, SES or social desirability. We used four 
models for the explanation of the ethnic differences in psychosocial characteristics. 
Model 1 tested the crude effect of ethnicity on outcome variables; in Model 2 we added 
gender, in Model 3 SES, and in Model 4 social desirability to the previous variables. In 
addition, we assessed the influence of the individual social supports on ethnicity effect on 
hopelessness and on life satisfaction using linear regression.

All analyses were performed using the statistical software SPSS 16.0 for Windows.

Results
Roma parents are more frequently low-educated than non-Roma (Table 5.1). In general 
this reflects the situation in Slovakia. Table 1 also shows that Roma adolescents reported 
significantly more social support from their mother and from father, more hopelessness, 
and more life satisfaction. Non-Roma adolescents reported more perceived social support 
from significant others. Roma adolescents reported a significantly higher tendency to 
answer in a social desirable way. Table 5.2 presents Pearson correlation coefficients of 
outcome variables.

Our analyses showed that ethnicity had a significant effect on all of the assessed 
outcomes (Model 1). The strongest associations and highest explained variances were found 
for life satisfaction and for social support from the father, the weakest for hopelessness, 
with levels all being higher for Roma (gender adjusted standardised betas from 0.196 to 
0.366 p<0.001) (see Table 5.2). Gender did not affect the ethnicity effect (Model 2). Parental 
educational attainment affected the ethnicity effect in all outcomes except life satisfaction. 
Adjustment for parental education resulted in an increase in the ethnic differences in social 
support from the mother and father but a decrease in the ethnic differences in social support 
from significant others and in hopelessness (Model 3). Finally, social desirability affected the 
size of the ethnic differences for all outcomes except hopelessness. Adjustments for social 
desirability decreased the measured ethnic differences for mother and father social support 
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and life satisfaction but increased the ethnic differences in social support from significant 
others (Model 4). After all adjustments the ethnic differences remained statistically 
significant for all outcomes, with the same position for Roma as in the crude analyses but 
with smaller differences for most outcomes.

Table 5.1. Sociodemographic characteristics (numbers and percentages), psychoso-
cial determinants and sensitivity for social desirability of the Roma and non-Roma 
samples in Eastern part of Slovakia in 2007

categorical variables Roma non Roma Value of 
statistic

 
N=330 % N=722 % p value

Gender
Boys 160 48.5 354 53.2

1.9 a not 
significant aGirls 170 51.5 312 46.8

Father's education
Elementary 169 54.2 18 2.6

499.8 a p<0.001 a
Apprenticeship 116 37.2 144 21.2

Secondary 20 6.4 328 48.2

University 7 2.2 190 27.9

Mother's education
Elementary 231 74.3 32 4.6

603.2 a p<0.001 a
Apprenticeship 62 19.9 114 16.5

Secondary 16 5.1 340 49.1

University 2 0.6 206 29.8

Parents' highest education
Elementary 154 47.8 9 1.3

597.0 a p<0.001 a
Apprenticeship 132 41.0 82 11.6

Secondary 28 8.7 338 47.9

University 8 2.5 277 39.2

continual variables Value of 
statisticMean (SD) Range Mean (SD) Range p value 

Perceived social support     
Mother 21.08 (2.77) 6-24 20.18 (3.37) 6-24 -4.487 b p<0.001 b

Father 20.77 (3.24) 6-24 18.72 (4.57) 6-24 -8.126 b p<0.001 b

Significant other 24.03 (4.07) 4-28 24.60 (3.71) 4-28 2.169 b p<0.05 b

Hopelessness 1.29 (1.35) 0-5 0.73 (1.24) 0-5 -6.436 b p<0.001 b

Life satisfaction 28.79 (6.48) 5-35 23.05 (8.07) 5-35 -11.893 b p<0.001 b

Social Desirability 2.17 (1.29) 0-5 1.00 (1.08) 0-5 -14,159 b p<0.001 b

a Chi-square tests
b T-test

Note: In the table only valid percentages are presented. Missing cases for each variables are as follows: gender 0% Roma, 7.8% 

non-Roma; father’s education 5.5% Roma, 5.8% non-Roma, mother’s education 5.8% Roma, 4.2% non-Roma, Parents’ highest 

education 2.5% Roma, 2.2% non-Roma, father’s employment status 10.9% Roma, 10.0% non-Roma, mother’s employment status 

12.7% Roma, 5.5% non-Roma,  social desirability 0.9% Roma, 7.1% non-Roma.
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Table 5.2 Pearson correlation coefficients of continual variables in our study among 
Roma and non-Roma adolescents in Eastern part of Slovakia in 2007, presented sepa-
rately for ethnic groups

 2 3 4 5 6

Roma

Perceived social support           
Mother (1) 0.51** 0.22** -0.21** 0.38** 0.27**

Father (2) 0.26** -0.12** 0.28** 0.21**

Significant other (3) -0.04 0.05 0.11

Hopelessness (4) -0.15** -0.03

Life satisfaction (5) 0.15**

Social Desirability (6)

non-Roma

Perceived social support           

Mother (1) 0.45** 0.37** -0.22** 0.18** 0.21**

Father (2) 0.28** -0.14** 0.11** 0.13**

Significant other (3) -0.16** 0.11** 0.19**

Hopelessness (4) -0.20** 0.00

Life satisfaction (5) 0.08

Social Desirability (6)           

* p < 0.05, ** p < 0.01, *** p < 0.001
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Finally, adding social support to the already included explanatory variables 
did not affect ethnic differences regarding either hopelessness or lifesatisfaction 
(Table 5.4).

Table 5.4. Additional assessment of social supports from various sources regarding 
the degree to which they influenced the association of ethnicity with hopelessness 
and life satisfaction’: standardised regression coefficients (B), 95% confidence inter-
vals (CI), and change in explained variance of the model because of the adding the 
variable concerned (R2) (data collection: Eastern part of Slovakia in 2007)

Hopelessness Life satisfaction

B (95% CI)
B 

change B (95% CI)
B 

change

M4 Roma ethnicity (adjusted as in M4) 0.35 (0.06 | 0.63)* 0.0% 5.46 (3.72 | 7.21)*** 0.0%

M5 Roma ethnicity (M4, adjusted for 
father social support)

0.40 (0.12 | 0.71)** 5.02 (3.22 | 6.82)***

Roma ethnicity (M4, adjusted for 
mother social support)

0.43 (0.14 | 0.71)** 5.12 (3.39 | 6.84)***

Roma ethnicity (M4, adjusted for 
significant others social support)

0.32 (0.03 | 0.60)* 5.59 (3.84 | 7.34)

* p < 0.05, ** p < 0.01, *** p < 0.001

Note: R2 change = explained variance change of the model compared to the previous model

Discussion
Roma adolescents reported more hopelessness but also more social support from 
their parents and a higher life satisfaction. Parental educational attainment and 
social desirability affected the ethnicity effect in a significant way. Ethnic differences 
in social support, hopelessness and life satisfaction remained significant, however, 
after adjustment for gender, parental education and social desirability. Psychosocial 
determinants of health thus differ by ethnicity, with those differences being partially 
associated with parental education attainment and social desirability.

Our findings confirm those of Lackland (1998) and Huebner et al. (2004), all 
of whom showed differences in life satisfaction between ethnic groups of similar size, 
whereas others (Mata, 2002; Proctor et al., 2009) found only weak relationships. 
Moreover, our finding shows significant ethnic differences among adolescents 
regarding types of social support and hopelessness. This has not been reported 
previously, maybe because these differences have not been examined in any previous 
study. This finding thus requires confirmation by other studies.

The role of parental education attainment in the causal path from ethnicity 
to the outcomes that we assessed is consistent with the available evidence (Mata, 
2002; Turner & Marino, 1994), but in our study parental education attainments, or 
SES, is not a major predictor, as it was in those studies (Mata, 2002; Turner & Marino, 
1994). Ethnicity was the main predictor of the outcomes in our study. SES is often 
an important component of ethnic differences (Reijneveld, 1998), partially because 
research on ethnic differences tends to focus on deprived ethnic groups (Reijneveld, 
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2010). Parental education, as a proxy measure of SES in our study mediated ethnicity 
effect on outcome variables. A similar mediation of SES and Roma health was found 
by Voko et al. (2009) and by Kolarcik et al. (2009) regarding health-endangering 
behaviour.

Moreover, we found social desirability to be a confounder regarding ethnic 
differences, confirming the findings of van de Mortel (2008). Apparently, the 
assessment of sensitivity for social desirability deserves more attention in research on 
ethnicity and health, probably with highly discriminated groups such as Roma being 
particularly sensitive to it (Bardwell & Dimsdale, 2001).

We found different levels of social support among Roma and non-Roma 
adolescents, confirming the findings of Klineberg et al. (2006) who reported 
differences in social support between several ethnic groups. Our results suggest that 
the immediate family provides most support among Roma adolescents, which is in 
line with the evidence of Goward et al. (2006). Among Roma adolescents, parental 
social support was higher even though in general social support from high-educated 
parents tends to be higher (Turner & Marino, 1994), and the Roma parents in the 
study were very low-educated. The high levels of social support and life satisfaction 
among Roma adolescents are also a surprise, because these levels have been shown 
to be rather low among Roma adults (Goward et al., 2006; Van Cleemput et al., 2007). 
Roma obviously have a different relationship with their parents than non-Roma. Their 
relationship is much closer and parents are perceived as caring much. This difference 
might be attributed to the cultural background of Roma. Life satisfaction among Roma 
is related with social support and this can protect them from a negative impact of 
higher hopelessness due their living circumstances. Among non-Roma the relationship 
of social support and life satisfaction is much weaker. Their life satisfaction may be 
affected by other variables out of the scope of our study. 

Interestingly, we found a combination of higher hopelessness and higher life 
satisfaction among Roma adolescents, which contrasts with the findings of Proctor 
et al. (2009) that life satisfaction correlates positively with hope, and also contradicts 
the findings of Chioqueta and Stiles (2007) in which hopelessness tends to correlate 
negatively with psychological buffers. This may be due to Roma adolescents having a 
different perception of sources in living circumstances that affect particular aspects 
of adolescents’ well-being separately, e.g. disadvantage may not be perceived by 
Roma themselves to be so bad as to impact their well-being negatively. A similar 
combination of high hopelessness and high lifesatisfaction was not reported in other 
studies. Higher hopelessness among Roma might be attributed to their disadvantaged 
context, i. e. living in segregated and separated settlements. Disadvantaged people 
are more likely to be hopeless regarding their potential to change their situation and 
to improve their quality of life and well-being (Bolland, 2003; Farquharson, 2002). 
Another explanation of the higher hopelessness among Roma adolescents may be the 
discrimination that Roma face in Europe. According to the EU-MIDIS report (European 
Union Agency for Fundamental Rights, 2010), Roma are the most discriminated group 
in Europe, which might lead to this effect. Roma from settlements might be seen as 
just such an example. Roma deviate from the general picture on the causal pathway 
of SES differences in life satisfaction, social support and hopelessness.

Strengths and limitations

We were successful in recruiting a considerable number of Roma adolescents and 
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in achieving high response rates among both Roma and non-Roma samples, even 
though the Roma population is considered to be a hard-to-reach population. A second 
strength of our study is that we employed only standardised scales and measures that 
have been used frequently in a wide range of research settings.

A limitation of our study may be the different way of data collection among 
Roma and non-Roma sample (interviews vs. questionnaires). This different approach 
might have affected the level of disclosure and could have resulted in higher social 
desirability rate among Roma adolescents (Bowling, 2005). We could adjust for this in 
our analyses, but cannot exclude some bias due to this. Also internal consistency of 
the measures differed between samples. The differences and lower values of internal 
consistency measures might be solved by piloting.

Furthermore, our sample was representative for Roma adolescents who live 
in settlements and attend regular schools. This comprises the most substantial part 
of the Roma living in eastern Slovakia (and as such, Central Europe). Generalisation 
of our findings to other groups of Roma adolescents, such as integrated Roma living 
in cities, should be done with caution, however, because Roma communities vary 
in terms of regional settlement patterns, integration levels, economic and social 
development and health (Filadelfiová et al., 2007). 

Implications

Our findings show a need to address the hopelessness of Roma adolescents, which 
also bears important risks for depression later in life. Moreover, sustaining the levels 
of social support and life satisfaction among Roma adolescents deserves attention as 
well.

Future studies should focus in particular on replicating and explaining the 
combination of high hopelessness and of high life satisfaction and family support that 
we found. Such studies should also consider potential mechanisms that lead to the 
associations between those factors among Roma adolescents that seem to differ from 
those among other groups. Such considerations may significantly add to the evidence 
on both ethnic differences in psychosocial health and on the underlying pathways.

Conclusion
We found significant differences in the levels of social support, life satisfaction and 
hopelessness between Roma and non-Roma adolescents; we found that Roma 
are more hopeless but more satisfied with life and have higher social support 
from parents. Roma ethnicity proved to be a significant predictor of the outcomes 
mediated by parental education attainment and confounded with social desirability. 
Roma adolescents thus seem to be hopeless but also happy with life and beloved by 
their parents.
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Chapter 6

Delinquent and aggressive 
behaviour among Roma and 

non-Roma adolescents in 
Slovakia

P. Kolarcik, A. Madarasova Geckova, S.A. Reijneveld, J.P. van Dijk

Submitted

Abstract
Background: Rates of aggression and delinquency are assumed to be higher among 
Roma and other minorities, but sound evidence of this is lacking. Our aim was to 
assess delinquent and aggressive behaviour among Roma and non-Roma adolescents 
and the effects on ethnic differences of parental education and social desirability.
Methods: We conducted a cross-sectional study among Roma from separated and 
segregated settlements in the eastern part of Slovakia (N=330; mean age=14.50; 
interview) and non-Roma adolescents (N=722; mean age=14.86; questionnaire). 
The effect of ethnicity on antisocial behaviours was analysed using linear regression, 
crude and adjusted for gender, parental education and social desirability.
Results: Roma adolescents reported less delinquent behaviour (B -1.64; 95% 
confidence interval, CI -2.27, -1.00) and physically aggressive behaviour (B -1.52; 
95% CI -2.58, -0.47) than Non-Roma; Roma reported more hostility (B 1.01; 95% CI 
0.06, 1.96). Parental education did not affect the associations in an important way. 
Adjustment for social desirability diminished the ethnic differences in delinquency, 
led to an increase in the differences in hostility, and led to the disappearance of 
differences in physical aggression.
Conclusion: Our findings indicate that Roma, are not that much different from non-
Roma, in terms of antisocial behaviour. Our findings should be confirmed in other 
settings.

Keywords: Roma/Gypsy, ethnicity, adolescents, delinquency, aggression, social desir-
ability



68 CHAPTER 6

P. Kolarcik

Introduction
Juvenile delinquency and aggression constitute a major public health problem due 
to their impact on the health of both the perpetrators and the victims (Krug et al., 
2002; Vermeiren, 2003). Regarding the perpetrators, delinquency and aggression are 
associated with illness, particular psychological disorders (e.g. depression), disability 
and death later in adulthood (Ruchkin et al., 2003; Shepherd et al., 2009). Regarding 
the victims, delinquency and aggression clearly have negative consequences on 
health, well-being and society as a whole (Junger et al., 2007; Krug et al., 2002). The 
public health impact of delinquency and aggression is likely to increase as prevalence 
rates have risen since the 1990s in many countries, including Slovakia (McQuoid, 
1996; Salagaev, 2004; Šúryová, 2001).

Delinquency and aggression are core elements of adolescent antisocial 
behaviour, which mostly seems to develop on two trajectories. The adolescent 
limited type usually begins in early adolescence, peaks in middle adolescence and 
drops significantly with approaching adulthood. The life-course persistent type begins 
earlier, in childhood, and the people concerned are engaged in antisocial behaviour 
at every stage of life (Moffitt, 1993; Powell et al., 2010). Both types of antisocial 
behaviour burden public health, with the heaviest burden being due to the life-course 
persistent type (Ruchkin et al., 2003; Vermeiren, 2003).

