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Glossary 
Adnexitis is an inflammatory disease generally affecting the fallopian tubes and ovaries, in some 

cases the uterus also, caused by vaginal, uterus or abdominal infections, and exposure to cold 

(settlement on cold surfaces, such as concrete). Symptoms include deaf or intense pain in lower 

abdomen, fever, abnormal vaginal discharge, menstrual disorders characterized by heavy 

bleeding and prolonged menses, nausea and vomiting. Complications of adnexitis is infertility 

due to the narrowing of the fallopian tubes preventing ovulated eggs to be released and thus 

fecundated by sperm (1). 
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Abstract 
Introduction The beggars are one the most vulnerable and stigmatized groups in the European 

society and are determined to live in substandard conditions, characterized by lack of sanitation 

and overcrowdings, and bare the harsh weather conditions to earn their living. Often, they have 

limited access to healthcare and their lifestyle has a great impact upon their health. However, 

little is known about their own perceptions of their health and their strategies to keep it. 

Aim The aim was to explore the Romanian beggars’ perceptions of their health prior to and 

during begging, the perceived consequences of begging on their health, and their coping 

strategies to maintain health while begging in Uppsala, Sweden. 

Method Data was collected from 8 semi-structured interviews in Uppsala, Sweden during March 

2015. The collected data was then analysed using manifest qualitative content analysis. 

Findings The Romanian beggars in Uppsala perceived their health status to be affected through 

their activity. Physical consequences involved developing new illnesses and conditions, but also 

aggravating previous health conditions, and mental consequences included degrading and 

marginalizing effects of begging, but also harassment from passersby. Access to healthcare in 

Sweden was limited and determined the beggars to develop alternative strategies for health 

management or to return to Romania for treatment.      

Conclusion The health status was found to be both negatively and positively affected through 

complex interactions between the individual and the surrounding levels: social network, 

community, institutions and society. More attention should be given to this group from all levels 

to improve their health status. 
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Introduction 

In recent years, begging has become a highly visible social phenomenon in the European Union 

(EU), attracting a lot of attention in the mass-media and much public debate. Begging, (or 

panhandling) can be defined as the action of asking publicly and regularly for money, or other 

necessities for personal use, such as food, from unfamiliar passersby without providing any 

services or consumer products of value in exchange for the items received (2). Begging is 

distinguishable from other types of activities, such as busking (*playing an instrument and/or 

singing), pavement art or selling street magazines (such as “Big Issue” in the UK or “Folk är 

Folk” in Sweden) since there are no services offered in return of the money requested (3). 

Beggars can be seen during daylight on the city streets, folded in blankets and holding out little 

cardboard cups, while at night they return to their overcrowded vans parked close to city centers, 

under bridges, or woods near the city. Many passersby are appalled to see and hear of the 

conditions that beggars are forced to resort to day by day (3). Among the beggars, one would 

find elders with ill health, handicapped, blind, but also children and able bodied people (4).  

The European Roma migrants are generally regarded as ‘the beggars’ resembling the common 

sight in Western European cities, but more recently on the streets of Scandinavian cities (5). The 

European Roma form one of the largest minorities in Europe with around 12 million members 

with the majority of them situated in countries from Eastern and Central Europe, such as 

Romania, Bulgaria, Hungary, Czech Republic and others (6).  

A particular population of interest is the Romanian beggars seen in Swedish cities. While an 

official count is missing, it is approximated that there are around 4,000 beggars in Sweden(7)   

with 90% of them believed to be Roma ethnics from Romania (8).  

