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Abstract 
Existing evidence shows that many Roma communities have received little at-
tention in relation to their health requirements. Evidence illustrates how 
Roma communities suffer from poorer health and unhealthier living condi-
tions when compared to majority populations, with their poor health closely 
linked to wider social determinants. This study explored the health status and 
associated health needs of the Leeds Roma migrant community, a hard to 
reach and under-explored group across Europe. Questionnaires (n = 70) and 
focus groups (n = 43) with Roma community members as well as interviews 
with health professionals (n = 5) working with them were used. The study 
found language was a key barrier to accessing health care and understanding 
health messages. Furthermore, participant’s understandings of the health sys-
tem were hindered by their different experiences within their countries of ori-
gin. Self-reports illustrated low mental well-being, high levels of stress and 
unhealthy lifestyles as common issues. The research also highlighted several 
wider determinants of health as key concerns within the Roma community 
including housing, employment opportunities and money. The findings of 
this study contribute to increasing understandings of this community’s health 
needs, their support requirements and the barriers faced by them. These need 
to be considered to inform strategies and ways of working as mechanisms to 
tackle health inequalities and promote health within this community. 
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1. Introduction 

The term “Roma” is used by the European Commission to refer to a number of 
different groups [1]. The findings of this study relate to the migrant population 
of Roma resident in Leeds, within the UK, not the indigenous Gypsy and Tra-
veller population. Roma has been migrating to the UK for years but the number 
of migrants has increased. Firstly through those seeking asylum, and latterly 
through the enlargement of the EU in 2004 and 2007. There is a lack of data in 
relation to numbers of Roma resident in the UK and Europe resulting from va-
rying definition and classification systems for race/ethnicity, ethical and legal 
limitations [2], and reluctance to identify as Roma for fear of stigmatisation [3]. 
In 2011, the UK Census included Gypsy/Traveller as a top-level ethnicity cate-
gory however, Roma as a choice was not available [4]. UK population estimates 
vary between 80,000 and 300,000 [5], with 25,451 Roma assumed to be within 
Yorkshire and the Humber [4]. A significant number of Roma are located in 
Leeds within the Harehills [5], Armley and Beeston areas, the location of this 
study [6]. In the UK, Roma are generally located within fixed accommodation 
yet their cultural lifestyle and dress may result in them being distinguished from 
the majority population and experiencing discrimination [7]. Despite the lack of 
formal information pertaining to the health needs of the European and UK 
Roma population, there is increasing evidence that poverty is more prevalent 
within Roma communities compared to majority populations [8]. Roma also 
have considerable health needs [9] [10]. Both the health and health care utiliza-
tion of Roma have received scant attention from researchers [10] [11] despite 
Roma health outcomes likely to be worse than majority populations [12] [13]. 
Thus, the health of Roma populations is a challenge for health promotion practi-
tioners in light of limited evidence, discrimination and social exclusion [10]. 
Given the uniqueness of the Roma population, and these issues there is a need 
for further research in relation to Roma health, particularly to inform the devel-
opment of health promotion strategies and interventions. 

2. Methods 

A mixed methods study was conducted in 2012 across 3 areas of Leeds, a large 
city located within the north of the UK, in the Yorkshire and Humber region. 
The research involved Roma communities in gathering local intelligence, devel-
oping trust and garnering data that reflected the views of the Roma community 
(10. Data collection aimed to identify the local barriers in accessing primary and 
secondary health care services from the perspective of Roma community mem-
bers. Wider determinants that had an impact upon health and wellbeing within 
the Roma community were also explored. Data gathering was viewed as a start-
ing point to inform local health promotion approaches. 

2.1. Data Collection Procedures 

All data collection procedures were undertaken by a Roma bilingual advocate 
and two Roma volunteers. The research used a mixed method approach includ-
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ing focus groups with Roma community members, interviews with local health 
professionals and questionnaires again with Roma community members. 

2.2. Quantitative Methods 

A close-ended questionnaire was administered to a sample of 70 Roma commu-
nity members. The questionnaire consisted of topics such as access to services, 
awareness of services, lifestyle behaviours, experiences of local areas and lan-
guage needs. Questionnaires were delivered in Slovak, Czech and Romani within 
both the Harehills area of the city (cohort 1), and then within the Armley and 
Beeston areas of Leeds (cohort 2). A total of 70 respondents completed the ques-
tionnaire; 44 respondents completed the questionnaire in cohort 1 (Harehills 
area) and 26 in cohort 2 (Armley and Beeston areas). A full breakdown of sam-
ple demographics is provided in Table 1. 