Delinquency and aggression are often perceived to be more prevalent among 
minorities (Barnes et al., 2002; Hawkins et al., 2000; Jordan & Freiburger, 2010), an 
example of this being Roma. Roma have been assumed to be highly delinquent and 
aggressive, with high media attention in several CEE countries including Slovakia 
(Brearley, 2001; Kušnierik, 2009; Project on Ethnic Relations, 2000; Terenzani-
Stanková, 2009). According to Šúryová (2001) Roma criminality exceeds the average 
level of criminality of the majority population, but their criminality is mostly driven 
by their bad living conditions. However, reliable statistics on the prevalence of 
adolescent criminality or delinquency among Roma compared with non-Roma do 
not exist. Higher rates of delinquency among ethnic or racial minorities have been 
reported regarding in regard to the USA (Barnes et al., 2002; Hawkins et al., 2000; 
Jordan & Freiburger, 2010). Studies on Blacks, Hispanics and Asians in that country 
show these higher rates to be partially an artefact due to differential risks of arrest 
for crime (Hawkins et al., 2000), sentences being more severe for these minorities 
(Jordan & Freiburger, 2010) and levels of verbal and physical aggression being higher 
than among White counterparts (Kim et al., 2010). Evidence on rates of aggression 
and delinquency obtained via other sources, such as via self-report, may prevent 
these biases.

The aim of our study is to compare self-reported delinquent behaviour 
and aggressive behaviour among Roma and non-Roma adolescents and to assess 
the effects of gender, socioeconomic status and social desirability on differences 
regarding this.
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Methods

Sample and procedure

We obtained information on antisocial behaviours and demographic characteristics 
among Roma and non-Roma adolescents. The Roma sample was recruited via 
elementary schools in small towns and villages in the eastern part of Slovakia which 
met the following criteria: the number of children aged 13 years or older living in 
Roma settlements (segregated and separated type) was at least 30; the school was 
able to provide 3 or 4 separate rooms where interviews could be conducted without 
disruption; and the school made an internal list of children suitable for our study, 
who could then be randomly chosen and asked to participate in the interview. 
We contacted 22 elementary schools in municipalities in the study area that had 
separated or segregated Roma communities whose children could potentially attend 
schools. Fifteen of these schools fulfilled our criteria, but one of them was not willing 
to participate in the study. The other 14 were willing to participate. From the lists 
prepared by the schools of pupils living in Roma settlements, we chose respondents 
randomly while trying to include a similar proportion of boys and girls. Respondents 
were interviewed individually during regular class time by community workers with 
ample experience in working with Roma and who were trained for our study. One 
hour was scheduled for each interview; they lasted between 30 and 65 minutes.

Because non-Roma pupils in schools with higher proportions of pupils 
from Roma settlements might not be representative of all non-Roma adolescents, 
we decided to recruit a non-Roma sample from elementary schools in the same 
geographical area without an evident Roma community in the neighbourhood. We 
identified 25 such schools in the Košice and Prešov regions of eastern Slovakia and 
contacted a random sample of 15 of them. Out of those contacted, 11 schools were 
willing to participate but two of these were excluded because they did not have at 
least one class of 8th and 9th grade that was not included previously in a research 
project of our department. The questionnaires were administered during regular class 
time (45 minutes) by our research assistants, who had both training and experience. 
The questionnaire asked the same questions as the structured interview in the Roma 
sample.

The study was approved by the Ethics Committee of the Faculty of Science at 
P.J. Safarik University in Kosice in August 2005. Data were collected in May-June 2007.  
Parents were informed about the study via the school administration and could opt 
out if they disagreed. Participation in the study was fully voluntary and anonymous 
with no explicit incentives provided for participation.

The sample of Roma adolescents consisted of 330 Roma elementary school 
pupils, all living in Roma settlements (the segregated and separated types) in the 
eastern part of Slovakia, in or near small towns and villages (response: 99.7%). This 
sample comprised 160 boys (48.5%) and 170 girls (51.5%) with ages ranging from 12 
to 17 years (mean 14.50; SD=1.03). The sample of non-Roma adolescents consisted of 
722 elementary school pupils attending the 8th and 9th grades (response 95.9%). This 
sample comprised 354 boys (53.2%) and 312 (46.8%) girls. Ages ranged from 14 to 17 
years (mean 14.86; SD=0.63).
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Measures

Questionnaires covered demographic (age, gender) and parents’ educational level 
(father’s and mother’s highest completed education, with four levels of education 
distinguished: elementary education, apprenticeship, secondary education with a 
leaving certificate, and university education), social desirability, and scales assessing 
delinquent and aggressive behaviour. All scales were translated from the English 
original to Slovak by means of a forward-backward procedure (Beaton et al., 2000; 
Guillemin et al., 1993).

Delinquent behaviour was measured by questions on vandalism, violence and 
crime against property from the short version of the International Self-Reported 
Delinquency study II instrument (ISRD) (Zhang et al., 2000), an instrument which was 
developed by criminologists from 15 western countries. We included 10 items on the 
frequency of making threats with and using weapons, vandalism and stealing. Each 
item has a 5-point answering scale ranging from never (1) to three and more times 
in the last year (5), yielding a total ranging from 10 to 50 points, with higher score 
indicating higher levels of delinquent behaviour. The internal consistency of the scale 
was satisfactory (Cronbach’s alpha: 0.79).

Aggression was measured with the Aggression Questionnaire (Buss & Perry, 1992). 
We used two subscales: physical aggression (9 items) and hostility (8 items). Physical 
aggression involves hurting or harming another, representing the instrumental 
or motor component of the behaviour. Hostility consists of feelings of ill will and 
injustice, representing the cognitive component of the behaviour. Respondents were 
asked to rate each item on a 5-point scale ranging from extremely uncharacteristic for 
me (1) to extremely characteristic for me (5). Total scores were computed and used 
for analyses. They ranged from 9 to 45 for the physical aggression subscale and from 8 
to 40 for the hostility subscale. Higher scores indicate a higher level of aggression. The 
internal consistency of both subscales was satisfactory (Cronbach’s alphas for both: 
0.79).

Social desirability is the tendency of respondents to reply in a manner that will be 
viewed favourably by others. Higher social desirability thus can affect the validity 
of the results. It was measured using the Social Desirability Response Set (SDRS-5) 
(Hays et al., 1989). The scale inquires about common situations in which people are 
prone to respond favourably (e.g.: “No matter who I’m talking to, I’m always a good 
listener“). The five items are then rated with a five-point Likert scale (definitely true, 
mostly true, don’t know, mostly false, definitely false). The total score is counted only 
from the extreme answers of each item (scored 1 point), with a higher total score 
indicating a higher level of socially desirable responses. Cronbach’s α for the current 
sample was 0.53, but the mean inter-item correlation (MIIC) was 0.19. According to 
Clark & Watson (1995) and Parker, Taylor, & Bagby (2003), consistency is acceptable 
if the MIIC is above 0.15.

Statistical analysis

As the first step we computed baseline statistics (prevalence rates and means) for 
the background characteristics and antisocial behaviours of Roma and non-Roma 
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adolescents. We tested the statistical significance of the differences between them by 
using chi-square tests for categorical variables and t-tests and U-tests for continuous 
variables. Next, linear regression analyses were used to assess whether ethnic 
differences existed in delinquency, physical aggression and hostility and whether 
these were affected by gender, socioeconomic status and social desirability. We used 
four models for the explanation of ethnic differences in the outcomes. Model 1 tested 
the crude effect of ethnicity on the outcome variables; in Model 2 we added gender, 
in Model 3 parental education, and in Model 4 social desirability was added.

All analyses were performed using the statistical software SPSS 16.0 for 
Windows.

Results 
Roma parents were more frequently low educated than non-Roma (Table 6.1). In 
general this reflects the situation of Roma in Slovakia and in the CEE region as a whole. 
Table 6.1 also shows that Roma adolescents reported significantly less delinquent 
behaviour and less physical aggression but more hostility and social desirability than 
non-Roma adolescents.

Linear regression analyses show a significant effect of Roma ethnicity (Model 
1, crude effect) on delinquent behaviour, physical aggression and hostility (Table 6.2). 
The effects of ethnicity on delinquency, physical aggression and on hostility remained 
statistically significant after adjustment for gender. Introduction of parents’ highest 
educational level resulted in a decrease of ethnic differences regarding physical 
aggression and in loss of significance of the ethnicity effect on hostility after the same 
adjustment. 

Introduction of social desirability into the model changed the effect estimates 
changed, however. The effect of Roma ethnicity on delinquency decreased remarkably. 
Regarding physical aggression, the direction of the ethnicity effect changed and was 
no longer statistically significant. On the other hand, the effect of Roma ethnicity 
on hostility increased after adjusting for social desirability and gained significance. 
Gender and parental education did not affect the association between ethnicity and 
problematic behaviour outcomes in a crucial way; their effect was rather trivial or 
small. Social desirability proved to be an important confounder of the ethnicity effect 
on antisocial behaviour.



72 CHAPTER 6

P. Kolarcik

Table 6.1: Sociodemographic characteristics, self-reported delinquency, aggression, 
hostility and sensitivity for social desirability among Roma and non-Roma adolescents

Categorical variables Roma non Roma  
N=330 % N=722 % p value

Gender
Boys 160 48.5 354 53.2 not significant a

Father's education
Elementary 169 54.2 18 2.6

p<0.001 aApprenticeship 116 37.2 144 21.2
Secondary 20 6.4 328 48.2
University 7 2.2 190 27.9

Mother's education
Elementary 231 74.3 32 4.6

p<0.001 aApprenticeship 62 19.9 114 16.5
Secondary 16 5.1 340 49.1
University 2 0.6 206 29.8

Parents' highest education
Elementary 154 47.8 9 1.3

p<0.001 aApprenticeship 132 41.0 82 11.6
Secondary 28 8.7 338 47.9
University 8 2.5 277 39.2

Continuous variables
Mean (SD) Mean (SD) p value 

Delinquent Behaviour 11.42 (2.97) 13.00 (5.28) p<0.001 b

Physical Aggression 22.85 (7.80) 24.09 (7.34) p<0.05 b

Hostility 22.96 (7.10) 21.68 (6.57) p<0.05 b

Social Desirability 2.17 (1.29) 1.00 (1.08) p<0.001 c

SD=standard deviation
a Chi-square test
b Mann-Whitney U-test
c Student’s t-test
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Table 6.2: The effects of ethnicity on self-reported delinquency, aggression and hostil-
ity between Roma and non-Roma adolescents adjusted for gender, parental educa-
tional level and social desirability in four models: betas (B) and 95% confidence inter-
vals (CI)

  
Delinquent 
Behaviour

Physical
Aggression Hostility

B (95% CI) B (95% CI) B (95% CI)
Model 1

Roma ethnicity  -1.64 (-2.27 : -1.00) ***  -1.52 (-2.58 : -0.47) ** 1.01 (0.06 : 1.96) *
Model 2

Roma ethnicity  -1.57 (-2.19 : -0.96) ***  -1.42 (-2.41 : -0.43) ** 0.99 (0.04 : 1.93) *
Male gender  2.53 (1.95 : 3.12) *** 5.18 (4.22 : 6.13) ***  -0.90 (-1.82 : 0.01)

Model 3
Roma ethnicity  -1.61 (-2.60 : -0.63) ***  -2.09 (-3.70 : -0.49) ** 0.80 (-0.72 : 2.33)
Male gender 2.54 (1.95 : 3.13) *** 5.18 (4.22 : 6.14) ***  -0.90 (-1.81 : 0.02)
Parents' education
 - elementary 0 0 0
 -apprenticeship -0.22 (-1.20 : 0.77) -0.18 (-1.41 : 1.76) -0.63 (-2.14 : 0.87)
 -secondary -0.20 (-1.42 : 1.03) -0.85 (-2.84 : 1.13) -0.18 (-2.06 : 1.70)
 -university -0.08 (-1.36 : 1.20) -0.75 (-2.84 : 1.35) -0.80 (-2.79 : 1.19)

Model 4
Roma ethnicity  -1.08 (-2.12 : -0.04) *  0.45 (-1.14 : 2.07) 2.43 (0.87 : 3.99) **
Male gender 2.48 (1.90 : 3.07) *** 4.87 (3.95 : 5.78) ***  -1.09 (-1.99 / -0.19) *
Parents' education
 - elementary 0 0 0
 -apprenticeship -0.23 (-1.21 : 0.75) 0.09 (-1.41 : 1.60) -0.69 (-2.16 : 0.77)
 -secondary -0.18 (-1.40 : 1.03) -0.82 (-2.70 : 1.07) -0.25 (-2.09 : 1.58)
 -university -0.04 (-1.32 : 1.24) -0.48 (-2.47 : 1.51) -0.74 (-2.68 : 1.20)

 Social desirability -0.40 (-0.66 : -0.15) ** -1.95 (-2.35 : -1.56) *** -1.31 (-1.70 : -0.92) ***

***p<0.001, ** p<0.01, * p<0.05 

Discussion
The aim of our study was to compare self-reported delinquent behaviour and 
aggressive behaviour among Roma and non-Roma adolescents with regard to the 
effect of gender, socioeconomic status and social desirability on the differences. We 
found that non-Roma adolescents reported more delinquent and physical aggressive 
behaviour than Roma adolescents, but that Roma reported more hostility. Social 
desirability affected these ethnic differences in an important way. Adjustment for 
social desirability diminished the ethnic differences in delinquency and physical 
aggression, with the latter fully disappearing, but increased the differences in hostility.

The finding of less self-reported delinquency and physical aggression among 
Roma compared to non-Roma contradicts previous findings on ethnic differences in 
delinquent behaviour (Barnes et al., 2002; Hawkins et al., 2000; Jordan & Freiburger, 
2010) and the general opinion of Roma being delinquents or criminals, as is frequently 
presented in the media (Brearley, 2001; Kušnierik, 2009; Project on Ethnic Relations, 
2000; Terenzani-Stanková, 2009; Šúryová, 2001). In particular, after adjustment for 
the tendency to respond in a socially acceptable way Roma differ little from non-
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Roma in delinquent behaviour and do not differ at all in physical aggression. This may 
be explained by the fact that a higher sensitivity for social desirability leads to more 
underreporting of delinquent and aggressive behaviours, and that Roma adolescents 
are in general more sensitive for social desirability than non-Roma adolescents. Such 
an influence of social desirability on outcomes between culturally diverse samples 
was also shown by Randal et al. (1993).

In general, the validity of self-reports may differ between the minority and the 
majority group (Hawkins et al., 2000). On the other hand, data collected in routine 
databases such as police crime statistics may be biased towards over-recording 
offences committed by Roma (MacDonald, 2001). The results of our adjustments 
for sensitivity towards social desirability show that the first provides at least some 
explanation, but the latter is likely too, Roma being generally highly discriminated 
against (European Union Agency for Fundamental Rights, 2009). In addition, the 
cultural conceptualisation of antisocial behaviour may differ between Roma and non-
Roma and may thus affect the level of reported antisocial behaviours. 

The higher hostility among Roma might reflect the negative personal 
experience of Roma people when in contact with non-Roma. The European Union 
Agency for Fundamental Rights (2009) reported the Roma as the most discriminated 
against group surveyed by EU-MIDIS. The Hostility subscale consists of resentment 
and suspicion items which might be higher among Roma and thus score higher on the 
hostility subscale (Buss & Perry, 1992).

Strengths and limitations

Strengths of our study are that it was conducted on a Roma sample which is a hard-
to-reach population. We succeeded in recruiting a considerable number of Roma 
adolescents. Also we reached relatively high response rates in both samples. 

Besides these strengths our study also has some limitations. First, adolescents 
most engaged in deviant behaviours may not attend a school (Aebi, 2009), leading to 
an underestimation of differences. Second, self-report tends to underestimate the 
most serious types of delinquency (Aebi, 2009). Finally, we used a different approach 
to collect data among Roma and non-Roma adolescents. This could have led to higher 
levels of social desirability among Roma as disclosure may be lower in an interview 
(Bowling, 2005). Fortunately, we were able to adjust for this but we cannot exclude 
some remaining information bias.