Beggars background in Romania 
In order to better understand the Romanian beggar situation, one should look at their background 

in Romania. Romania has the second highest percentage of people at risk of poverty or social 

exclusion, with 42% of its citizens (8.9 million people), found to be at the risk of poverty, 

severely materially deprived or living in a household with very low work intensity, making it 

second after Bulgaria, with 49% (9). On the other side, countries with the lowest number of 

citizens in the above mentioned categories are Czech Republic and the Netherlands (both 15%), 
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Finland (17%), and Sweden and Luxembourg (both 18%) (9). However, one should keep in mind 

that Romania has the highest proportion of rural population in the EU (45%) but also the highest 

incidence of rural poverty (over 70%) and among the largest gaps in living and social standards 

between rural and urban areas (10). By far, the most affected by poverty in Romania are the 

Roma ethnics (11). During the 2011 Romanian population census, 619,007 (3.25%) people 

declared themselves as Roma ethnic, making the Roma ethnicity the second largest minority 

group in Romania, after the Hungarian ethnic group with 6.5% (12). 

The Roma are a compact population, with more than 60% living in communities larger than 500 

persons both in rural and urban settings (13). The Roma population is a young population with 

approximately 2/3 (66.8%) of individuals up to the age of 30 years old, and 47.33% under the 

age of 20 compared to the Romanians (24.87%) (11). Life expectancy is significantly lower in 

the Roma than in the Romanian population by approximately 10 years (11). In 2011, in terms of 

occupation among the Roma, only 35.5% were working, 36% willing to work and 28% inactive, 

compared to 58% workers among the general population (11). There are also big differences in 

education levels: illiteracy figures in Roma ethnics are more than double compared to the general 

population, while the majority of Roma end their pursue for education in secondary school 

compared to the higher educated general population (11). Health access for Roma people might 

be limited due to insufficient medical services (especially in rural areas), difficulties in accessing 

medical service (e.g. lack of identity card), low incomes, inappropriate living conditions, but also 

communication problems due to language and culture differences between health personnel and 

the Roma, and discrimination (11).  

The increasing influx of Romanian beggars in Sweden may be attributed to facing low wages in 

Romania (EUR200) while hearing that begging on the streets in other countries might bring them 

around EUR650 monthly, in addition to becoming unemployed or lacking adequate education 

(14). Another reason might be the harsh conditions faced in other Nordic countries, such as the 

threat of banning begging by Norwegian local councils, and making it punishable with fines and 

imprisonment 6-12 months for both beggars and their helpers (15,16).  In Denmark ‘active’ 

begging (e.g. contacting and following passersby for money) is illegal and punishable by law 

after numerous warnings, as opposed to a ‘passive’ way of begging which is legal (17). 

Furthermore, Copenhagen police forces focus on driving away the beggars to other countries, 
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like Sweden, where they would have better possibilities, while supporting a ban begging and 

homelessness ban (17).  

Are beggars homeless? 
While there is a public and academic debate around the links between being homeless and 

begging, and their legitimacy, the fact is that the vast majority of the people currently begging 

are homeless (3). While the beggars seen in Sweden may not be homeless in their country of 

origin, one could consider them as ‘temporarily’ homeless based on the European Typology of 

Homelessness and Housing Exclusion (ETHOS) definition of homelessness (18).  Homelessness 

is mostly linked with the most visible and needy category, the rough sleepers (people that spend 

the night in the open air). However, according to the ETHOS definition, homelessness and 

extreme forms of housing (at risk of becoming homeless) can be classed in four categories: 

rooflessness, houselessness, insecure accommodation and inadequate housing (18).  

 ‘Roofless’ includes rough sleepers, emergency accommodation victims of natural 

disasters or violence.  

 ‘Houseless’ includes temporary accommodations (e.g.  night-shelters or refuges) and 

newly-released persons from long-term institutions (detention centers, prisons or 

psychiatric centers).  

 ‘Insecure accommodations’ includes temporarily and involuntary living with friends or 

relatives due to insecure tenancy arrangements or facing evictions under violence threats.  

 ‘Inadequate accommodations’ includes living in inappropriate and non-conventional 

housing (i.e. caravans) without access to utilities, and extreme overcrowding (18).    

Therefore, the student researcher has considered articles regarding the health, healthcare access 

and strategies for health of both beggars, or panhandlers, and homeless due to the lack of articles 

in this field of study.   