The majority of respondents spoke Czech (44.3%), Slovak (25.7%) or Roma as 
their primary language. 90% of respondents reported speaking at least one other 
language well. 15.7% of respondents identified English as an additional language 
spoken. All respondents were asked to describe their spoken English. Over three 
quarters of the sample reported to speak “little” or “no” English. 
 
Table 1. Questionnaire respondent demographics. 

  Frequency (%) 

Sex Female 47 (67.1) 

 Male 19 (27.1) 

 Missing data 4 (5.7) 

Age 18 - 30 18 (25.7) 

 31 - 50 41 (58.6) 

 51 - 64 8 (11.4) 

 65+ 2 (2.9) 

 Missing data 1 (1.4) 

Ethnicity Roma 58 (82.9) 

 Vlacho Roma 7 (10) 

 Other 3 (4.3) 

 Missing data 2 (2.9) 

Citizenship status British Citizen 1 (1.4) 

 Migrant worker EU 48 (68.6) 

 Migrant worker A2 1 (1.4) 

 Non EU Migrant worker 1 (1.4) 

 Family Migrant–Permanent residency 18 (25.7) 

 Missing data 1 (1.4) 

Carer No 61 (87.1) 

 Yes 6 (8.6) 

 Missing data 3 (4.3) 
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2.3. Qualitative Methods 

Five focus group discussions were conducted in total across all three areas of the 
city in which Roma were living. The focus groups schedule explored a range of 
issues including experiences of using services such GPs, doctors and hospitals, 
lifestyle behaviours such as diet and exercise, experiences of work and income 
and stress. A total of 43 participants contributed to the focus group discussions. 
In addition, qualitative interviews with professionals who came into contact with 
the Roma community through the course of their work were carried out (n = 5). 
The interview schedule explored the views of professionals in relation to the 
needs of Roma within Leeds, discrimination, and service provision. Efforts were 
made to sample a cross cutting field of people who had both “hands-on” and 
more strategic experience of working with the community. Within these 5 inter-
views, there was representation from GP services, a Roma community activist 
working within migrant services and people employed within local authority 
services holding a specific remit to work with Roma, Gypsy and Traveller com-
munities. 

2.4. Data Analysis 

The translated transcripts from the focus groups and interviews were analysed 
thematically [14]). Themes were agreed by the research team. Quantitative data 
from the questionnaires was cleaned and imported into SPSS, in order to gener-
ate descriptive statistics. 

2.5. Ethical Considerations 

The following practices were adhered to ensure ethical rigour: informed consent 
(written or verbal consent was obtained from all participants in the interviews); 
confidentiality and anonymity, no personal identifying information has been 
used in the reporting of data; secure information management and the main-
tenance of security via password protected university systems. 

3. Findings 
3.1. Self-Reported Health 
3.1.1. Long Term Conditions and Disability 
30% of questionnaire respondents stated that either themselves, or a family 
member living in the same household, had a longstanding illness or disability. Of 
these respondents, 38.1% had someone in the household registered as disabled. 

3.1.2. Mental Wellbeing 
Questionnaire respondents were asked “in general how do you feel most days?” 
Over half (51.4%) of respondents reported they felt “OK” most days and a fur-
ther 18%.6 described themselves as “happy” Conversely, 20% of respondents felt 
“anxious/stressed”, 5.7% were in “low mood/ down” and 4.3% “sad” most days. 

One focus group participant explained that being unable to work due to ill 
health was causing great concern and stress leading to poor mental health. They 
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explained that within their community there was a fear of disclosing a problem 
relating to mental health, 

 “People are worried. They are afraid to speak up, because they think that the 
English will tell them: ‘Well, if you are not happy here, what are you doing here? 
Go home.” (Roma Community Member) 

This was further reflected in professional interviews where it was felt that 
mental health needs were not being addressed due in part to stigma and attitudes 
toward mental health within countries of origin. 

3.1.3 Lifestyle Behaviours 
1) Smoking 
Overall, 67.1% of questionnaire respondents were current smokers, 24.3% 

non-smokers and 7.1% ex-smokers. 80.9% of smokers were smoking more than 
10 cigarettes a day. Of those who currently smoked, two thirds (63.8%) wanted 
to give up in the future. Figure 1, illustrates how many cigarettes were smoked 
daily by respondents. 