Implications

Our findings refute the public opinion that Roma are highly delinquent and aggressive 
(Kušnierik, 2009; Project on Ethnic Relations, 2000; Terenzani-Stanková, 2009). As 
such, they may contribute to a more valid view of this ethnic group among the general 
public and among policy makers.

Our results show that Roma and non-Roma adolescents are very similar 
regarding the level of reported antisocial behaviours. Thus, interventions aiming at 
prevention of antisocial behaviour should focus on the entire population, but even 
then a different approach may be needed for ethnic minorities such as Roma. Whether 
the latter is the case requires additional study, preferably framed in a longitudinal 
design following Roma and non-Roma from adolescence to early adulthood and 
including qualitative assessments.
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Our survey was conducted in mostly a rural setting, and a survey in an urban 
setting might yield different results as well, rates of delinquency being generally higher 
in urban settings (Salagaev, 2004). Thus our study should be replicated elsewhere, 
also outside the classic Roma settlements, as Roma communities have been shown 
to vary in terms of regional settlement patterns, integration levels, economic and 
social development (Ringold et al., 2005) and health (Filadelfiová et al., 2007; Vaňo & 
Mészáros, 2004).

Conclusion
Delinquent behaviour and physical aggression seem to be reported less frequently by 
Roma adolescents, but this may be mostly due to social desirability. After adjustment 
for social desirability, ethnic differences in delinquent behaviour and physical 
aggression diminished or disappeared, and only hostility appeared to be more 
frequent among Roma adolescents.

Our findings provide a rather new perspective, indicating that Roma, a 
minority group, are not so different from non-Roma, the majority group, in terms of 
antisocial behaviour. Further research on this sensitive topic is needed.
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Chapter 7

Does discrimination affect 
the self-rated health of Roma 

adolescents in Slovakia?
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Abstract
Objectives: According to the EU-MIDIS report on discrimination, Roma are the 
most discriminated against group in Europe. Research suggests that experiencing 
discrimination may itself be detrimental to health. The aim of this paper is to 
investigate whether discrimination, hopelessness and social support contribute to 
differences in self-rated health (SRH) between Roma and non-Roma.
Design: We conducted a cross-sectional study among Roma from separated and 
segregated settlements in the eastern part of Slovakia (N=330; mean age=14.50; 
interview) and non-Roma adolescents (N=722; mean age=14.86; questionnaire); 
only non-missing data were used for analyses (n=759). The effect of ethnicity, 
perceived discrimination, hopelessness and mother and father social support on SRH 
was analysed as crude and adjusted for age, gender, parental education and social 
desirability.
Results: Roma adolescents reported more perceived discrimination, poorer SRH and 
more mother and father social support, hopelessness and social desirability. Roma 
ethnicity, discrimination, hopelessness and mother social support were significant 
predictors of poor SRH. Adjustment for discrimination and hopelessness decreased 
the size of the ethnic differences, while adjustment for social support increased them.
Conclusion: Our study is one of the first on discrimination and health among Roma 
adolescents. Our findings may be interpreted as that perceived discrimination and 
hopelessness mediate a part of the association between Roma ethnicity and poor 
SRH. Mother social support seems to be somewhat protective regarding poor SRH 
among Roma. 

Keywords: Roma, adolescents, discrimination, self-rated health, hopelessness, social 
support, social desirability, mediation, confounding



78 CHAPTER 7

P. Kolarcik

Introduction
According to the EU-MIDIS report on discrimination, Roma are the most discriminated 
against group in Europe, and this may still be an underestimation, as under-reporting 
of discrimination is generally high among Roma (European Union Agency for 
Fundamental Rights, 2009). Stereotypes about and prejudices against Roma highly 
influence their status in society and lead to open and covert discrimination by the 
majority population. Physical attacks by right-wing extremists occur regularly and 
occasionally result in the death of the victim. Discrimination against Roma also 
occurs in institutions (Fundación Secretariado Gitano, 2009). A high percentage of 
Roma reports being discriminated against in health facilities, and research conducted 
among medical providers confirms that many of them hold prejudicial beliefs about 
Roma. The most frequently reported manifestations of discrimination include: general 
practitioners refusing to register Roma clients on their rosters, emergency services 
not responding to calls from Roma communities, health services refusing to treat 
them, as well as verbal abuse, denial of access to medical records and segregation 
into maternity wards of inferior quality (Schaaf, 2010).

Roma are a rather large minority in many Central European countries and 
generally report poorer health than the majority population. Estimates on their 
numbers vary; e.g. for Slovakia, they vary from 89,920 (1.7%) to 750,000, with 
380,000 (7.2%) probably being the best estimate (2001 census) (Filadelfiová et 
al., 2007; Koupilova et al., 2001). Roma adolescents have been shown to perceive 
their health as poorer than non-Roma adolescents (Kolarcik et al., 2009), but the 
mechanisms explaining this finding have not yet been established. One explanation is 
that their poorer perceived health is simply due to their socioeconomic deprivation 
and discrimination (Bartosovic & Hegyi, 2010; Kolarcik et al., 2009; Reijneveld, 2010; 
Schaaf, 2010).

Research suggests that experiencing discrimination is itself detrimental 
to health (Richardson & Norris, 2010). This concerns not just exposure but in 
particular some types of responses to the exposure seem which seem to have health 
consequences (Richardson & Norris, 2010). The association between discrimination 
and health may occur through the mechanisms of stress responses and health 
behaviours. The perception of discrimination is related to increased physiological stress 
responses, more negative psychological stress responses and increased participation 
in unhealthy behaviours (Pascoe & Richman, 2009). The negative association between 
discrimination and health was shown in several studies (D’Anna et al., 2010; Schulz 
et al., 2006; Todorova et al., 2010; Williams et al., 2008). 

The poor health of Roma might also be due to factors other than 
discrimination, such as their on average lower socioeconomic status (SES) compared 
to the general population (Filadelfiová et al., 2007). People with low SES in general 
perceive their health as poorer, and this association has been shown to be mediated 
by a number of psychosocial factors such as social support, depression, hopelessness 
and life satisfaction (Huurre et al., 2003; Link & Phelan, 1995; Panzarella et al., 2006; 
Proctor et al., 2009; Roxburgh, 2009; Stansfeld et al., 1998). Given the mostly low SES 
of Roma, this offers a rather likely explanation for their poor health as well.

In contrast to low SES, social support has a positive relation to health, but it 
is unknown how this association operates in Roma (Klineberg et al., 2006). Among 
both adults and adolescents, social support – i.e. resources provided by other people, 
such as various social networks and relationships (Klineberg et al., 2006; Zimet et al., 
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1988) – is associated with positive health outcomes and the avoidance of risk-taking 
behaviour (Klineberg et al., 2006). Klineberg et al. (2006) report ethnic differences in 
social support, with associations between social support and health characteristics 
being similar across different ethnic groups (Whitfield et al., 2003). Evidence on Roma 
is completely lacking, but social structures among them are generally strong (Goward 
et al., 2006). 

Another factor affecting the health of Roma might be hopelessness. In general, 
disadvantaged people are more likely to perceive themselves as hopeless to change 
their situation and to improve their quality of life and well-being (Farquharson, 2002). 
Such beliefs have a negative effect on health. Hopelessness correlates positively with 
depression, predicts suicidal ideation and attempts and psychopathology in general, 
and is negatively correlated with self-esteem and social skills (Kashani et al., 1989; 
Kazdin et al., 1986). Hudson, Banks et al. (Banks et al., 2008) found that increased 
levels of hope were strongly related to reporting fewer depressive symptoms when 
respondents reported discrimination than among those with lower levels of hope. All 
in all, perceived discrimination obviously acts as a health-risk factor, and its negative 
effect might be buffered by a potential health-protective factor such as social support 
or magnified by the negative health effect of hopelessness. 

When a sensitive topic is surveyed, and perceived discrimination might be 
considered as such a topic, results may be confounded by a respondent’s tendency 
to answer in a socially desirable way (van deMortel, 2008). Social desirability reflects 
the tendency on behalf of the subjects to deny socially undesirable traits and to claim 
socially desirable ones, and the tendency to say things which place the speaker in 
a favourable light (Nederhof, 1985). Bardwell and Dimsdale (2001) have summarised 
several studies that reported ethnic differences in response bias. Therefore, such bias 
should be considered when assessing psychosocial variables by self-report.

As evidence on the role of discrimination, hopelessness and social support in 
regard to health is completely lacking for Roma, the aim of this paper was to investigate 
how discrimination, hopelessness and social support contribute to differences in self-
rated health between Roma and non-Roma.

Methods

Sample and procedure

We obtained information on perceived discrimination, self-rated health, hopelessness, 
parental social support, social desirability and demographic characteristics among 
Roma and non-Roma adolescents. The Roma sample was recruited via elementary 
schools in small towns and villages in the eastern part of Slovakia which met the 
following criteria: the number of children aged 13 years or older living in Roma 
settlements (segregated and separated type) was at least 30; the school was able 
to provide 3 or 4 separate rooms where interviews could be conducted without 
disruption; and the school made an internal list of children suitable for our study, 
who could then be randomly chosen and asked to participate in the interview. We 
contacted 22 elementary schools in municipalities in the study area that had separated 
or segregated communities of Roma whose children could potentially attend the 
schools. Out of these, 15 met our criteria, though one was not willing to participate. 
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From the lists of pupils living in Roma settlements prepared by the remaining 14 
schools, we randomly chose respondents while trying to include a similar proportion 
of boys and girls. Respondents were interviewed individually during regular class 
time by community workers who had ample experience in working with Roma and 
were trained for our study. One hour was scheduled for each interview; they lasted 
between 30 and 65 minutes. 

Because non-Roma pupils in schools with higher proportions of pupils from 
Roma settlements might not be representative of all non-Roma adolescents, we decided 
to recruit a non-Roma sample from elementary schools in the same geographical area 
without an evident Roma community in the neighbourhood. We identified 25 such 
schools in the Košice and Prešov regions of eastern Slovakia and contacted a random 
sample of 15 of them. Of these, 11 schools were willing to participate, but two were 
excluded because they did not have at least one class of 8th and 9th grade that had not 
been previously included in a research project of our department. The questionnaires 
were administered during regular class time (45 minutes) by our research assistants, 
who had training and experience. The questionnaire asked the same questions as the 
structured interview in the Roma sample.

The study was approved by the Ethics Committee of the Faculty of Science at 
Safarik University. Data were collected in May-June 2007. Parents were informed of the 
study via the school administration and could opt out if they disagreed. Participation 
in the study was fully voluntary and anonymous, with no explicit incentives provided 
for participation.

The sample of Roma adolescents consisted of 330 Roma elementary school 
pupils, all living in Roma settlements (the segregated and separated types) in the 
eastern part of Slovakia, in or near small towns and villages (response: 99.7%). It 
comprised 160 boys (48.5%) and 170 girls (51.5%), with ages ranging from 12 to 17 
years (mean 14.50; SD=1.03). The sample of non-Roma adolescents consisted of 
722 elementary school pupils attending the 8th and 9th grades (response 95.9%). It 
comprised 354 boys (53.2%) and 312 (46.8%) girls. Ages ranged from 14 to 17 years 

(mean 14.86; SD=0.63).

Measures

Questionnaires covered demographic (age, gender) and socioeconomic characteristics 
(father’s and mother’s highest completed education; four levels of education were 
distinguished: elementary education, apprenticeship, secondary education (with 
leaving certificate) and university education), one item assessing self-rated health, 
and scales for social desirability, perceived social support from mother and father, 
hopelessness and one item for perceived discrimination. All scales and items were 
translated from the English original to Slovak by means of a forward-backward 
procedure (Beaton et al., 2000; Guillemin et al., 1993).

Perceived discrimination was measured using an item adopted from the ISRD 
questionnaire (Zhang et al., 2000): “Have people ever treated you badly because of 
your religion or the language you speak, or the colour of your skin?” with a four-
point scale ((1) No, never, (2) Once, (3) Sometimes, (4) Often). Responses were 
dichotomised into: No, Never (0) and at least once (1).

Self-rated health (SRH) was measured with one item from the SF-36 questionnaire 
(Ware & Sherbourne, 1992). Respondents were asked to assess their health (In 
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general, would you say your health is:) as (1) excellent, (2) very good, (3) good, (4) fairly 
good or (5) bad. The last three responses were merged into one category according to 
the dichotomisation used by Geckova, van Dijk, Zezula, Tuinstra, Groothoff and Post 
(2004), because the standard dichotomisation resulted in unbalanced categories. The 
use of a different cut-off led to very similar results. This measure is widely used in 
health studies as an indicator of general health status, because it is a good predictor 
of mortality and morbidity (Matthews et al., 1999; Sadava et al., 2000).

Perceived social support from the mother, father and significant others was 
measured using adapted items from the ‘Spouse/partner perceived social support’ 
subscale (Turner & Marino, 1994) and the ‘Significant others’ subscale items of the 
Multidimensional Scale of Perceived Social Support (Blumenthal et al., 1987; Zimet 
et al., 1988). Items focused on aspects like closeness with the respondent, availability 
for chatting with the respondent, expressing worth to the respondent, feeling relaxed 
when together, being available when needed and confidence in the respondent. 
Mother’s and father’s social support subscales had 6 items, each with the following 
response categories (values): fully agree (4), agree (3), disagree (2), fully disagree (1). 
The significant other’s social support subscale had 4 items, with answers ranging from 
very strongly disagree (1) to very strongly agree (7). A higher total score indicates 
a higher level of perceived social support from the person concerned. The internal 
consistencies of the scales were satisfactory: mother (Cronbach’s alpha: 0.83), father 
(0.91), significant others (0.73). 

Hopelessness was measured by the brief Hopelessness Scale for Children (Bolland, 
2003), which contains 5 items from the longer version of Kazdin et al. (1983). The 
items were: “All I see ahead of me are bad things, not good things; There’s no use in 
really trying to get something I want because I probably won’t get it; I might as well 
give up because I can’t make things better for myself; I don’t have good luck now and 
there’s no reason to think I will when I get older; I never get what I want, so it’s dumb 
to want anything.” Answers were dichotomous (values): agree (1), disagree (0), with 
a higher total score indicating a higher level of hopelessness. The internal consistency 
of the scale was satisfactory (Cronbach’s alpha: 0.70). 

Social desirability is the tendency of respondents to reply in a manner that will be 
viewed favourably by others. Higher social desirability thus can affect the validity of 
results. It was measured using the Social Desirability Response Set (SDRS-5) (Hays et 
al., 1989). The scale inquires about common situations in which people are prone to 
respond favourably (e.g.: “No matter who I’m talking to, I’m always a good listener“). 
The five items are then rated with a five-point Likert scale (definitely true, mostly true, 
don’t know, mostly false, definitely false). The total score is counted only from the 
extreme answers of each item (scored 1 point), with a higher total score indicating 
a higher level of socially desirable responses. Cronbach’s α for the current sample 
was 0.53, but the mean inter-item correlation (MIIC) was 0.19. According to Clark & 
Watson (1995) and Parker, Taylor, & Bagby (2003), consistency is acceptable if the 

MIIC is above 0.15.

Statistical analysis

From the total number of 1052 respondents we have excluded respondents who had 
missing answers for at least one of the assessed variables (ethnicity, age, gender, 
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mother and father social support, hopelessness, discrimination, social desirability). 
First, we described the samples. Then, the association of ethnicity with (poor) SRH 
and the way in which discrimination, hopelessness, social support, SES (highest 
parental education) and social desirability affected this association was assessed 
using logistic regression (Table 2). As a first step, the crude associations of ethnicity, 
discrimination, hopelessness, social support and confounding variables (age, gender, 
parental education, social desirability) with SRH were assessed (Model 1). Next, we 
adjusted each single crude effect of the independent variables on SRH for age, gender, 
parental education and social desirability (Model 2). Third, we assessed the effect of 
ethnicity after consecutively adding discrimination (Model 3), hopelessness (Model 4) 
and mother’s and father’s social support (Model 5). A Sobel test was used to assess 
the mediating effect of discrimination, hopelessness and social supports. All analyses 
were performed using the statistical software SPSS 16.0 for Windows and the Sobel 
test was calculated via www.danielsoper.com.