Health consequences of homelessness and begging 
Shelter is one of the fundamental components of health (19). Parks, streets and doorways form 

an unhealthy environment that leads to decline and despair and is never intended for becoming 

occupied by humans or to maintain health (20). Homelessness is one of the most harmful and 
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traumatic cases of extreme poverty and social exclusion (21). Even short episodes of 

homelessness can decreases a person’s reintegration chances and may deteriorate physical and 

mental health with possibly irreversible long-term consequences (18). Health problems have 

been linked particularly to homelessness under two forms: triggering factor and consequences.  

Lack of housing leads to ill health and mental illnesses, but also reduce life expectancy (22), in 

some cases by a staggering 30 years compared to the general population (23).  

Without a standard dwelling to provide fundamental resources to sustain health, such as shelter, 

warmth, running water and appropriate food storage, it is not surprising that homeless people 

struggle with their health maintenance (24).  Inappropriate sanitation and overcrowded living 

conditions make homeless people vulnerable to illnesses, but also physical injury and violence 

(2).  More than half of the homeless suffer from one or more major chronic health conditions, 

respiratory, cardio-vascular and infectious diseases (i.e. HIV, TB, hepatitis), as well as affective 

disorders (i.e. depression, bipolar disorder or anxiety disorder), substance abuse and malnutrition 

(18,25,26). Other physical health effects, such as chronic pneumonia, can be attributed to being 

damp, cold and hungry (24,27). The perceived factors responsible for ill health of Nigerian 

beggars were inadequate hygiene (44.5%), followed by dirty environment (29.1%), inadequate 

feeding (18.2%)(28). 

Often, the homeless have limited access to healthcare and social services, and when seeking 

help, they are particularly sicker, have high rates of hospitalizations, require more intensive 

treatments, and have greater mortality rates compared with the general population (26,29,30). 

Being ill as a homeless ruptures the sense of normality and autonomy of the person as the onset 

of the illness is a gradual process experienced through physical and psychological symptoms 

(27). Through this process the homeless person becomes surprised of the impact of homelessness 

on their health (e.g. losing teeth or stiff back from sleeping on concrete)(27).  

Homeless and beggars are a group of highly stigmatized individuals and victims of self public 

humiliation and undermining by displaying themselves as homeless and starting to believe they 

are inferior to passersby(2).  Passersby may further humiliate and undermine them by making 

unsolicited and degrading comments or verbally and physically assaulting them (e.g. spitting, 

pushing) which negatively affect the beggars mental health (2). This may lead to depression, 

suicidal thought and substance abuse (22). Occasionally, violence is also perpetuated by their 
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peers, while the beggars have to control their emotions against any kind of violence to prevent 

from having further problems with the aggressors or the police (2). 

Healthcare access in Sweden 
According to the Swedish Association of Local Authorities and Regions (31) persons insured in 

EU/EES countries or Switzerland are entitled to receive necessary safe medical care during their 

temporary stay in Sweden and should not have to cancel their stay and return to their homeland 

due to medical reasons. However, in order to benefit from cost coverage of the treatment the 

patients are required to have insurance. If they do not have insurance they are required to cover 

the full costs themselves. A European Health Insurance Card (EHIC) would ensure that the 

person possessing the card can have access to healthcare assistance under the same conditions as 

the local citizens (32).  Thus, if the treatment needed is free for the citizens, the person ensured 

by EHIC will not have no pay for it, while if the treatment is paid by the citizens, the costs can 

either be reimbursed directly within the country visited, or through the private health insurance 

firm from home (32). However, Romanian beggars in Sweden may not have a working place in 

Romania, thus without a workplace they are unable to make contributions for insurance and 

become uninsured in Romania. Without a workplace or contributing for insurance in Romania 

they are unable to apply for an EHIC, and are highly unlikely to afford to pay for private health 

insurance.  Thus they are required to cover the full costs of the healthcare received. 