During interviews with professionals from the Roma community, the high 
mortality of the Roma community was highlighted. It was suggested that lifestyle 
in the Roma community was different to other communities leading to high 
rates of smoking and alcohol consumption. Focus group participants did not on 
the whole perceive smoking to be a large problem, 

“I’d stop smoking, but why when the medication I take has so many side ef-
fects that are bad for me. So how will stopping smoking help me, when the me-
dication, that I have to take for the rest of my life, is killing me?” (Roma Com-
munity Member) 

2) Alcohol 
Approximately half (51.4%) of questionnaire respondents reported they con-

sumed alcohol “monthly or less” and a further 40% “never” drank alcohol. 7.1% of 
respondents consumed alcohol 2 to 4 times per month. Participants in the focus 
groups did not report drinking large quantities of alcohol often. However, some 
 

 
Figure 1. How many cigarettes do you smoke per day? 
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did mention having a drink or two every day and it was acknowledged that in-
creased stress levels could lead to alcohol consumption, 

“When you’re under some stress, it can have bad effects, because you can start 
drinking.” (Roma Community Member) 

3) Fruit and vegetable consumption 
Questionnaire respondents were asked “on a scale of 1 to 5 (1 = very easy, 5 = 

very hard), how easy do you find it to get hold of fresh fruit and vegetables?” 
Over half (54.3%) of respondents selected 1 or 2, and just under one quarter 
choose 4 or 5. A further 20% stated 3. 

When asked “yesterday, how many portions of fruit and vegetables did you 
eat?”, only 1.4% of respondents consumed the recommended daily allowance of 
5 or more and 35.7% consumed none. The majority of respondents (51.4%) had 
1 to 2 portions. 

70.6% of the sample who though getting hold of fruit and vegetables was hard 
(4 or 5), consumed no portions of fruit and vegetables the previous day. Howev-
er, only 1 respondent (2.6%) who stated getting hold of fruit and vegetables was 
easy (1 or 2) consumed the recommended 5 or more portions the previous day. 

The topic of food was also discussed within the focus groups and it was sug-
gested that the participants were not eating the recommended 5 portions per day 
as their diet was influenced by desire rather than health. It was noted that fruit 
and vegetables were expensive and that money was required to lead a healthy 
lifestyle. However, one professional suggested that the Roma community did not 
understand how to lead a healthy lifestyle. In addition, there was a lack of inter-
est in changing lifestyle behaviours with community members prioritising find-
ing employment, housing and schools for their children. 

4) Physical activity 
On average, respondents participated in physical activity at a moderate inten-

sity (heart beating faster and slightly breathless) for 30 minutes 3.4 times a week 
(range = 0 to 7, SD = 2.7). 34.3% of respondents were physically active for 30 
minutes 5 or more times a week. Conversely, 18.6% participated in physical ac-
tivity for 30 minutes zero times a week (see Figure 2). Moderate physical activity 
was defined as brisk walking, an activity that most people can do on a daily basis. 

The focus group discussions also explored perceptions of health messages 
with participants reporting suspicions associated with health messages as well as 
understandings that drinking, smoking and a poor diet were unhealthy. Partici-
pants appeared to have strongly held belief systems about these topics, 

“I think that if you have a pint a day, it does not cause any harm, for example 
some people take pills to aid their digestion, but if you have one pint, you 
wouldn’t need the pill.” (Roma Community Member) 

In a discussion around physical activity participants expressed the belief that 
your body shape is fixed so exercise and diet have little to play in weight gain, 

“Definitely, look at me, I go to the gym, I don’t eat sugary food, I have a nor-
mal diet. I don’t eat fatty or sugary food and I am not slim. She [points to 
another female] eats everything and she is slim. It doesn’t matter [what you do],  
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Figure 2. How many days a week do you get 30 minutes of physical activity that makes 
your heart beat fast and gets you feeling slightly breathless? 
 
I think it is just given. More or less.” (Roma Community Member) 
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in Figure 3. 
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Figure 3. When you or a member of your family fall ill and you want medical help or ad-
vice where are you most likely to go? 
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‘excellent’. Conversely, 14.6% described the service as ‘very bad’ (2.4%) or ‘poor’ 
(12.2%) and 17.1% as ‘OK/ indifferent’. 