Results
The final sample is made up of 759 adolescents, of which non-Roma N=459 (60.5%; 
234 boys=51.0% and 225 girls=49.0%) and Roma N=300 (39.5%; 147 boys=49.0%, 
153 and girls=51.0%). Basic descriptive statistics of the sample are presented and 
compared in Table 7.1.

Roma adolescents reported more perceived discrimination, poorer SRH as 
well as more mother’s and father’s social support, more hopelessness and more 
social desirability (Table 7.1). Roma came from families with parents mostly with 
elementary education, which reflects the poor educational level among this minority 
and their lower socioeconomic status. 

Logistic regression showed that Roma ethnicity was a significant predictor 
of poor SRH, crude and also after adjustment for potential confounders. Statistically 
significant crude associations with SRH were also found for discrimination, 
hopelessness and mother’s social support (Table 7.2). 

The combined effect of ethnicity, discrimination and confounders assessed in 
Model 3 led to a decrease in the ethnicity effect on SRH of about one-third. A similar 
decrease in the ethnicity effect was observed after inclusion of hopelessness into the 
model (Model 4). The introduction of mother’s and father’s social support into the 
model increased the OR of the ethnicity effect (Model 5). Changes in the ethnicity 
effect on SRH after inclusion of the explaining variables suggest their mediating role. 
Discrimination, hopelessness and mother’s social support all mediated, as shown by 
the Sobel test (SB 4.39***; 5.43*** and -2.40*, respectively).
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Table 7.1: Sociodemographic characteristics, self-rated health, discrimination, social 
supports, hopelessness and sensitivity for social desirability of the Roma and non-
Roma samples (numbers, percentages, and p-values for differences between the two 
groups)

Categorical variables
Roma

(N=300)
Non-Roma 

(N=459)  
N % N % p value

Gender not significant a

Boys 147 49.0 234 51.0
Father's educational level p<0.001 a

Elementary 154 51.3 8 1.7
Apprenticeship 112 37.3 86 18.7
Secondary 20 6.7 22 47.9
University 7 2.3 136 29.6

Mother's educational level p<0.001 a

Elementary 215 71.7 19 4.1
Apprenticeship 58 19.3 68 14.4
Secondary 16 5.3 222 48.4
University 2 0.7 143 31.2

Parents' highest educational 
level

p<0.001 a

Elementary 137 45.7 5 1.1
Apprenticeship 127 42.3 47 10.2
Secondary 28 9.3 217 47.3
University 8 2.7 190 41.4

Poor self-rated health 152 50.7 102 22.2 p<0.001 a

Discrimination 93 31.0 42 9.2 p<0.001 a

Continual variables
Mean (SD) Mean (SD)

Age 14.5 (SD 1.0) 14.8 (SD 0.6) p<0.001 b

Social Desirability 2.2 (SD 1.3) 1.0 (SD 1.1) p<0.001 c

Hopelessness 1.2 (SD 1.3) 0.7 (SD 1.2) p<0.001 c

Mother’s social support 21.2 (SD 2.6) 20.3 (SD 3.2) p<0.001 c

Father’s social support 20.8 (SD 3.2) 18.9 (SD 4.4) p<0.001 c

a Chi-square tests; b Student’s t-test; c Mann-Whitney U-test

SD-standard deviation
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Discussion
Our aim was to assess how discrimination, hopelessness and social support were 
associated with differences in SRH among Roma and non-Roma. Our results indicate 
that the assessed variables, except father’s social support, are significantly related to 
poor SRH. Roma ethnicity, hopelessness and higher perceived discrimination were 
the main predictors of poor SRH even after controlling for possible confounders. 
Roma ethnicity, higher hopelessness and perceived discrimination predict worse SRH, 
and higher mother’s social support relates to better SRH among the respondents. 
Parental education and social desirability are possible confounders of the assessed 
associations. Further analysis revealed that discrimination, hopelessness and mother’s 
social support were mediators of the ethnicity effect on health. Discrimination and 
hopelessness supported the negative effect of Roma ethnicity on SRH. Mother’s social 
support decreased the negative impact of the ethnicity effect on SRH and might thus 
act as a potential protective factor.

Our results support previous findings that perceived discrimination is 
associated with poorer SRH (D’Anna et al., 2010; Schulz et al., 2006; Todorova et 
al., 2010; Williams et al., 2008). But from the simple association of discrimination 
with health we have also shown a more detailed picture of the role of discrimination 
in ethnicity vs. the health association path with potential confounding and other 
mediating variables. The mediating role of social support was reported by Salonna et 
al. (Salonna et al., 2011)

Being Roma in our sample implies worse self-reported health, but this health 
is even worse when the Roma respondent reported being discriminated against. 
Similarly, hopelessness aggravated worse health even further. On the other hand, 
mother’s social support can compensate for the negative effect of ethnicity on health 
mediated by discrimination and hopelessness. The role of mother’s social support 
suggests that even the difficult living conditions represented by being Roma, living 
in a Roma settlement, being discriminated against and feeling hopeless, might by 
compensated for by a warm relationship with the mother (Cederblad et al., 1994). The 
buffer effect of social support against the negative effect of perceived discrimination 
was reported by Ajrouch et al. (2010). What’s interesting is that mother’s social 
support seems to be a more important factor than father’s social support in promoting 
better health.

Hopelessness appeared to be a very influential factor related to adolescents’ 
health. The higher the hopelessness, the worse the health of the adolescent is. The 
connection of hopelessness with worse well-being and depression is already known 
(Banks et al., 2008; Farquharson, 2002), and our study expands on the detrimental 
effect of hopelessness on SRH among adolescents, especially Roma adolescents, 
in whom the level of hopelessness is much higher compared with non-Roma 
counterparts. Our data also showed that the impact of hopelessness on SRH is bigger 
than the impact of perceived discrimination.

The worse SRH of Roma adolescents compared with their non-Roma 
counterparts might be partially attributed to their perceived discrimination and 
higher hopelessness, but these two factors do not explain the entire variability of 
their health. Another very important factor which affects their health status might be 
the low education attainment of Roma parents and low SES widely prevalent among 
Roma living in settlements (Kolarcik et al., 2009). When evaluating the effect of 
several factors relevant for SRH, like discrimination, hopelessness and social support, 
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parental education or other indicators of SES have to be taken into account, because, 
as our study has shown, every one of them plays an important role in the ethnicity–
health relation. Also, there might be other factors related to Roma ethnicity, or their 
culture and habits, which might impact their health and which were not measured in 
our study and might confound associations, as parental education did.

Strengths and limitations

Our study was conducted on a Roma sample, which is a hard-to-reach population. 
We succeeded in recruiting a considerable number of Roma adolescents. In addition, 
we achieved a relatively high response rates in both samples. Due to the selection of 
participants with non-missing variables, the sample size was reduced, but the size was 
still large enough to perform all analyses with no impact on validity.

Besides these strengths, our study also has some limitations. We used only a 
single item measure of perceived discrimination, resulting in findings that reflecting 
a general perception of discrimination, which might differ from a measurement 
mapping experiences with specific discrimination (Madarasova Geckova et al., 
2010); nevertheless, some studies have confirmed that the subjective experience 
of discrimination may affect health, regardless of the objectivity of such reporting 
(Paradies, 2006a; Paradies, 2006b). Finally, we used a different approach to collect 
data from Roma than from non-Roma adolescents. This could have led to higher 
levels of social desirability among Roma, as disclosure may be lower in an interview 
(Bowling, 2005). Fortunately, we were able to adjust for this, but we cannot exclude 
some remaining information bias.

Discrimination among Roma is a frequently discussed topic without objective 
and valid data. Our study brings fresh insights and an assessment of perceived 
discrimination among Roma adolescents compared with non-Roma adolescents.

Implications

Since we found the worse health among Roma adolescents in comparison with 
the majority population might be partially explained by higher exposure to 
perceived discrimination and hopelessness, interventions aiming to counteract such 
discrimination are justified. One place to start could be balancing the negative image 
of Roma in media with a positive one and with education of the non-Roma population 
about the Roma with intention of replacing various stereotypes and superstitions. 
Roma adolescents also reported having strong parental support with a protective 
effect on their self-rated health. This should be maintained and developed in cultural 
frameworks of this ethnic minority group.

Roma may avoid health services because they have experienced or heard 
about discrimination in health care settings. A few negative interactions can have a 
ripple effect in the community, as experiences are told and retold to others (Schaaf, 
2010). Roma community health assistants seem to be an appropriate intervention 
operating within cultural frameworks and capable of counteracting prejudices 
between the Roma and non-Roma populations. Unfortunately, this intervention is 
applied on an irregular basis and in a very small proportion. Only 0.6 Roma health 
mediators per 10,000 Roma are employed in Slovakia (Open Society Institute, 2011). 
A sustainable solution to the problem of community workers is crucial for better 

health of the Roma.
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Conclusion
Roma ethnicity, perceived discrimination and hopelessness were the main predictors 
of poor self-rated health even after controlling for parental education and social 
desirability. As anticipated, perceived discrimination, like hopelessness, is a contributing 
factor for poor self-rated health. Parental social support also contributes to the effect 
on SRH, but in the opposite direction than discrimination and hopelessness, and thus 
protects against worse SRH. Perceived discrimination, hopelessness and mother’s 
social support are mediators of the ethnicity-health association. Our study presents 
one of the first findings about discrimination and health among Roma adolescents 
and explores potential protective and risk factors in such an association, providing 
important clues to improving their health.
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Chapter 8

Discussion

This study was conducted to assess the health outcomes of Roma adolescents living 
in segregated or separated Roma settlements, i.e. in very poor living conditions. The 
study focused on the differences in health and health-endangering behaviour among 
Roma and non-Roma adolescents and on the mediating role of the parental highest 
educational level and discrimination, social support and hopelessness. It was carried 
out in a hard to reach population, leading to several methodological challenges. Our 
study showed quite large differences between Roma and non-Roma adolescents 
regarding health, well-being and health behaviours, but also in several aspects a 
better situation for Roma than the findings of previous research had suggested.  

In this final chapter, we summarise the answers to each RQ and discuss how 
our findings compare to the available evidence on Roma and how these findings could 
be interpreted. Next, we pay extensive attention to the strengths and limitations 
of our approach towards this hard-to-reach group and on the implications of our 
findings. At the end, we provide some conclusions on Roma health and the role of SES 
regarding Roma health. 

8.1 Main findings

Research question 1 (Chapter 3):

Do Roma adolescents differ in self-rated health, health complaints, accidents and 
injuries during the last 12 months, healthcare utilisation during the last 12 months 
and mental health, from non-Roma adolescents? What is the impact of parental 
education on this association?
Roma adolescents reported poorer self-rated health, more accidents and injuries 
during the past year and more frequent use of healthcare during the past year, though 
fewer health complaints. Furthermore, they reported more prosocial behaviour on the 
SDQ than non-Roma. No differences appeared in SDQ total difficulties. Socioeconomic 
status decreased the association of ethnicity with health outcomes. Adjustment for 
social desirability had a significant effect on the differences for all outcomes, except 
for accidents and injuries during the past year.

Research question 2 (Chapter 4):

Do Roma adolescents differ in health-endangering behaviours (smoking, alcohol 
consumption, drug use, physical inactivity) from non-Roma adolescents?
We found differences among Roma and non-Roma adolescents in health-endangering 
behaviours, and a significant interaction with the gender of the adolescents. Among 
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girls, Roma adolescents had lower rates of smoking, drunkenness and drug use than 
non-Roma, but higher rates of physical inactivity. Among boys, drug use was less 
frequent among Roma adolescents; differences for the other health-endangering 
behaviours were small and statistically insignificant. The effects of parental education 
and social desirability were small.

Research question 3 (Chapter 5):

Do Roma adolescents differ in psychosocial determinants of health (social support, 
hopelessness, life satisfaction) from non-Roma adolescents?
Roma adolescents reported higher social support from parents, higher life satisfaction 
and higher hopelessness rates. Parental education explained a part of the ethnic 
differences, as did social desirability. After adjustment for the aforementioned factors, 
differences by ethnicity remained statistically significant.

Research question 4 (Chapter 6):

Do Roma adolescents differ in self-reported delinquent and aggressive behaviours 
from non-Roma adolescents?
Roma adolescents reported less delinquency and physical aggression and more 
hostility than non-Roma. Parental education did not affect the associations in an 
important way. Adjustment for social desirability diminished the ethnic differences 
in delinquency, increased the differences in hostility and led to the disappearance of 
differences in physical aggression. Our findings indicate that Roma adolescents are 
not that much different from non-Roma in terms of antisocial behaviour.

Research question 5 (Chapter 7):

What is the role of discrimination, hopelessness and social support in contribution to 
differences in self-rated health between Roma and non-Roma?
Roma adolescents reported more perceived discrimination, poorer SRH, and more 
mother and father social support, hopelessness and social desirability. Roma ethnicity, 
discrimination, hopelessness and mother social support were significant predictors of 
poor SRH as crude and adjusted effects. Discrimination and hopelessness decreased 
the ethnicity effect, and social supports increased it after inclusion into the model, 
demonstrating their confounding role in the models.

8.2 Discussion of the main findings
The main findings will be discussed within the framework of the general aims 
formulated in Chapter 1. Firstly, we will focus on the most important findings on Roma 
health and health-endangering behaviour and connect them with existing knowledge. 
Secondly, we will point out the role of parental highest educational attainment as 
an indicator of the SES of adolescents and its impact on their health. Thirdly, we 
will discuss the role of discrimination, hopelessness and social support as elements 
of the mediating path from ethnicity to adolescents’ health. Next, we will evaluate 
social desirability in our study and its effect on health. Finally, we will deal with the 
strengths and limitations of the study and present implications for practice and for 
further research.
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8.2.1 Roma adolescents’ health and health-endangering behaviours

The present thesis focused on health (in the broader sense of meaning) of Roma 
adolescents living in segregated or separated Roma settlements and implicitly coming 
from poor living conditions. Most of our findings on these Roma adolescents are 
genuinely new, evidence on this group being very scarce overall, and the scarcely 
available evidence generally being of poor quality. The primary methodological 
problems of previous studies concern their small sample sizes, unspecified sampling 
strategies, use of non-standardised measuring instruments, the lack of a good 
comparison group, etc. In contrast, our study was based on a large sample, sampled 
a clearly defined population, used standardised instruments, employed a comparable 
comparison group. Even then, comments can still be made and the methodological 
quality could likely be further improved; those aspects will be discussed in the section 
on strengths and limitations. In this paragraph, we will contrast our findings to what 
was already known and will provide potential explanations for the contrasting and 
new findings of our study.

We found that the self-reported health status of Roma adolescents is worse 
than that of non-Roma adolescents. This finding echoed the worse health of Roma 
adults reported in previous studies (Filadelfiová et al., 2007; Hajioff & McKee, 
2000; Koupilova et al., 2001; Kósa et al., 2007; Parry et al., 2007; Ringold et al., 
2005; Van Cleemput et al., 2007; Zeman et al., 2003). Concerning mental health, 
Roma adolescents did not report difficulties more frequently than their non-Roma 
counterparts did. This might reflect an absence of real differences in mental health 
or it might simply reflect a phenomenon reported by Wiegersma et al. (2011), 
who found that asylum-seeking youth assessed their own problems on the SDQ in 
a different way than their parents and teachers did. The self-report mental health 
showed no differences with indigenous Dutch youth, whereas the other informants 
indeed reported more problems.