Furthermore, EU/EES-citizens staying more than 3 months in Sweden without a workplace to 

support themselves and lacking a fully covering health insurance, the Swedish Government has 

stated that, in some cases, the law on health care for undocumented migrants from 2013 is 

applicable (33), while they have no residence permit or right of residence according to EU 

directives (34).  Based on anecdotal information
1
 received from three informal sources in 

Uppsala  the beggars should have the same access to healthcare in Sweden as undocumented 

migrants in Sweden under the condition that it cannot be postponed in exchange of paying SEK 

50 for medical care. A Government bill, Prop 2012/13:109, states that which people staying in 

Sweden without permission, and are over 18 years of age, must be offered health care under the 

same conditions as asylum seekers, limited to drugs prescribed in connection to care that cannot 

                                                           
1
 Due to lack of documented information, three different people working with beggars in Uppsala 

were spoken to and this information was confirmed through informal conversations. 
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be postponed, maternal health, abortion care and contraceptive advice (35). Furthermore, the 

healthcare charges for asylum seekers and undocumented migrants are SEK 50 for medical care 

and SEK 25 for other medical treatment, free of charge preventive child and maternal health and 

obstetric care, SEK 40 for medical trips and SEK 50 for prescription written medicines (35). 

However, during the informal conversations, previously mentioned, it was described that, in 

practice, there is a certain ambiguity around the term of treatment that cannot be postponed, 

leaving the decision to give or not treatment to the interpretation of the health professional, or in 

some cases beggars are denied care due to the health professionals not being aware of the laws. 

Rationale 
While the main focus of European academic literature is on child begging and human trafficking, 

the solely purpose of this thesis is to look at the perceived health consequences of begging from 

the perspective of beggars, and their strategies to maintain health. Therefore, this thesis will not 

consider or touch upon the possible illegal activities and mechanisms that may or may not exist 

and/or have caused their presence and activities in Sweden. There is not an abundance of 

scientific literature on the health of the beggars or homeless people but a handful in high income 

countries U.S. (2), New Zeeland (24) and UK (27) and low income countries Tanzania (36), 

Nigeria(28), with no scientific research on the Romanian population of beggars in Europe despite 

the on-going public and political debate leading to a gap in the research involving Romanian 

beggars. The existing literature focuses on incidence of various diseases, the poor mental health 

status of the homeless or beggars as a result of harassment, discrimination and isolation, but not 

on the perceptions of their own health and health needs, nor their agency and resilience 

demonstrated to cope with the health problems encountered (22,24).  

The beggars have gone through hardships and posses rich understandings of their situations the 

people surrounding them lack (37). Thus these personal experiences are the result of their efforts 

to financially secure their future while placing efforts to sustain mental and physical health in an 

unhealthy cold and damp environment, harsh weather, food insecurity, lack of hygiene, violence, 

social exclusion and stigma. By giving voice to their experiences, we become informed of the 

hardship of the beggars’ lives, the afferent health consequences and struggles to maintain health. 

Understanding these might give us a better insight on how we could better address their health 

needs.   
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Purpose and Aim 
The purpose of this thesis is to give voice to the participants in expressing their views on the 

effects of begging on their health, and to explore their coping strategies for maintaining health. 

This piece of work will offer in-depth knowledge on how Romanian beggars perceive the health 

consequences of begging and what are their health maintenance strategies, as part of their 

experiences of begging in Uppsala, Sweden. 

The aim of this thesis is to explore the Romanian beggars’ perceptions of their health before and 

during their period of begging, as well as their strategies to maintain health while in Uppsala, 

Sweden. 

Objectives 

 To explore the perceived health status before coming to Uppsala, Sweden 

 To explore the perceived health consequences of begging in Uppsala, Sweden 

 To explore the strategies to maintain health while in Uppsala, Sweden 

 

Research Question:  
What are the Romanian beggars’ perceptions of their health status prior to and during their 

period of begging and what are their strategies to maintain health while begging in Uppsala, 

Sweden?  