Focus group discussions, involved exploring the use of hospital services. The 
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and emergency within the Roma community to perceptions of a lack of exami-
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nation within the GP context, non-referral to specialists and a lack of language 
support. These perceived issues led to feelings of mistrust and self-diagnosis re-
sulting in direct attendances at accident and emergency services, 

I would go to A & E, would have to, there’s no doubt, to A&E, yeah, that’s the 
only option.” (Roma Community Member) 

Positive comments about hospital services focused upon feelings that individ-
uals were treated well, and that doctors were more approachable than ‘at home’. 
Being provided with interpreters and clear directions were appreciated, as was 
the standard of care. Some participants expressed satisfaction with care provi-
sion, 

 “They treat me and my children very well. I can’t complain. Back home, 
when I used to go …my little boy…he can’t walk, and back home, when I used 
to go with him to the physio, he was not allowed even just to touch a toy... It’s 
not like that here. He just plays with whatever he likes, they play with him, as 
they want... They teach him, through play, the exercises that he needs to do.” 
(Roma Community Member) 

Whilst there were some negative comments relating to the health care system, 
participants appreciated having access to free healthcare and exemptions from 
prescription charges. This meant that many people were able to access treatment 
that they would not be able to afford in their country of origin. 

“All the operations I had to go to with my little boy, and all the tests he’s had 
here…back home, that would cost a fortune…I would never be able to pay for all 
that back home.” (Roma Community Member) 

3.3. Language Needs 

77.1% of questionnaire respondents reported “always/ most of the time” (45.7%) 
or “sometimes” (31.4%) finding language a problem with using health services. 
Those that experienced language a problem when using health services “al-
ways/most or the time” or “sometimes”, were most likely to rely on “telephone 
interpreting” (38.9%), “family and friends” (33.3%) or an “interpreter” (31.5%) 
for support when using the health service. A further 9.3% reported they would 
most likely rely on a “bilingual advocate”. One respondent stated they would rely 
on ‘no-one’. 

Respondents from Cohort 1 were asked additional questions regarding lan-
guage needs and health service (see Figure 4). Specially, 56.8% of respondents 
“always/most of the time” understood the advice given to them; 54.5% “al-
ways/most of the time” felt able to ask questions or ask for more information; 
and 45.5% felt they “always/most of the time” had a say in decisions made about 
them. Conversely, 6.8% of respondents “hardly ever” (4.5%) or “never” (2.3%) 
understood the advice given; 11.4% of respondents stated they “hardly ever” 
(9.1%) or “never” (2.3%) felt able to ask questions or ask for more information; 
and 18.2% felt they “hardly ever” (9.1%) or “never” (9.1%) felt they had a say in 
decisions made about them (see Figure 5). 

Language barriers were highlighted as a key theme within the focus groups in  
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Figure 4. Have any of the following caused you stress in the past year? 
 

 
Figure 5. Language needs within health services. 
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a lack of language support led to friends and family members being used as in-
formal interpreters. This was sometimes described by research participants as a 
stressful process and led to concerns around not understanding what was being 
said, 

“Yeah, with the appointments. I had problems with that, because I don’t speak 
English, they don’t give interpreters over the phone, but like, my son can call 
them so it makes it a bit easier, but not always on the same day. So I would really 
like to change that.” (Roma Community Member) 

Language barriers deterred people from being able to describe symptoms or 
understand diagnosis from the GP. Members of the community indicated they 
would struggle to explain to the doctor what was wrong with them and even if 
an interpreter was provided sometimes it was still difficult as interpreters did not 
always understand medical terminology. Another issue with language support 
included sending interpreters speaking the wrong language or not interpreting 
the conversation. 

Participants expressed a wish to learn English but faced barriers such as 
courses aimed at an inappropriate level, having to work when courses were 
available and childcare, 

“Like, I know that it is difficult for some families, for example my wife can’t 
attend courses, because of our children. She’s a housewife. But it helped me, I 
went to college and when I came home, I taught my wife.”(Roma Community 
Member) 

Professionals also raised the importance of having command of basic English 
and the difficulties faced when trying to attend courses where there were no 
teachers speaking Czech or Slovak. 

3.4. Social Determinants of Health 

Questionnaire respondents were asked to report upon community problems in 
their area. Issues included isolation, a lack of places for Roma people to meet, no 
activities for the young, not feeling welcome and lack of knowledge/ services of 
where to seek help about rights. Street cleanliness was identified as a problem in 
relation to rubbish, dog fowling, and used needles. 