The worse self-reported health status of Roma adolescents may reflect the 
worse living conditions and poor health literacy of the Roma respondents who live 
in segregated or separated conditions. In a WHO report on Roma health, Schaaf 
(2010) stated that surveys on health literacy show that the excluded Roma have 
less knowledge about health. Due to the low standards of living and generally low 
health literacy within poor Roma communities, some Roma do not seek adequate 
preventive care. As a result of limited access to health care and poor awareness of 
health, Roma suffer much more from preventable illnesses, and because of past 
negative experiences, Roma may also choose not to access health services anyway. 
A high percentage of Roma report having experienced discrimination in health 
facilities, and research conducted among medical providers confirms that many 
do hold prejudicial beliefs about Roma (Schaaf, 2010). Perceived barriers in access 
to health care providers have been found to explain the worse self-rated health of 
Roma (Jarcuska et al., sumbitted). Alternatively, the worse self-reported health status 
of Roma adolescents may be a spurious finding, a point that we will discuss in the 
subsection on strengths and limitations. 

Self-reported health-endangering behaviour such as substance use and 
physical inactivity is less prevalent among Roma respondents. Roma girls in particular 
reported much less substance use than non-Roma girls did. This finding contradicts 
those of previous studies that reported higher substance use among Roma (Ringold et 
al., 2005). Regarding ethnic differences in substance use in general, it is important to 
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note that ethnic disparities in substance use do not show a consistent pattern. Ethnic 
minorities differed regarding their (dis)advantage in health behaviours compared with 
the majority population. The pattern was even more inconsistent regarding specific 
substances such as tobacco smoking, alcohol consumption or illicit drug use (Rodham 
et al., 2005). One explanation may be that the prevalence rates for substance use 
among ethnically distinct groups depend on social norms, values and beliefs held by 
group members and by the degree of assimilation with the majority’s values (Karlsen 
et al., 1998; Ringold et al., 2005). The Roma population is an ethnic minority with its 
own social norms and values that remains behind the trends in substance use of its 
members. Several studies show that ethnic minorities tend to use substances more 
than majority populations; others show the opposite (Baker et al., 2006). Differences 
in substance use are also not stable within the non-Roma population, taking into 
account the level of urbanization or SES (Pitel et al., 2010). Karlsen et al. (1998) 
suggested that social forces such as high peer pressure and low familial influence 
might be more salient for substance use initiation and maintenance in non-Roma 
adolescents. It might explain the higher substance use prevalence among non-Roma 
in our study. Several studies reported a higher prevalence of substance use among 
majority adolescents, similarly as we found in our study that non-Roma adolescents 
reported higher substance use than Roma adolescents (Best et al., 2001; De Moor et 
al., 1989; Dotinga, 2005; Ellickson et al., 1996; Karlsen et al., 1998; Ramisetty-Mikler 
et al., 2004; Rodham et al., 2005; Rogers et al., 1997). 

Previous studies reporting high substance use among the Roma population 
mostly concerned the adult population (Csépe et al., 2007; Gourgoulianis et al., 2000; 
Petek et al., 2006; Škarić-Jurić et al., 2007). These studies are not directly comparable 
with our findings, but they contributed to viewing of the Roma population as 
susceptible to substance use. This might be true for the adult population, but our 
results show that it does not hold true for young Roma. **** Studies on substance 
use among Roma pupils or children are very scarce and based on methodologically 
weak surveys on very small samples with limited generalisability. Additional evidence 
relates to personal experience or the opinions of professionals, and they should be 
interpreted with caution (Puporka & Zádori, 1999; Ringold et al., 2005).

The unhealthy diet and low physical activity of Roma are also frequently 
mentioned in the literature as a potential cause of the higher prevalence of obesity 
among this group, resulting in a higher prevalence of cardiovascular complications 
in adulthood among them (Krajcovicova-Kudlackova et al., 2004; Zsidegh et al., 
2007). Our finding of low physical activity among Roma girls confirms these previous 
findings. The lifestyle of Roma adolescents reflects the health beliefs of the ethnic 
group, which might affect their attitude toward physical activities, especially 
among girls. Hosper et al. (2007) showed that culturally specific attitudes influence 
participation in physical activities among Turkish and Moroccan women, for instance. 
Convergence with the majority culture can improve rates of physical activity among 
ethnic minorities (Hosper et al., 2007). Roma are a relatively highly excluded ethnic 
minority from Central European societies, and better inclusion might improve their 
participation in physical activities. What is questionable is whether such inclusion 
would not increase the prevalence of other health-endangering behaviours already 
more prevalent among non-Roma adolescents. That pattern of approximation of 
health-endangering behaviours was observed by Reijneveld et al. (2012) on a sample 
of Dutch adult residents.

Regarding psychosocial health indicators such as social support, hopelessness 
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and life satisfaction, Roma adolescents reported more hopelessness but also more 
social support from their parents and a higher satisfaction with life. Our findings 
confirm those of Verkuyten (1986), Lackland (1998) and Huebner et al. (2004), all of 
whom showed differences in life satisfaction between ethnic groups of similar size, 
whereas others (Mata, 2002; Proctor et al., 2009) found only weak relationships. 
Moreover, we found significant ethnic differences among adolescents regarding types 
of social support and hopelessness. We found different levels of social support among 
Roma and non-Roma adolescents, confirming the findings of Klineberg et al. (2006) 
and Plant and Sachs-Ericsson (2004), who reported differences between several 
ethnic groups regarding social support. Our results suggest that the immediate family 
provides the most support for Roma adolescents, which is in line with the evidence of 
Goward et al. (2006). Among Roma adolescents, parental social support was higher, 
even though in most studies support from high-educated parents tends to be higher 
(Gecková et al., 2003; Salonna et al., 2011; Turner & Marino, 1994), and the Roma 
parents in the study were very low educated. The high levels of social support and life 
satisfaction among Roma adolescents are also a surprise, because these levels have 
been shown to be rather low among Roma adults (Goward et al., 2006; Peters et al., 
2009; Van Cleemput et al., 2007).

Interestingly, we found a combination of higher hopelessness and higher life 
satisfaction among Roma adolescents, which contrasts with the finding of Proctor 
et al. (2009) that life satisfaction correlates positively with hope. It also contradicts 
the findings of Chioqueta and Stiles (2007) and Yang and Clum (1994), in which 
hopelessness tends to correlate negatively with psychological buffers. This may be 
due to Roma adolescents having a different perception of resources in their living 
circumstances that affect particular aspects of adolescents’ well-being separately, e.g. 
disadvantage may not be perceived by Roma themselves to be so bad as to impact 
their well-being negatively. Also, Roma adolescents may be aware of their limited 
possibilities to change their situation, which is reflected in their higher hopelessness. 
Another possible explanation of higher hopelessness among Roma comes from 
Bolland (2003), who refers to hopelessness as a belief that is a defining characteristic 
of the personality of people in a disadvantaged position. Roma from settlements 
might be seen as representatives of people in such a situation. The finding that Roma 
are more hopeless but at same time they are also more satisfied with life, seems 
to deviate from the general picture of the causal pathway of SE differences in life 
satisfaction, social support and hopelessness. One would expect low life satisfaction 
in a situation of higher hopelessness or vice versa.

Antisocial behaviour may be considered as another type of health-endangering 
behaviour which may lead to injury or other trauma of the victim and the perpetrator 
as well. It also be seen as an outward result of negative emotions, frustration or 
even hopelessness. Contrary to stereotypes about Roma as criminals, we found that 
non-Roma adolescents reported more delinquent and physical aggressive behaviour 
than Roma, but that Roma reported more hostility. Less self-reported delinquency 
and physical aggression among Roma compared with non-Roma contradict previous 
findings on ethnic differences in delinquent behaviour (Barnes et al., 2002; Hawkins 
et al., 2000; Jordan & Freiburger, 2010) and the general opinion about Roma as 
delinquents or criminals, as is frequently presented in the media (Kušnierik, 2009; 
Project on Ethnic Relations, 2000; Terenzani-Stanková, 2009; Šúryová, 2001). The 
objection might be raised that respondents asked about such undesirable behaviours 
would probably deny them (Aebi, 2009). Our study provides data taking into account 
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respondent’s tendency to respond in a socially acceptable way. After adjustment 
for social desirability, Roma do not differ so much from non-Roma in delinquent 
behaviour and do not differ in physical aggression, although they are more likely to 
report hostility. This suggests that a higher tendency for social desirability covered 
some reports of such behaviour and led to lower rates of reported delinquent and 
aggressive behaviours, which in reality might be on a similar level as among non-
Roma adolescents, while on the other hand it suppressed the significant disparity 
in hostility. Randal et al. (1993) showed such an influence of social desirability on 
outcomes between culturally diverse samples.

Our findings support the hypothesis that ethnic groups differ regarding 
antisocial behaviours (Aebi, 2009; Barnes et al., 2002; Eichelsheim et al., 2010; 
Stevanovic, 2005) but in a direction opposite to that which is usually reported. Other 
studies reported higher delinquency among ethnic minorities compared with the 
majority population in the USA (Barnes et al., 2002; Hawkins et al., 2000), whereas 
we found delinquency to be higher among non-Roma, i.e. among the majority 
population. Specifically regarding Roma, they are usually assumed to be more 
delinquent than non-Roma as well (Brearley, 2001; Šúryová, 2001), but again our 
study shows the opposite. Roma being more prone to answer in a socially desirable 
way in surveys might explain this discrepancy. In general, the validity of self-reports 
may differ between the minority and the majority group (Hawkins et al., 2000). On 
the other hand, data collected in routine databases such as police crime statistics 
may be biased towards over-recording offences committed by ethnic minorities such 
as Roma (MacDonald, 2001). The results of our adjustments for sensitivity towards 
social desirability show that the first provides at least some explanation, but the latter 
is also likely, Roma being generally highly discriminated against (European Union 
Agency for Fundamental Rights, 2009). In addition, the cultural conceptualisation of 
antisocial behaviour may differ between Roma and non-Roma and may thus affect the 
level of reported antisocial behaviours. 

The higher hostility among Roma may reflect the negative personal experience 
of Roma people when in contact with non-Roma. The European Union Agency for 
Fundamental Rights (2009) reported Roma as the most discriminated against group 
surveyed by EU-MIDIS. The Hostility subscale consists of resentment and suspicion 
items, which might be higher among Roma, and thus they score higher on the hostility 
subscale (Buss & Perry, 1992).

All relations described in the previous text are depicted in the model in Figure 
8.1. We would like to emphasise the contrast with what was already known. Self-rated 
health among Roma was found to be much poorer indeed compared with non-Roma, 
but health-endangering behaviours between both groups are not that different. Life 
satisfaction among Roma is also higher than might be expected.

8.2.2 The role of SES in Roma adolescents’ health

Differences in SES between Roma and non-Roma adolescents in our sample were huge, 
which reflects the generally poor educational level of Roma and its consequences: a high 
unemployment rate, poor living conditions and worse health status (European Union Agency 
for Fundamental Rights, 2012). These huge differences in SES between the Roma minority 
and the majority population lead to the question of whether Roma – non-Roma differences 
are simply a reflection of these SE differences. Several studies have confirmed that SES only 
partially explains the differences (Kolarcik et al., 2009; Skodova et al., 2010; Voko et al., 2009).
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Figure 8.1: Model of the effects of Roma ethnicity as found within the thesis with an 
indication of the direction in which health or health behaviour of Roma differ from 
those of non-Roma.

The accumulation of disadvantages among Roma seems to start even 
before birth, as there is some evidence of worse birth outcomes among Roma in 
comparison with non-Roma (Bobak et al., 2005; Rimarova, 2010; Rosicova et al., 
2011), at least when both groups are measured using non-Roma standards. Early 
child development is affected by poor living conditions (Monasta et al. 2008, Michos 
et al. 2008, Dostal et al. 2010) and a lower capacity of the family to stimulate health 
development efficiently. Therefore, it might be expected that disadvantage will 
influence subsequent life chances and health through improper skills development, 
education, and occupational opportunities (The Marmot Review, 2010). Pre-primary 
education might be a tool for tackling the cumulation of disadvantage (The Marmot 
Review, 2010), but participation of Roma children in pre-school and kindergarten is 
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lower, and particularly in Slovakia the gap between Roma and non-Roma children 
is huge (European Union Agency for Fundamental Rights, 2012; Salner, 2004). Thus, 
upon entering school, Roma children are already disadvantaged in terms of economic, 
but also sociocultural capital. Poor educational achievement, school attendance 
problems, an undue share in special needs education and low presence in secondary 
schools and minimal presence in higher education institutions are frequently listed 
as the challenges of their participation in the educational system (Salner, 2004). Only 
a small proportion of Roma youth in Slovakia (39%) continues in education after 
completion of elementary school (European Union Agency for Fundamental Rights, 
2010). In a situation of generational poverty, the Roma population is trapped in a 
vicious circle of social reproduction of disadvantage and as its product an enormous 
gap in socioeconomic stratification between the population living in Roma settlements 
and the majority population.

Ethnic categories might overlap with socioeconomic categories, and part of 
the ethnic variability could therefore often be explained by socioeconomic status. 
According to Buka (2002), SES is not a merely a confounder of racial/ethnic disparities 
in health but a part of the causal pathway by which race affects health. SES, measured 
in our study by the highest level of education achieved by parents, notably accounted 
for some of the ethnic differences in health, though it did not on its own strongly 
relate to health. For adolescents education captures the transition from the received 
parents’ socioeconomic position to their own socioeconomic position in adulthood, 
and it is also a strong determinant of future employment and income. Therefore, it 
captures the long-term influences of both early life circumstances on adult health as 
well as the influence of adult resources (for example, through employment status) on 
health (Commission on Social Determinants of Health, 2007). We can say that parental 
highest education generally played a mediating role in our study. However, because a 
large proportion of Roma adolescents’ parents reported low educational attainment, 
consequently the low level of education was closely connected with the ethnicity of 
the respondents. This is depicted in our model, where ethnicity and parental highest 
education are directly linked (Figure 8.1).

The most obvious effect of parental highest education concerned self-rated 
health, health care use, injuries in the last 12 months and almost all psychosocial 
health indicators treated as outcomes. Whereas some previous studies on lifestyles 
in adults have shown that SES explains a part of the differences between ethnic 
minorities and the majority group, SES hardly contributed to the low substance use 
among Roma adolescents in our sample (Baker et al., 2006; Najman et al., 2006). 
Less endangering health behaviours among Roma adolescents may arise from 
Roma health beliefs about, for instance, the purity of the body. However, the causal 
pathway should be investigated further, because Roma health beliefs might also lead 
to fatalism, which could also negatively affect health behaviours (Lehti & Mattson, 
2001; Petek et al., 2006; Van Cleemput et al., 2007; Zeman et al., 2003).

We found that the role of parental education in the ethnicity – psychosocial 
health association is consistent with the available evidence (Mata, 2002; Turner 
& Marino, 1994; Whitfield et al., 2003). Ethnicity was the main predictor of the 
outcomes, and parental education was, after ethnicity, only one of the main predictors 
in our study. Socioeconomic status is often seen as an important component of ethnic 
differences (Reijneveld, 1998), partially because research on ethnic differences tends 
to focus on deprived ethnic groups (Reijneveld, 2010). Parental education, as a proxy 
measure of socioeconomic status, mediated the ethnicity effect on outcome variables. 
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A similar mediation of socioeconomic status and Roma health was found by Vokó et 
al. (2009) and by Salonna et al. (2011) regarding health-endangering behaviour.

Other important factors that affect the health status of Roma adolescents, 
besides SES, might be discrimination, poor access to healthcare, health behaviour 
differences, cultural-linked attitudes to health (fatalism), fear of doctors, resistance to 
assimilation leading to non-use of various services and poor housing. This corresponds 
with other studies showing that the poorer health status of immigrant groups could 
be only partially explained by SES (Nielsen & Krasnik, 2010; Reijneveld, 1998).

8.2.3 The role of discrimination, hopelessness and social support in 
adolescents’ health

The worse self-rated health of Roma adolescents compared with their non-Roma 
counterparts might be partially attributed to their higher perceived discrimination 
and hopelessness, but these two factors do not explain all of the variation in health.  
When evaluating the effect of several factors relevant for self-rated health – such 
as discrimination, hopelessness and social support – parental education or other 
indicators of SES have to be taken into account, because, as our study has shown, 
every one of them plays an important role in the ethnicity – health relation. In 
addition, there might be other factors related to Roma ethnicity or their culture and 
habits that might affect their health but were not measured in our study and might 
confound these associations, as parental education did.