Theoretical Framework 
The Social Ecological Model has been developed as a response to the victim blaming ideology’s 

criticism as it did not take into consideration that individuals become less capable of controlling 

their total health environment which leads to maintaining and reinforcing unhealthy behaviours, 

such as smoking, decreased exercise, unprotected sex and others. McLeroy et al. (38) adapted the 

model for health from Bronfenbrenner’s Ecological Systems Theory (39). It recognizes that the 

ways in which individuals seek and think about health are shaped by more than just individual 

personality, but also the context surrounding them, such as their family and peers, the 

community and society they come from and reside in. The model shows that these levels are 

interdependent and influence the determinants of health behaviour and beliefs but also 

consequences to health as the result of complex effects of the multiple levels on the individual. 

The levels described are intrapersonal factors of the individual (e.g. attitudes and behaviours), 
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interpersonal relationships as social networks (e.g. with family, friends, acquaintances), 

community (e.g. passersby, cultural values and norms), organizational or institutional factors 

(e.g. hospital and local authorities) and public policy ingrained in the societal level (e.g. laws and 

regulations). This model was chosen because it helps to understand that the health consequences 

of begging and strategies to maintain health are not only determined by the individual himself 

but also by the environment surrounding the beggar. This model will be used in the discussion 

section of this research. 

Figure 1 Socioecological model adapted from McLeroy et al1988 

 

Methods 

Study site  
Uppsala is the fourth largest city in Sweden, by population with 140,454 inhabitants as of 2010. 

While there are no official counts of the number of beggars, a certain charity organisation has 
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approximated that between November 2014 and April 2015 there have been around 300 

Romanian beggars, including children in Uppsala (40). Another organisation working with the 

beggars and providing night-shelter has had 224 unique visitors, during the same period of time 

(41). 

Participants and sampling criteria 
The researcher has worked with one of the organisations in Uppsala, between December 2014 

and April 2015, where he has been in contact with a number of members of the begging 

community in Uppsala. Based on the student researcher’s experience, beggars may not be open 

to participate in an interview and share their personal experience to someone they don’t have 

previous contact with. Through his work at the organisation, the student researcher was able to 

build rapport with some of the guests  that met the inclusion criteria defined below. These 

individuals were conveniently selected and asked to participate in the study. The participants 

were already familiar with the student researcher through the multiple contacts at organisation 

and outside. The criteria used for selecting participants for interview are the following:  

 Participants are willing and able to express their views in Romanian 

 Participants are self-reported Romanian nationality 

 Participants have been begging in Sweden for at least 1 month 

 Participants are over the age of 18 years. 

Data collection  
Prior to interviewing eligible participants, the aims, purposes and procedures of the study were 

explained and eligible participants were given an opportunity to ask questions about the study. 

The people willing to participate in the study were provided with an information sheet explaining 

the study and informed written consent was asked from all participants. A copy of the 

information sheet and consent form can be found in the annex of this document.  

Primary data collection consisted of seven semi-structured interviews. The interviews were 

conducted by the student researcher in a private location where interviewees felt comfortable to 

talk. All interviews were audio recorded. The data collected was kept anonymous and stored on a 

password protected computer. The interviews amounted to 7 hours and 31 minutes, with the 

shortest interview of 44 minutes and the longest 86 minutes. The only persons that participated 
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during the interview were the student researcher and the interviewee. An interview guide has 

been constructed to guide the interview and a copy can be found in the annex of this document. 

All the interviews were transcribed verbatim into Romanian by the student researcher.The 

interview guide covered 3 topics, phrased as broad open questions, related to the perceived 

health status prior and during the period of begging in Sweden, as well as strategies to maintain 

health as a beggar.   

Data analysis 
The interviews were transcribed verbatim and then analyzed through manifest qualitative content 

analysis (QCA) as described by Graneheim and Lundmann (42). The researcher identified 

meaning units, condensed meaning units, codes, and grouped them in categories and then theme. 