Crime was also reported as a problem with a particular focus upon drug use, 
vandalism and fear of violence. Cohort 1 were asked about their experiences of 
crime. 18.2% of respondents (n = 8) had been a victim of crime in the last year. 
Crimes related to car/ property damage, fraud, theft and verbal abuse. All res-
pondents stated that they had reported the crime; 3 respondents reported the 
crime to the police. Others reported the crime to: friends and family (n = 1), 
landlord (n = 1), school (n = 1) and 2 respondents did not identify who they re-
ported the crime to. Of those who had been a victim of crime, 75% felt it was 
because of their nationality. 

Questionnaire respondents were also asked to report experiences of prejudice 
and discrimination. 47.7% of questionnaire respondents did not feel they had, or 
someone in their family had, faced prejudice or discrimination whilst being in 
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the UK because they were Roma. Conversely, 13.6% reported to face prejudice 
all the time (6.8%) or often (6.8%). 11.4% reported experiencing prejudice occa-
sionally and 11.4% hardly ever. Examples of this included verbal abuse/ being 
threatened, damage to property, mistreatment from professionals and children 
experiencing problems in school. Discrimination was also discussed within the 
interviews by a number of the professionals as both service providers and service 
users. Generally it was felt that the type of discrimination within the UK was 
different as open discrimination is discouraged. Some focus group members felt 
health service staff treated them with dignity and respect, and expressed that 
they felt less discrimination in the UK. However, there was a sense that Roma in 
Leeds struggle to leave behind their past experiences of feeling unheard, receiv-
ing a second class service and discrimination in their country of origin. One par-
ticipant explained her reluctance to disclose that she was Roma to avoid poten-
tial discrimination, 

“My daughter goes to school but I don’t put her as a Roma, because the Slovak 
children there would laugh at her. Because Slovak children go there as well. ‘Hey, 
look, Gypsy.” (Roma Community Member) 

Housing was also identified as an issue within the focus groups and inter-
views. Professionals explained that many members of the Roma community had 
to use private landlords who were reluctant to provide facilities, or make repairs 
to houses. Poor living conditions such as damp and draughty accommodation 
were believed to be stressful and harmful to health. It was emphasised that 
housing for Roma was of poor quality, with exposure to dirty properties lacking 
proper facilities, 

“…for over a year, we have damp in our house, water is seeping up from un-
derneath, we went to housing last year, we reported it…” (Roma Community 
Member) 

Finally, unemployment was also noted by questionnaire respondents as a key 
issue. This also emerged within the focus groups in relation to the difficulty of 
securing employment. Lack of work and being unable to work alongside the fi-
nancial difficulties this brought were highlighted as one of the main causes of 
stress by community members. Work was recognised as important in relation to 
health and participants indicated they wanted to work. It was acknowledged that 
finding work was extremely hard and that being able to speak English was a key 
enabler in this process, 

“I would just like to go to work. When you work, everything changes…Work 
would be best, if I had that, I wouldn’t have to think about things. No? When 
you have a job, you’re better off. If you don’t have a job, you’re not entitled to 
anything.” (Roma Community Member) 

For women who wanted to work childcare was indicated as a barrier to find-
ing employment, 

“I had a chance of working in Tesco but I was disadvantaged because I would 
have to start at 10 and work until 7. And that was no possible for me because my 
children come home from school at 3:10 or 3:20” (Roma Community Member) 
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Money was discussed within the focus groups and participants expressed 
mixed levels of difficulty with money, some were able to pay their bills but most 
struggled to pay everything on time and sometimes fell behind with payments. 
Paying in instalments or taking out loans were a popular way of managing. Par-
ticipants discussed trying to spend less and “being careful”, food and clothing 
were the items most likely to be cut back on with children’s needs being priori-
tised, 

“Yes, I have to be more careful and spend less, for example I can’t buy clothes 
or household items or something, I have to make do because fridge is something 
you need to have…you can cut back on food, on clothing, and other things like 
this.”(Roma Community Member) 

3.5. Experiences of Stress 

The majority of questionnaire respondents (91.4%) reported feeling high levels 
of stress during the past year, with the most common cause of this being money 
problems (74.3% of the sample). These categories are similar and overlap but 
were used in the original questionnaire independently hence are reported sepa-
rately here. Figure 4 provides a more detailed overview of all reported causes of 
stress. 