We found that discrimination, hopelessness and mother social support 
were mediators of the ethnicity effect on health. Being discriminated against leads 
to poorer health, and Roma are more likely to be subjected to discrimination. This 
might explain their poorer health in part. Discrimination and hopelessness add to 
the negative effect of Roma ethnicity on self-rated health. Mother social support 
decreased the negative impact of the ethnicity effect on self-rated health and might 
thus act as a potential protective factor. The mediating role of social support was 
reported in a study by Salonna et al. (2011). Our results confirm the evidence that 
perceived discrimination is related to poorer self-rated health (D’Anna et al., 2010; 
Schulz et al., 2006; Todorova et al., 2010; Williams et al., 2008). Our findings supported 
the notion that the association of ethnicity and health is not straightforward but 
is mediated by discrimination. The role of mother social support suggests that 
even tough living conditions, as represented by being a Roma and living in a Roma 
settlement, being discriminated against and feeling hopeless, might be compensated 
by a warm relationship with one’s mother (Cederblad et al., 1994). The buffer effect of 
social support against the negative effect of perceived discrimination was reported by 
Ajrouch et al. (2010). What’s interesting is that social support from mother seems to 
be a more important factor in promoting better health than support from the father.

Hopelessness appeared to be a very influential factor related to adolescents’ 
health. The higher the hopelessness, the worse the health of the adolescent is. The 
connection of hopelessness with worse well-being and depression was known (Banks 
et al., 2008; Farquharson, 2002), and our study expands this detrimental effect of 
hopelessness on self-rated health among adolescents, especially Roma adolescents, 
in whom the level of hopelessness is much higher compared with their non-Roma 
counterparts. Our data also showed that the impact of hopelessness on self-rated 
health is bigger than the impact of perceived discrimination.
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8.2.4 The role of social desirability in health assessment 

Research on sensitive topics such as substance use might be biased by respondents’ 
tendency to answer questions in a socially desirable way, thus confounding the 
results. We controlled our results regarding such a tendency. We found that the effect 
of social desirability is negligible among health outcomes and health-endangering 
behaviour outcomes. However, the role of social desirability should not be neglected 
when studying psychosocial health outcomes and antisocial behaviour. We found 
social desirability to be a confounder regarding ethnic differences in psychosocial 
health outcomes, confirming the findings of Van de Mortel (2008). Apparently, the 
assessment of sensitivity for social desirability deserves more attention in research on 
ethnicity and health, probably with highly discriminated groups such as Roma being 
particularly sensitive to it (Bardwell & Dimsdale, 2001).

Roma being more prone to answer in a socially desirable way in surveys might 
explain this discrepancy. In general, the validity of self-reports may differ between 
a minority and a majority group (Hawkins et al., 2000). On the other hand, data 
collected in routine databases such as police crime statistics may be biased towards 
an over-recording of offences committed by Roma (MacDonald, 2001). The results of 
our adjustments for sensitivity towards social desirability show that the first provides 
at least some explanation, but the latter is also likely, Roma being generally highly 
discriminated against (European Union Agency for Fundamental Rights, 2009). In 
addition, the cultural conceptualisation of antisocial behaviour may differ between 
Roma and non-Roma and may thus affect the level of reported antisocial behaviours. 

8.3 Strengths and limitations of the study

We were successful in recruiting a considerable number of Roma adolescents and in 
achieving high response rates in both the Roma and non-Roma samples, even though 
the Roma population is considered to be a hard-to-reach population. A second 
strength of our study is that we employed only standardised scales and measures that 
have been used frequently in a wide range of research settings.

Besides these strengths, our study also has some limitations. A major limitation 
of our study may be the different method of data collection among the Roma and 
non-Roma samples (interviews vs. questionnaires). This difference in methods of data 
collection was in particular to feasibility regarding both the acceptability for the target 
group and the available resources.

Naturally, the first choice in a similar study would be to use the same methods 
of data collection in both samples. We considered this possibility in this study as well. 
A first option was to use questionnaires in both samples. This was not done because 
of possible problems with literacy and understanding of the written items among 
Roma. A second option was to use interviews in both samples. This option would 
solve the literacy and understanding issue among Roma, but it would complicate the 
data collection among non-Roma adolescents. While in Roma sample interviewers 
would lead respondents through the questions, explain them the content of the 
items and facilitate the respondent to answer honestly, in the non-Roma sample 
this approach would be perceived as awkward, maybe intrusive or inappropriate for 
the respondents. In addition, such a solution would increase the costs and logistical 
challenges.

Variation in the methods of data collection between groups to be compared 
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may in general threaten the validity of comparisons. Despite this, in research 
comparing hard-to-reach groups with other groups, the use of different methodological 
approaches is sometimes unavoidable; see e.g. a recent study of Crone et al. (2010) 
among ethnic minorities in The Netherlands . 

Next, it should be realised that the use of different methods of data collection 
in groups to be compared may affect validity. According to Tourangeau & Yan (2007) or 
Brener et al. (2003) each method of data collection has some implications for the validity 
of the data collected. The use of an interview might decrease the level of disclosure 
on sensitive topics (Bowling, 2005; Tourangeau & Yan, 2007). A self-administered 
questionnaire may increase the level of disclosure and willingness to answer sensitive 
questions honestly (Tourangeau & Yan, 2007). Moreover, using questionnaires may 
potentially jeopardise the response rate, as it can cause an increase in the number 
of missing or misunderstood items and thus may impose a greater bias on the results 
than the compromised design, which combines slightly different but compatible ways 
of data collection (Bowling, 2005; Reijneveld et al., 2005). Brittingham et al. (1998) 
assessed the size of the difference in reported smoking behaviour between reports in 
self-reported items and interviewer-administered items. They found a slightly higher 
reported smoking behaviour in self-reported items than in interviewer-administered 
ones with an effect of marginal statistical significance in an adolescent subsample. It is 
thus likely that differences in responses caused by different data collections occurred, 
but Brittingham et al. (1998) conclude that differences tend to be small.

Moreover, we adjusted our analyses for social desirability to further control 
the potential effects of differences in the method of data collection. The literature 
shows that the outcomes of different methods of data collection are mostly differ 
due to social desirability, i.e. the degree to which a method leads the respondents to 
providing socially acceptable answers (Bowling, 2005; Holtgraves, 2004; Tourangeau 
& Yan, 2007). We employed a measure of social desirability of the respondents to 
adjust for this (Hays et al., 1989). We cannot exclude some remaining information 
bias, but we think that this will be small.

As a second limitation, we consider the fact that our study covered only a 
sample of adolescents who were present at the school at the time of the survey. It 
is possible that pupils present at school will differ from those not present regarding 
some characteristics. Aeby (2009) noted that students most engaged in deviant 
behaviours might not attend school and this might lead to an underestimation of 
differences. Moreover, self-reporting tends to underestimate mainly the most serious 
types of delinquency (Aebi, 2009).

Third, we used a single item measure of perceived discrimination, resulting 
in findings reflecting a general perception of discrimination, which might differ 
from measurement mapping experiences with specific discriminating behaviours 
(Madarasova Geckova et al., 2010); nevertheless, some studies have confirmed 
that the subjective experience of discrimination may affect health, regardless of 
the objectivity of such reporting (Paradies, 2006a; Paradies, 2006b). Discrimination 
among Roma is a topic very often discussed without objective and valid data. Our 
study brings the first insights and assessment of perceived discrimination among 
Roma adolescents compared with non-Roma adolescents.

Finally, it should be realised that our sample was representative for Roma 
adolescents who live in settlements and attend regular schools. This comprises the 
most substantial part of the Roma living in eastern Slovakia (and as such, Central 
Europe). Generalisation of our findings to other groups of Roma adolescents, such 
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as integrated Roma living in cities, should be done with caution, however, because 
Roma communities vary in terms of regional settlement patterns, integration levels, 
economic and social development (Ringold et al., 2005) and health (Filadelfiová et 

al., 2007). 

8.4 Implications
In this section, we suggest implications focused on the improvement of poor health 
and sustaining of good health of Roma adolescents.  Furthermore, we stress the 
importance of balancing out the negative public opinion about Roma, which may 
promote their health. In addition, some recommendations for future research are 
presented.

8.4.1 Implications for practice

Based on our findings, there is a need to focus on health interventions for young Roma, 
because their poor health is likely to lead to poor health in adulthood as well. Such 
interventions should be concentrated more on the groups with an increased health 
risk originating from low SES. A challenge regarding health promotion among Roma 
is to maintain the relatively low substance use among them and to promote their 
physical activity. Moreover, prevention of substance use should be targeted more on 
Roma boys, who seem to behave more riskily than Roma girls when compared with 
non-Roma adolescents. Our study also showed a need to address the hopelessness 
of Roma adolescents, which also seems to be an important risk factor for depression 
later in life (Panzarella et al., 2006). Finally, sustaining the levels of social support and 
life satisfaction among Roma adolescents deserves attention as well.

Our findings refute the public opinion that Roma are highly delinquent and 
aggressive (Kušnierik, 2009; Project on Ethnic Relations, 2000; Terenzani-Stanková, 
2009). As such, they may contribute to a more valid view of this ethnic group among 
the general public and among policy makers. We also showed that Roma and 
non-Roma adolescents are very similar regarding the level of reported antisocial 
behaviours. Thus, interventions aimed at prevention of antisocial behaviour should 
focus on the entire population, but even then, a different approach may be needed 
for ethnic minorities such as Roma.

Prejudices and discrimination by the non-Roma majority are still present 
in our society. Discrimination is an important health-endangering factor for Roma. 
According to Schaaf (2010), Roma reported being discriminated against in health care 
facilities by health care professionals. It is important to implement non-discrimination 
practices in health care providers. Simultaneously, Roma people should be led to use 
preventive care more often and eliminate the potential fear from medical doctors 
shared in their subculture. It will take a long time to diminish the societal prejudices 
against Roma; it will require common action by all important players who create and 
sustain such stereotypes, especially politicians, media, the education system and 
education in families. Unfortunately, prejudices against Roma are deeply rooted in 
Slovak and other Central European societies, and improvement in this area may be 
expected during the next generation.

According to Dahlgren and Whitehead (1992) the concept of the “health-
promoting school” is especially relevant to children and young people from 
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disadvantaged backgrounds. Special efforts should be made to establish health-
promoting schools in the unhealthiest areas. This could include a new type of allocation 
of education sector funds according to need, the provision of preventive health 
services in schools and a strong element of education for health in the curriculum, so 
that it includes not only personal lifestyle factors but also environmental and social 
determinants of health (Dahlgren & Whitehead, 1992).

8.4.2 Implications for future research

Our study is one of the first that assesses health and health-endangering behaviour 
among Roma adolescents compared with their non-Roma counterparts. Its findings 
challenge those of previous studies, implying that they should be confirmed by 
similarly well-designed replication studies (Csépe et al., 2007; Kósa et al., 2007; 
Puporka & Zádori, 1999; Ringold et al., 2005; Škarić-Jurić et al., 2007). Future 
research should focus on a deeper understanding of the differences in health and 
health-endangering behaviours between Roma and non-Roma adolescents regarding 
the cultural and wider socioeconomic characteristics that may contribute to them. 
In such research, the subgroups of Roma adolescents that were missed by our study 
should also be included. Due to methodological difficulties, Roma are often neglected 
in general studies, and they should be included in a wider study on adolescents as a 
subgroup.

Our findings about high hopelessness on one hand and high family social 
support and life satisfaction among Roma on the other should also be confirmed in 
future studies. Such studies should also consider the potential mechanisms that lead 
to these associations among Roma adolescents that seem to differ from those among 
other groups. They also significantly contribute to evidence regarding both ethnic 
differences in psychosocial health and on the underlying pathways.

Our study was conducted using an interview for Roma adolescents, in order 
to prevent problems with literacy that might occur among them, and questionnaires 
for non-Roma. This different approach might bias our results, although we tried to 
compensate for it with an adjustment for social desirability. Further research should 
be designed in a way that leads to optimal validity, in particular regarding how 
information is obtained. Such an optimal design should reflect the research questions 
and the specific characteristics of the selected Roma sample. It is likely that such 
research on Roma will again require compromised solutions. Nevertheless, future 
research should also focus on obtaining subjective data from adolescents and from 
other informants, such as parents, teachers, teachers’ assistants or terrain workers. 
Along with such data, obtaining medical health indicators would also be welcomed. 
Future research on Roma health might by framed in a longitudinal design following 
Roma and non-Roma from adolescence to early adulthood and including some kind of 
qualitative assessments. A qualitative methodology could be used for specific topics 
such as perceived discrimination, health problems and problems with accessing 
health care. 

To decrease barriers of reporting on sensitive issues and to minimise bias we 
advise several measures that might be used in future studies:

1. Excluding teachers or other personnel from the room used in data collection, 
and to collect data by trained interviewers who have been instructed to pay 
attention to issues of privacy etc.,
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2. Making the effort to share information with interviewers and other research 
team members about the project, the importance of the collected information, 
as well as to explain the purposes of data usage and the importance of the 
validity of the collected data,

3. Piloting the questionnaire followed with asking the respondents about any 
difficulties with questions or responses with the aim of avoiding problems in 
response, especially on sensitive issues,

4. Including social desirability to assess the tendency of respondents to report in 
a socially desirable way and adjusting statistic analysis for this.

This survey was conducted mostly in a rural setting. It might be worth 
considering whether a survey in an urban setting would yield different results. For 
example, rates of delinquency were found to be generally higher in urban settings 
(Salagaev, 2004). The background and research setting of a future study should be 
reconsidered before generalisation of the results and conclusions to other settings. 
Similarly, our findings should be replicated elsewhere, also outside of the classical 
Roma settlements, as Roma communities have been shown to vary in terms of 
regional settlement patterns, integration levels, economic and social development 
(Ringold et al., 2005) and health (Filadelfiová et al., 2007; Vaňo & Mészáros, 2004).

8.5 Conclusion
Roma people have for a long time been neglected in serious research, mostly because 
of methodological difficulties in conducting research among this specific ethnic 
minority. Our study was designed to obtain comparable data on health from Roma 
and non-Roma adolescents, thus showing that valid research among Roma is possible. 
We found poor health status among Roma adolescents. We also found that Roma 
adolescents perceive themselves to be discriminated against and that perceived 
discrimination affects their health. Our society should reconsider its prejudices 
against and stereotypes about the Roma minority and should begin to eliminate the 
barriers that interfere with their health. Our data captured the health situation of 
Roma adolescents, which is a baseline for their health later in adulthood. We can 
say that if no interventions are carried out, the health situation of Roma people will 
deteriorate even further.

 We found that Roma adolescents are not fully in an adverse position 
regarding health and health-related behaviour. Compared with their non-Roma 
counterparts they reported lower rates of substance use, especially among girls. In 
addition, antisocial behaviour was also less prevalent among Roma adolescents. Such 
positive news has not been reported in other studies. We propose to base future 
interventions on these findings and support a healthier lifestyle for a new generation 
of Roma adolescents and subsequently adults as well.

What we learned about Roma adolescents

Roma adolescents differ from their majority peers regarding health, but not so much 
regarding health-related behaviour. Moreover, there are social determinants in which 
they are doing better. Cohabitation of Roma population with the majority was not 
easy in the past. Turbulent societal changes in the last decades have increased the 
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problems of this minority, which in combination with a set of ineffective measures 
applied by society has challenged tolerance of both groups, stimulated social tension 
and supported prejudice about this minority. We learned that in contrast to the fact 
that considerable numbers of Roma adolescents live in very poor living conditions, 
they still attend school and are beloved, happy, do not smoke or drink alcohol and are 
not violent. Undesirable changes in their lives might be expected (Hajioff & McKee, 
2000; Hujová et al., 2011; Zeman et al., 2003), but might be at least partially avoidable 
when effective strategies or interventions are applied.