Table 1 Example of analysis process 

Meaning unit Condensed 

meaning unit 

Code Category 

“And I said, I don’t know, I haven’t 

caught a cold like this, never, in all 

my years. Never have I caught a 

cold like this, it blew me off. And I 

think this cold affected me, because 

I was already sick from home with 

kidneys, ovaries, and it affected too 

much. Now, when I go to Romania, 

I have to hospitalize myself, make 

some tests and treat myself because 

I am very, very sick” 

Thinking cold 

worsened health of 

the kidneys and 

ovaries 

 

 

 

Preparing to go 

home for treatment 

Cold 

worsened 

health 

 

 

 

 

Returning 

home for 

treatment 

Current situation 

and physical issues 

 

 

 

 

 

Seeking treatment 

in Romania  

 

 

Ethical considerations 
The Helsinki declaration (43) has been followed throughout the research process. All the 

participants were informed about the study purpose and procedure, and asked to sign a written 
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informed consent prior to participating in the interviews. The participants were also informed 

that participating in this study will not expose them to harm. To ensure this, all the data has been 

handled with confidentiality, thus any names, places or other details that may lead the reader to 

recognize the informants have been substituted with fictional names or not presented. The 

participants were informed of the voluntary nature of their participation, confidentiality, their 

right to refuse to answer any questions or stop the interview at any point and that there are no 

right or wrong answers, to ensure their autonomy, both during the contact for invitation and in 

the informed consent. A copy of the consent form can be found in the Annex. 

The interviews were recorded using a voice recorder, after informed consent was asked for and 

given. The interviews and transcripts have been saved securely on a password-protected 

computer. No economical or other compensation was provided to the participants to ensure the 

voluntary nature of their participation and not due to motivation of compensation. The 

participants were informed that the results of this thesis might be influential to raise the 

awareness of their experiences of health and begging to the local and national authorities which 

could potentially influence future interventions to tackle the marginalization and improve the 

conditions of this group.   

Due to the fact that both the begging community in Uppsala is small, and the organisations 

offering services are very small and restricted, I have chosen not to give any information about 

the organisation I have worked with. This decision was made, to protect the confidentiality of the 

participants.  

Reflexivity  
I come from Romania, a country with an informal way of discrimination, social exclusion and 

oppression towards the beggars as a group. Begging is a common view in urban settings and 

through discussing with family and peers, begging is perceived as negative and hard to escape 

from, thus excluding the beggars from the society. I have had firsthand experience working and 

volunteering on various occasions with different NGOs in Romania, especially with Roma 

ethnics, most commonly seen in Romania as beggars, both children and adolescents in day 

camps, but also with Roma families, inside and outside their communities through charity events. 

I have developed an interest to get involved in the reintegration of this minority group in the 

bigger Romanian society, however I realized that this would be a very complex and lengthy 
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process, that could be achieved only through the cooperation of various national and 

international authorities, NGOs and civil society. I learned that, to a certain extent, contacting 

them outside the organisation’s activities was difficult due to trust imbalance. If this research 

would have been done in Romania, contacting the interviewees could have been an issue as the 

interviewees might not trust me to disclose information about themselves to an unfamiliar 

person. However, considering that the present research was done in Uppsala, Sweden, where 

both myself, as the student researcher, and the interviewees are part of the minority, it was much 

easier to contact them but also to gain their trust. This process has further benefited from 

working with beggars at the organisation on a weekly basis, but also through having multiple 

contacts outside the organisation. Also, I assume that the level of education of the beggars that I 

have spoken to in Sweden is higher than the level of education of the beggars in Romania which 

has made it easier for them to express themselves, leading to richer data, in terms of clarity.  