Respondents who identified factors that had caused them stress in the last year 
were asked what they thought could be done to help reduce this. Overall, 79.7% 
identified one or more responses to reducing stress (range = 0 to 5, mean = 1.9, 
SD = 1.4). Over half (54.3%) of respondents felt advice surrounding money or 
benefit entitlement would be beneficial. 65.5% of respondents who identified 
money as a stressor (money problems/ ack of money), thought that advice on 
money/benefit entitlement would be helpful to reduce their stress. 

4. Discussion 

The legacy of Roma history is one of discrimination, hardship, poverty and poor 
health outcomes [3]. Common issues highlighted within the literature illustrate 
suspicion of authority figures within Roma communities, extreme poverty, poor 
living conditions and generally lower life expectancy than population averages 
[8]. There is a gap in the academic evidence base here, with published research 
on the health needs of the Roma population being sparse [10]. This research is a 
useful starting point for enhancing understandings of Roma needs within the 
UK. Existing evidence shows that many Roma communities have received little 
attention in relation to their health requirements despite some studies showing 
that the Roma community suffer from poorer health and unhealthier living con-
ditions when compared to majority populations [3]. This poorer health can be 
closely linked to the wider social determinants of health [15]. The research find-
ings reported here broadly relate to the existing evidence base in that the wider 
determinants of health such as employment and housing conditions were re-
ported as key concerns resulting in experiences of stress. Furthermore, other li-
terature points out that access to health care for Roma communities simply 
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cannot be discussed without an analysis of poverty, restricted access to education 
and social exclusion [16]. This research has also provided some insight into the 
use of health services, Roma community experiences as well as some detail about 
Roma community needs within one geographical area of the UK. Whilst there 
were good levels of access to primary health care such as GPs in this study, pos-
sibly as a result of the availability of care free at the point of access within the 
UK, there still remained disproportionally high levels of accident and emergency 
usage [17]. Language barriers were reported as a significant issue in the research 
findings. Unhealthy lifestyle behaviours were also commonly reported, reflecting 
similar findings from European studies in which frequent smoking, lack of 
physical activity and poor diet are evident, illustrating opportunities for health 
promotion and prevention activities [18]. However, health cannot always be 
prioritised within communities that have multiple worries [19], because every-
day life and its associated demands shape health and illness [20]. Therefore, 
maintaining positive lifestyle choices such as sustained weekly physical activity is 
difficult for many people without the additional problems reported here. Given 
the influence of social determinants such as employment and housing, health 
services alone cannot be expected to address these issues within migrant com-
munities [21]. Furthermore, all health promotion interventions need to consider 
the dynamics of health, income and social position [22]. The health outcomes of 
Roma are the result of a complex number of influencing factors [23], as this re-
search study is able to demonstrate. 

In terms of improving health outcomes and promoting the health of UK 
Roma several recommendations can be made resulting from the research find-
ings of this study, which fit with existing evidence highlighting the importance 
of targeted interventions [8]. The existence of language barriers indicates the 
need for provision of language services, support with literacy and the develop-
ment of appropriate communication tools. Education about health care provi-
sion, points of access and healthy behaviours would also be of use to the Roma 
community. Interventions should focus upon increasing Roma access and un-
derstandings of the nature of services and treatment. Employment assistance for 
Roma community members should be considered as a mechanism for support 
and way to begin tackling the wider determinants of health. Finally, localised 
support would be a useful tool in addressing some of the other needs identified 
within this research, for example in relation to housing. Given that the Roma 
community often distrust professionals [8], promoting health within this com-
munity is not an easy undertaking. 

5. Conclusion 

This research illustrates that Roma community members require support in a 
number of areas such as with language, employment and money advice as well as 
with increasing their understanding of how health services operate. The wider 
determinants of health were important factors in relation to living conditions 
and in relation to levels of self-reported stress amongst respondents. Health be-



L. Warwick-Booth et al. 
 

683 

haviour data reflected high levels of smoking and low levels of fruit and vegeta-
ble consumption. Furthermore, language barriers were reported as a significant 
issue in relation to accessing health care services. Hence, opportunities exist for 
specific targeted health promotion within the Leeds Roma community in these 
identified areas. Further research is required within other UK communities to 
ascertain if these issues are the same for Roma living within other geographical 
locations. Finally, any health promotion interventions being undertaken with 
UK Roma require robust evaluation and reporting to ascertain effectiveness as 
well as lessons for both policy and practice. 
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