A very recent study by Babinska et al. (submitted) covering the young and 
middle-aged group showed a higher accumulation of clinical CVD risk factors in Roma 
compared with the majority population. However, these differences between Roma 
and the majority population were not so dramatic in comparison with differences 
found in older age groups in other studies.

We learned that Roma adolescents felt a sense of hopelessness more 
frequently, but that they feel beloved and happy in comparison with their peers -- 
and we should try to maintain such sources of protection. Furthermore, we learned 
that already in adolescence hopelessness as well as discrimination contributes to the 
explanation of gaps in health between Roma and non-Roma. Additionally, maternal 
social support is a protective factor with regard to retaining good health. Finally, we 
learned that higher hostility is a natural consequence of perceived discrimination and 
hopelessness. 
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Summary

Roma people form one of the largest and the oldest minorities in Europe. Over the 
centuries they have faced various forms of discrimination and oppression which may 
have contributed to their low socioeconomic status and high rate of poverty. In recent 
decades, interest in the Roma people regarding a variety of issues has increased, 
but most issues are not yet fully understood and not solved. One of those issues 
is Roma health, which has been found to be worse than the health of non-Roma. 
Research among Roma is considered difficult and not attractive, leading to a lack of 
valid and reliable data. Research on Roma adolescents in particular is almost entirely 
lacking. Our research focused on assessing the health status and health-endangering 
behaviours of Roma adolescents living in poor Roma settlements in the Eastern part 
of Slovakia and comparing them with their non-Roma counterparts.

 Roma people as a minority group and their basic characteristics are 
introduced in Chapter 1. The chapter summarises available knowledge about the 
Roma minority, their history and present status. After introducing the key social 
determinants of health, a review of the literature in the field of Roma health and 
health-endangering behaviour is presented. At the end of the chapter, the general 
aims of this thesis are presented and research questions are formulated and 
positioned in a model of proposed associations.

In Chapter 2 we provide detailed information about the study design, data 
collection and procedures and statistical analyses used in the thesis.

Chapter 3 compares the self-reported health outcomes of Roma adolescents 
living in Roma settlements with those of non-Roma adolescents and assesses the 
impact of parental highest education on the results obtained. We found that Roma 
adolescents report poorer self-rated health, more accidents and injuries during the 
past year and more frequent use of healthcare during the past year, though fewer 
health complaints. Furthermore, they reported more prosocial behaviour on the 
Strengths and Difficulties Questionnaire (SDQ) than non-Roma. No differences were 
found regarding SDQ total difficulties. Adjustment for socioeconomic status decreased 
the association of ethnicity with health outcomes. Adjustment for social desirability 
had a significant effect on the ethnic differences regarding all outcomes, except for 
accidents and injuries during the past year.

Chapter 4 aims to assess the occurrence of health-endangering behaviours 
among Roma adolescents in comparison with their non-Roma counterparts and to 
assess the impact of parental education and social desirability on the differences. 
Roma girls had lower rates of smoking, drunkenness and drug use than non-Roma 
girls, but higher rates of physical inactivity. Drug use was less frequent among Roma 
boys, while other differences between Roma and non-Roma boys for the other 
health-endangering behaviours were small and statistically insignificant. The effects 
of parental education and social desirability were small.

Chapter 5 focuses on social support, life satisfaction and hopelessness 
between Roma and non-Roma adolescents and assesses the role of parental 
education and social desirability on the differences. Roma adolescents reported 
higher social support from parents, higher life satisfaction and higher hopelessness 
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rates. Parental education explained a part of the ethnic differences, as did social 
desirability. After adjustment for the aforementioned factors, differences by ethnicity 
remained statistically significant.

Chapter 6 reports on delinquent and aggressive behaviour among Roma and 
non-Roma adolescents and the effects of parental education and social desirability on 
the ethnic differences found. Roma adolescents reported less delinquent behaviour 
and less physically aggressive behaviour than non-Roma, but reported more hostility. 
Parental education did not affect these associations in an important way. Adjustment 
for social desirability diminished the ethnic differences in delinquency, led to an 
increase in the differences in hostility and led to the disappearance of differences in 
physical aggression.

Chapter 7 concerns discrimination, hopelessness and social support and their 
contribution to differences in self-rated health between Roma and non-Roma. Roma 
adolescents reported more discrimination and poorer SRH, along with more mother 
and father social support, hopelessness and social desirability. Roma ethnicity, 
discrimination, hopelessness and mother social support were significant predictors of 
poor SRH. Adjustment for discrimination and hopelessness decreased and adjustment 
for social support increased the size of the ethnic differences.

Finally, in Chapter 8 we summarise all of the findings, discuss them in 
the context of existing knowledge and the theoretical background and provide 
implications. Results are discussed specifically in the framework of differences in 
health and health-endangering behaviour between Roma and non-Roma. Our findings 
are in general in line with previous studies on adults and support the finding that the 
health status of Roma adolescents is worse. The findings of less frequent substance 
use, especially among Roma girls, and of less frequent antisocial behaviours among 
Roma adolescents contradict previous findings on the Roma population and pose a 
rather new perspective on Roma adolescents. Our study supported the mediating role 
of parental educational status in the pathway from ethnicity to health as proposed by 
previous research. In addition, discrimination, hopelessness and social support seem 
to mediate this pathway, which is in line with the findings of previous studies about 
the exacerbating effect of discrimination and feelings of hopelessness on health 
and the protective effect of social support. Finally, the role of social desirability in 
health assessment was discussed. It seems to be a confounder that should not be 
neglected in the assessment of psychosocial outcomes and antisocial behaviour of 
Roma adolescents. 

Our findings imply that health-related interventions should be concentrated 
more on groups with increased health risk originating from low SES. We recommend 
health professionals dealing with Roma to focus on maintaining the relatively low 
substance use among Roma adolescents and to promote their physical activity 
so that they can keep their health good into adulthood. Our findings also imply 
that interventions to improve the health of Roma adolescents could address their 
hopelessness. Moreover, sustaining the levels of social support and life satisfaction 
among Roma adolescents deserves attention as well. Interventions aimed at 
preventing antisocial behaviour should focus on the entire population, but even then, 
a different approach may be needed for ethnic minorities such as Roma. Whether the 
latter is the case requires additional study, preferably framed in a longitudinal design 
tracking Roma and non-Roma from adolescence into early adulthood and including 
qualitative assessments.
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Samenvatting

Roma vormen één van de grootste en de oudste minderheden in Europa. Gedurende 
eeuwen zijn ze geconfronteerd met verschillende vormen van discriminatie en 
onderdrukking, die kan hebben bijgedragen aan de lage sociaal-economische status 
en een hoge mate van armoede. In de afgelopen decennia is de belangstelling voor 
Roma wat betreft een veelheid aan onderwerpen toegenomen. Het begrip is echter 
nog beperkt en veel vragen zijn tot op heden nog niet opgelost. Eén van die zaken 
is de gezondheid van Roma die als slechter lijkt te zijn dan de gezondheid van niet-
Roma. Onderzoek onder Roma wordt gezien als moeilijk en niet aantrekkelijk, wat 
leidt tot een gebrek aan valide en betrouwbare gegevens. Vooral onderzoek onder 
Roma jongeren ontbreekt vrijwel geheel. Ons onderzoek richtte zich het bepalen van 
de gezondheidstoestand en potentieel riskant gezondheidsgedrag van Roma-jongeren 
in arme Roma-nederzettingen in het oostelijk deel van Slowakije in vergelijking met 
niet-Roma jongeren.

In Hoofdstuk 1 worden Roma als minderheid geïntroduceerd met hun 
basiskenmerken geïntroduceerd. Het hoofdstuk geeft een overzicht van de 
beschikbare kennis over de Roma-minderheid, hun geschiedenis en hun huidige 
situatie. Na de introductie van de belangrijkste sociale determinanten van gezondheid 
wordt een overzicht gepresenteerd van de literatuur op het gebied van de Roma, 
hun gezondheidstoestand en gezondheidsgedrag. Aan het eind van het hoofdstuk 
worden de algemene doelstellingen van het proefschrift gepresenteerd en worden 
de onderzoeksvragen geformuleerd en gepositioneerd in een model met daarin de 
veronderstelde verbanden.

In Hofdstuk 2 geven we gedetailleerde informatie over de onderzoeksopzet, 
de dataverzameling en -procedure, en de statistische analyses die in het proefschrift 
worden gebruikt.

Hoofdstuk 3 vergelijkt de zelf-gerapporteerde gezondheid van de Roma-
jongeren uit Roma-nederzettingen met die van de niet-Roma jongeren en gaat 
de invloed na van de hoogste opleiding van de ouders op de bevindingen. We 
vonden dat Roma jongeren een slechtere ervaren gezondheid, en meer ongevallen 
en verwondingen in het afgelopen jaar en het frequenter gebruik van de 
gezondheidszorg in het afgelopen jaar meldden, maar minder gezondheidsklachten. 
Bovendien rapporteerden ze meer prosociaal gedrag op de Strengths and Difficulties 
Questionnaire (SDQ) dan niet-Roma. Er werden geen verschillen gevonden ten 
aanzien van SDQ Totale probleemscore. Correctie voor sociaal-economische status 
verzwakte het verband tussen etniciteit en de gezondheidsbevindingen. Correctie 
voor sociale wenselijkheid had een significant effect op de etnische verschillen ten 
aanzien van alle uitkomsten, met uitzondering van ongevallen en verwondingen in 
het afgelopen jaar.

Hoofdstuk 4 is gericht op het onderzoeken van het vóórkomen van riskant 
gezondheidsgedrag onder Roma jongeren in vergelijking met hun niet-Roma 
leeftijdgenoten en de invloed van het opleidingsniveau van de ouders en van sociale 
wenselijkheid op de verschillen in gedrag. Roma-meisjes rookten minder, waren 
minder vaak dronken en gebruikten minder drugs dan niet-Roma-meisjes, maar 



122

waren vaker lichamelijk inactief. Het gebruik van drugs kwam minder vaak voor bij 
Roma jongens, andere verschillen tussen Roma en niet-Roma jongens wat betreft 
riskant gezondheidsgedrag waren klein en statistisch niet significant. De effecten van 
het opleidingsniveau van de ouders en sociale wenselijkheid waren klein.

Hoofdstuk 5 richt zich op verschillen in sociale steun, tevredenheid met 
het leven en gevoelens van hopeloosheid tussen Roma en niet-Roma jongeren en 
op de rol van het opleidingsniveau van de ouders en sociale wenselijkheid op de 
verschillen. Roma jongeren meldden meer sociale steun te krijgen van hun ouders, 
meer tevreden met het leven te zijn en tegelijkertijd meer hopeloosheid te ervaren. 
Het opleidingsniveau van de ouders verklaarde een deel van de etnische verschillen, 
net als sociale wenselijkheid. Na correctie voor de eerdergenoemde factoren, bleven 
de etnische verschillen statistisch significant.

Hoofdstuk 6 beschrijft delinquent en agressief gedrag bij Roma en niet-Roma 
jongeren en het effect van het opleidingsniveau van de ouders en sociale wenselijkheid 
op de etnische verschillen. Roma jongeren rapporteerden minder delinquent gedrag 
en fysiek agressief gedrag dan niet-Roma, maar rapporteerden meer vijandigheid. 
Het opleidingsniveau van de ouders heeft geen belangrijke invloed op de gevonden 
verbanden. Correctie voor sociale wenselijkheid verminderde de etnische verschillen 
met betrekking tot delinquentie, leidde tot een toename van de verschillen in 
vijandigheid, en leidde tot het verdwijnen van de verschillen in fysieke agressie.

Hoofdstuk 7 gaat over discriminatie, hopeloosheid, en sociale steun en 
hun bijdrage aan de verschillen in ervaren gezondheid tussen Roma en niet-
Roma. Roma jongeren rapporteerden meer ervaren discriminatie en een slechtere 
ervaren gezondheid, en tegelijkertijd meer sociale steun van hun moeder en vader, 
meer hopeloosheid en meer sociale wenselijkheid. Roma etniciteit, discriminatie, 
hopeloosheid en sociale steun van de moeder waren significante voorspellers van 
een slechte ervaren gezondheid. Correctie voor discriminatie en hopeloosheid deed 
de omvang van de etnische verschillen afnemen en correctie voor sociale steun deed 
deze omvang deze verschillen toenemen.

Tenslotte worden in Hofdstuk 8 de bevindingen samengevat, en besproken 
in de context van bestaande kennis en theoretische achtergrond en implicaties 
verwoord. De resultaten worden in het bijzonder besproken in het kader van de 
verschillen in gezondheid en het riskant gezondheidsgedrag tussen Roma en niet-
Roma jongeren. Onze bevindingen zijn over het algemeen in lijn met eerdere studies 
onder volwassenen en steunen de veronderstelling dat de gezondheidstoestand 
van de Roma-jongeren slechter is dan die van niet-Roma-jongeren. De bevindingen 
van het minder frequente middelengebruik, met name onder Roma-meisjes, en het 
minder frequent antisociaal gedrag onder Roma-jongeren zijn in tegenspraak met 
bevindingen uit eerder onderzoek over de volwassen Roma-bevolking en leveren 
een geheel nieuw perspectief op Roma jongeren. De mediërende rol van het 
opleidingsniveau van de ouders in de samenhang tussen etniciteit en gezondheid, zoals 
gevonden in eerder onderzoek, werd ondersteund door onze bevindingen. Bovendien 
lijken discriminatie, hopeloosheid en sociale steun die samenhang te mediëren. 
Dat bevestigt de bevindingen van eerder onderzoek over het negatieve effect van 
discriminatie en gevoelens van hopeloosheid op gezondheid en het beschermende 
effect van sociale steun. Tenslotte werd de rol van de sociale wenselijkheid bij het 
meten van gezondheid besproken. Het lijkt een niet te verwaarlozen confounder te 
zijn bij het meten van psychosociale uitkomsten en antisociaal gedrag van Roma-
jongeren.
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Onze bevindingen impliceren dat gezondheidsinterventies zich meer 
moeten richten op groepen met een verhoogd gezondheidsrisico vanwege een 
lage SES. Gezondheidswerkers die werken met Roma zouden zich moeten richten 
op het behouden van het relatief lage middelengebruik bij Roma adolescenten en 
tegelijkertijd op het bevorderen van hun fysieke activiteit, om  zo te bevorderen dat 
ze gezond volwassen worden. Onze bevindingen impliceren ook dat interventies om 
de gezondheid van de Roma-jongeren te verbeteren zich zouden kunnen richten op 
het tegengaan van hun hopeloosheid. Het behouden van de sterke sociale steun 
en de tevredenheid met het leven onder de Roma jongeren verdient eveneens 
aandacht. Interventies ter preventie van antisociaal gedrag moeten gericht zijn op 
de gehele bevolking, maar zelfs dan kan een andere aanpak nodig zijn voor etnische 
minderheden zoals de Roma. Of het laatste nodig is vereist nader  onderzoek, bij 
voorkeur binnen een longitudinaal onderzoeksdesign waarbij Roma en niet-Roma van 
adolescentie tot de vroege volwassenheid worden gevolgd en waar ook kwalitatief 
onderzoek deel van uitmaakt.
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Zhrnutie

Rómovia tvoria jednu z najväčších a najstarších menšín v Európe. Počas storočí čelili 
rôznym formám diskriminácie a útlaku čo mohlo prispieť k ich nízkemu sociálno-
ekonomickému statusu a vysokej miere chudoby. V posledných desaťročiach sa záujem 
o Rómov a rôzne problémy s nimi spojené zvýšili, ale napriek tomu väčšina problémov 
ostáva nepochopená a nie to ešte vyriešená. Jedným z takýchto problémov je zdravie 
Rómov, ktoré je  horšie ako zdravie Nerómov. Výskum medzi Rómami je považovaný 
za náročný a neatraktívny, čo vedie k nedostatku valídnych a spoľahlivých údajov. 
Výskum rómskej mládeže takmer úplne chýba. Náš výskum sa zameral na hodnotenie 
zdravotného stavu a zdravie ohrozujúceho správania sa rómskych adolescentov 
žijúcich v chudobných rómskych osadách  na východnom Slovensku a ich porovnanie 
s nerómskymi adolescentmi.

Základné charakteristiky Rómov ako členov národnostnej skupiny sú uvedené 
v Kapitole 1. Kapitola sumarizuje dostupné poznatky o rómskej menšine, ich históriu a 
súčasný stav. Po uvedení kľúčových sociálnych determinantov zdravia je prezentovaný 
prehľad literatúry v oblasti rómskeho zdravia a zdravie ohrozujúceho správania. Na 
konci kapitoly sú prezentované všeobecné ciele práce a sú formulované výskumné 
otázky, ktoré sú zároveň zobrazené v modeli spolu predpokladanými vzťahmi.

V Kapitole 2 sme poskytli podrobné informácie o dizajne štúdie, o procese 
zberu dát a postupe štatistických analýz používaných v práci.

Kapitola 3 porovnáva subjektívne hodnotené údaje o zdraví dospievajúcich 
Rómov, žijúcich v rómskych osadách s údajmi od nerómskych adolescentov pričom 
zároveň posudzuje vplyv najvyššieho vzdelania rodičov na získané výsledky. Zistili sme, 
že rómski adolescenti uvádzajú horšie subjektívne hodnotené zdravie, viac úrazov 
a zranení počas posledného roka a častejšie využívanie zdravotnej starostlivosti v 
priebehu posledného roka, rómski adolescenti však udávajú menej zdravotných 
ťažkostí. Okrem toho uviedli viac prosociálneho správania v dotazníku SDQ (Strengths 
and Difficulties Questionnaire) ako Nerómovia. Neboli zistené žiadne rozdiely v skóre 
celkových ťažkostí dotazníka SDQ. Kontrola sociálno-ekonomického statusu spôsobila 
pokles intenzity vzťahu etnicity s ukazovateľmi zdravia. Následné zahrnutie sociálnej 
žiadúcnosti do štatistického modelu malo významný vplyv na etnické rozdiely týkajúce 
sa všetkých výsledkov, s výnimkou úrazov a zranení v priebehu minulého roka.

Cieľom Kapitoly 4 je zhodnotiť výskyt zdravie ohrozujúceho správania u 
dospievajúcich Rómov v porovnaní s ich nerómskymi náprotivkami a posúdiť vplyv 
vzdelania rodičov a sociálnej žiadúcnosti na rozdiely. Rómske dievčatá majú nižší 
výskyt fajčenia, opitosti a užívania drog, ako nerómske dievčatá, ale mali vyššiu mieru 
fyzickej nečinnosti. Užívanie drog bolo menej časté aj u rómskych chlapcov. Rozdiely 
v ďalších oblastiach rizikového správania sa medzi rómskymi a nerómskymi chlapcami 
boli malé a štatisticky nevýznamné. Efekt vzdelania rodičov a sociálnej žiadúcnosti bol 
malý.

Kapitola 5 sa zameriava na sociálnu oporu, životnú spokojnosť a beznádej 
medzi rómskymi a nerómskymi adolescentmi a na posúdenie úlohy vzdelania rodičov 
a sociálnej žiadúcnosti v rozdieloch. Rómski adolescenti vykazujú vyššiu sociálnu 
oporu rodičov, vyššiu životnú spokojnosť a vyššiu beznádej. Vzdelania rodičov 
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vysvetlilo časť etnických rozdielov, rovnako ako sociálna žiadúcnosť. Po adjustovaní na 
vyššie uvedené faktory, etnické rozdiely ostali štatisticky významné.

Kapitola 6 pojednáva o delikventnom a agresívnom správaní u rómskych a 
nerómskych adolescentov a podiele vzdelania rodičov a sociálnej žiadúcnosti na 
zistených rozdieloch. Rómski adolescenti vykazujú menej delikventného správania 
a fyzickej agresivity ako nerómski adolescenti, ale prejavujú viac hostility. Vzdelania 
rodičov neovplyvnilo asociácie významným spôsobom. Adjustovanie na sociálnu 
žiadúcnosť zmenšilo etnické rozdiely v delikventnom správaní, viedlo k zvýšeniu 
rozdielov v hostilite, a viedol k zániku rozdielov vo fyzickej agresivite.

Kapitola 7 sa zaoberá diskrimináciou, beznádejou a sociálnou oporou a ich 
prínosom k rozdielom v subjektívnom hodnotení zdravia medzi Rómami a Nerómami. 
Rómski adolescenti vykazujú väčšiu pociťovanú diskrimináciu a horšie subjektívne 
hodnotené zdravie a vyššiu sociálnu oporu matky a otca, beznádej a sociálnu 
žiadúcnosť. Rómska etnicita, diskriminácia, beznádej a sociálna opora matky boli 
významné prediktory zlého subjektívne hodnoteného zdravia. Adjustovanie na 
diskrimináciu a beznádej znížilo a adjustovanie sociálnu žiadúcnosť naopak zvýšilo 
veľkosť etnických rozdielov.

Napokon, v Kapitole 8 sumarizujeme  všetky zistenia, diskutujeme ich v 
kontexte súčasných poznatkov a teoretického rámca a ponúkame implikácie pre 
prax. Výsledky sú diskutované najmä v rámci rozdielov v oblasti zdravia a zdravie 
ohrozujúceho správania sa medzi Rómami a Nerómami. Naše zistenia sú všeobecne 
v súlade s predchádzajúcimi štúdiami u dospelých a potvrdzujú, že zdravotný stav 
rómskych adolescentov je horší. Zistenie o nižšom užívaní návykových látok, najmä 
u rómskych dievčat, a menej časté antisociálne správanie u dospievajúcich Rómov 
je v protiklade k predchádzajúcim poznatkom o rómskej populácii a predstavujú 
pomerne nový pohľad na rómsku mládež. Naša štúdia podporila úlohu vzdelania 
rodičov ako mediátora efektu etnicity na zdravie, ktorý bol predložený inou štúdiou. 
Okrem toho diskriminácia, beznádej a sociálna opora rovnako mediujú tento efekt, čo 
je v súlade so závermi predchádzajúcich štúdií o negatívnom vplyve diskriminácie a 
beznádeje na zhoršovanie zdravia a protektívnych účinkoch sociálnej opory. Nakoniec 
bola diskutovaná úloha sociálnej žiadúcnosti pri hodnotení zdravia. Zdá sa, že sociálna 
žiadúcnosť je významnou skresľujúcou premennou, ktorá by nemala byť zanedbávaná 
pri hodnotení psychosociálnych ukazovateľoch zdravia a antisociálneho správania sa 
rómskych adolescentov.

Naše zistenia naznačujú, že intervencie zamerané na zdravie by sa mali 
sústrediť skôr na skupiny so zvýšeným zdravotným rizikom, ktoré vyplýva z nízkeho 
SES. Odporúčame zdravotníckym pracovníkom, ktorí sa venujú Rómom, sústrediť sa 
na udržanie relatívne nízkeho užívania návykových látok u dospievajúcich Rómov a 
podporiť ich fyzickú aktivitu, ktorá môže udržať ich zdravie dobré až do dospelosti. 
Naše výsledky tiež naznačujú, že zásahy na zlepšenie zdravia rómskych adolescentov 
by sa mohli zamerať na zníženie ich pocitov beznádeje. Okrem toho si pozornosť 
zaslúži tiež udržanie úrovne sociálnej opory a životnej spokojnosti medzi rómskou 
mládežou. Intervencie zamerané na prevenciu antisociálneho správania by sa mali 
zamerať na celú populáciu, ale aj napriek tomu, iný prístup môže byť potrebný pre 
etnické menšiny ako sú Rómovia. To či je tomu skutočne tak, si vyžaduje ďalšie 
skúmanie, najlepšie s využitím longitudinálneho dizajnu, ktorý by sledoval Rómov a 
Nerómov od obdobia adolescencie až do skorej dospelosti a s možnosťou využitie 
kvalitatívnych postupov.
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Appendix

Items used in the survey:

Self-rated health (SF-36, Ware et al., 1993)
Item: In general, would you say your health is:
Answer:  excellent (1), very good (2), good (3), fairly good (4), bad (5).

Health complaints (Bothmer & Fridlund, 2003)
Item: Have you during the last month been bothered by any of the following  
 symptoms?

• Headache
• stomach ache
• cold
• flu
• symptoms from muscles
• back-pain
• anxiety
• coughing
• fatigue
• sleeplessness
• stress
• constipation
• diarrhoea
• allergy
• others 

Answer:  yes, no

Healthcare use
Items: 1. Have you had to see a doctor during the last month because of serious  
 sickness?
 2. Have you been in hospital during the last year?
Answer:  yes, no

Accidents and Injuries
Items: 1. Have you burnt yourself so badly that you had to see a doctor during  
 the last year?
 2. Have you cut yourself by accident so badly you had to see a doctor  
 during the last year?
 3. Have you broken a bone during the last year?
Answer:  yes, no



128

P. Kolarcik

Mental and Behavioral Health (Strenghts and Difficulties Questionnaire, Goodman, 
1998)
Items:  1. I try to be nice to other people. I care about their feelings
 2. I am restless, I cannot stay still for long
 3. I get a lot of headaches, stomach-aches or sickness
 4. I usually share with others (food, games, pens etc.)
 5. I get very angry and often lose my temper
 6. I am usually on my own. I generally play alone or keep to myself
 7. I usually do as I am told
 8. I worry a lot
 9. I am helpful if someone is hurt, upset or feeling ill
 10. I am constantly fidgeting or squirming
 11. I have one good friend or more
 12. I fight a lot. I can make other people do what I want
 13. I am often unhappy, down-hearted or tearful
 14. Other people my age generally like me
 15. I am easily distracted, I find it difficult to concentrate
 16. I am nervous in new situations. I easily lose confidence
 17. I am kind to younger children
 18. I am often accused of lying or cheating
 19. Other children or young people pick on me or bully me
 20. I often volunteer to help others (parents, teachers, children)
 21. I think before I do things
 22. I take things that are not mine from home, school or elsewhere
 23. I get on better with adults than with people my own age
 24. I have many fears, I am easily scared
 25. I finish the work I’m doing. My attention is good
Answer: not true (1), somewhat true (2), certainly true (3)

Social desirability  (SDRS-5, Hays et al., 1989)
Items:  1. I am always courteous even to people who a are disagreeable.
 2. There have been occasions when I took a advantage of someone.
 3. I sometimes try to get even rather than a forgive and forget.
 4. I sometimes feel resentful when I a don’t get my way.
 5. No matter who I’m talking to, I’m always a a good listener. 
Answer: definitely true (1), mostly true (2), don’t know (3), mostly false (4), definitely 
false (5)

Discrimination (ISRD questionnaire, Zhang et al., 2000)
Item: Have you ever treated you badly because of your religion or the language  
 you speak, or the colour of your skin? 
Answer: No, never (1), once (2), sometimes (3), often (4)

Hopelessness scale (Brief hopelessnes scale, Bolland, 2003)
Items: 1. All I see ahead of me are bad things, not good things.
 2. There is no use in really trying to get something I want because   
I probably wont get it
 3. I might as well give up because I can not make things better for   
myself
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 4. I do not have good luck now and there is no reason to think I will   
when I get older
 5. I never get what I want, so it is dumb to want anything
Answer: agree, disagree

Satisfaction with life (Satisfaction with Life Scale, Diener et al., 1985)
Items: 1. In most ways my life is close to my ideal.
 2. The conditions of my life are excellent.
 3. I am satisfied with my life.
 4. So far I have gotten the important things I want in life.
 5. If I could live my life over, I would change almost nothing. 
Answer: strongly agree (1), agree (2), slightly agree (3), neither agree nor disagree  (4), 
 slightly disagree (5), disagree (6), strongly disagree (7)

Aggressive berhavior (The Aggression Questionnaire, Nakano, 2001 (orig. Buss 
& Perry, 1992))
Items: 1. Once in a while I can’t control the urge to strike another person
 2. Given enough provocation, I may hit another person
 3. If somebody oneys, I hit back
 4. I get into fights a little more than the average person
 5. If I have to resort to violence to protect my rights, I will 
 6. There are people who pushed me so far that we came to blow.
 7. I can think of no good reason for ever hitting a persona
 8. I have threatened people I know
 9. I have become so mad that I have broken things
 10. I am sometimes eaten up with jealousy
 11. At times I feel I have gotten a raw deal out of life 
 12. Other people always seem to get the breaks 
 13. I wonder why sometimes I feel so better about things 
 14. I know that “friends” talk about me behind my back 
 15. I am suspicious of overly friendly strangers 
 16. I some times feel that people are laughing oney behind my back 
 17. When people are especially nice, I wonder what they want
Answer: extremely uncharacteristic of me (1) up to extremely characteristic   
of me (5)

Delinquency  (Zhang et al., 2000)
Items: 1. Did you ever damage on purpose something, such as a bus shelter,  
 a window, a car or a seat in the bus or train?
 2. Did you ever steal something from a shop or a department store?
 3. Did you ever break into a building with the purpose to steal something?
 4. Did you ever steal a bicycle, moped or scooter?
 5. Did you ever steal something out or from a car?
 6. Did you ever snatch a purse, bag or something else from a person?
 7. Did you ever carry a weapon, such as a stick, knife, or chain (not a pocket-knife)?
 8. Did you ever threaten somebody with a weapon or to beat them up,  
 just to get money or other 9. things from them?
 10. Did you ever participate in a group fight on the school playground,  
 a football stadium, the streets or in any public place?
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 11. Did you ever intentionally beat up someone, or hurt him with a stick  
 or knife, so bad that he had to see a doctor?
Answer: Never (1), yes but longer than 12 months ago (2), yes, during   
 last 12 months once (3), two times (4), three times and more (5)

Substance use
Item:  Have you ever smoked a cigarette? (Tuinstra et al., 1998)
Answer:  no never (1), yes, I have tried it (2), yes, I used to smoke but I have quit (3),  
 yes, I smoke occasionally but not daily (4), yes, I smoke every day (5)

Item:  Have you been drunk during the last 4 weeks?
Answer:  no (1), 1-2 times (2), 3 times and more (3)

Item: Have you ever tried any other drugs?
Answer:  yes, no

Physical inactivity
Item: How often do you have physical activity per week? (Physical activity is a sporting  
 activity longer than 20 minutes; do not include physical education in school)
Answer:  never (1), once a week (2), at least 2-3 times a week (3), every day (4)

Perceived social support from parents (items adapted from the ‘Spouse/partner 
perceived social support’ subscale of PSSS, Turner & Marino, 1994)
Items: 1. I feel very close to my mother.
 2. My mother would always take the time to talk over my problems,   
 should I want to.
 3. My mother often lets me know that she thinks I’m a worthwhile person.
 4. When I am with my mother I feel completely able to relax and be myself.
 5. No mater what happens l know that my mother will always be there  
 for me should I need her.
 6. l know that my mother has corifidence in me. 
 7. I feel very close to my father.
 8. My father would always take the time to talk over my problems, should  
 I want to.
 9. My father often lets me know that he thinks I’m a worthwhile person.
 10. When I am with my father I feel completely able to relax and be myself.
 11. No mater what happens l know that my father will always be there for  
 me should I need him.
 12. l know that my father has corifidence in me.
Answer: fully agree (4), agree (3), disagree (2), fully disagree (1).
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Perceived social support from significant other ( Significant others’ subscale of 
the Multidimensional Scale of Perceived Social Support, Blumethal et al., 1987)
Items:  1. There is a special person who is around when I am in need.
 2. There is a special person with whom I can share joys and sorrows.
 3. I have a special person who is a real source of comfort to me.
 4. There is a special person in my life who cares about my feelings.
Answer: Very Strongly Disagree (1), Strongly Disagree (2), Mildly Disagree (3), 
Neutral (4), Mildly Agree (5), Strongly Agree (6), Very Strongly Agree (7)
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