All the participants in this study have been made contact with at the organization where I 

worked.  One could assume that there were some differences in the power relations between the 

interviewer and the interviewee, as the interviewees may have seen me in the posture of the 

employee at the organisation. As an employee I had to be strict in my behaviour and attitudes 

towards the guests in order to have authority. My assumption is that some of the interviewees 

might have seen me as an authoritative figure while doing the interviews which might have 

affected their willingness to participate in the data collection process but also the content of the 

data, as opposed to someone that the participants would have just a straightforward friendship 

with, leading to more openness in their answers from them. 

As an insider, and coming from the same culture of Romania, I might have taken some answers 

for granted, while an outsider researcher could have taken more details in consideration, and 

might have continued with follow up questions on the different subject that arose from the 

interviews. This might be applicable for the analysis process and formulating the results and the 

discussion of the data. Furthermore, sharing the same nationality might have influenced the way 

the participants have answered to a more realistic image of their situation, while knowing that I 

am not able to help them, while a foreign researcher might have received exaggerated 

information, in the hope that help may come from the researcher himself.  
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Findings 

Details on the participants 

The present study had 7 participants, 4 females and 3 males with ages ranging between 22 and 53 

years of age. The mean age of the participants was 35 years of age. Their period of begging 

ranged between 1 and 7 months, with the mean length of 2.7 months.  

Results 
During the analysis process the researcher identified three categories and a central theme 

reflecting the manifest content of the data, found in the table presented below. 

Table 2 Overarching theme, categories and subcategories 

Theme Categories Subcategories 

 

 

 

 

Shame and 

Having no other 

choice 

 

 

 

Sickness management 

Dealing with the 

condition 

Seeking treatment in 

Sweden 

Seeking treatment in 

Romania 

 

What actually happens 

Current situation and 

physical issues 

Mental health issues 

 

Knowledge on health 

Existing knowledge on 

health 

Future consequences 

of begging 

 

Shame and having no other choice 
This has been the overarching theme during all of the interviews. All of the beggars have 

discussed that begging is shameful and that they have no other options to sustain themselves. 

One beggar  expressed he felt ashamed to be seen by others begging while he was a strong and 
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healthy man and that he would make a fool of himself in Romania because of begging but he has 

no other options to provide for his family.  Another said: 

“I have a sister and when we talked she said ‘how do you live there if you can’t see? I told her 

straight that I beg and it’s something I have never done (…) I was ashamed but I told her. 

I: Why do you think it’s shameful? 

Because I’ve never had to do this thing, but now I must. You feel despicable!” 

(Male, 46) 

All of the beggars expressed that they would rather work instead of begging but finding work 

was difficult because no one offered them a job in Sweden or Romania. A female beggar 

declared she was ready to work even in construction.  Common among the beggars was that they 

would rather beg and starve than hit someone in the head to steal food. Participants viewed 

begging as the only survival method for sustaining themselves: 

“I have no other option, what can I do? I have no other ways to sustain myself, I have nothing to 

survive from, I have no treatment [insulin] money and have to do this thing [beg] [...] it’s good 

that you can survive. ” 

(Female, 41) 

Sickness management 
The data suggests a timeline progression of the events surrounding the health of the beggars. 

This timeline starts with becoming sick before coming to Sweden (or starting to beg with an 

untreated condition) or getting sick in Sweden due to the begging conditions. This step is closely 

followed by trying to deal with the condition by using a range of medication and alternative 

options before turning to seek medical treatment. Seeking treatment in Sweden is surrounded by 

a cloud of ambiguity relating to provision of healthcare and confusion about requirement to pay 

for the treatment. Returning to Romania to seek treatment is the last step of the timeline. Future 

health consequences of begging is imaginarily the last step of the progression but the onset of the 

consequences have not begun yet and is reflected in the knowledge of health but also fears of the 

beggars. The steps of the timeline are not followed by the beggars in the same way and some of 
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the steps are sometimes skipped (e.g. going directly to the hospital as soon as symptoms appear 

or choosing not to get any treatment at all). These steps will be presented in more detail in the 

following paragraphs but also in the figure below. 

Figure 2 Timeline progression of the events surrounding the health of the beggars 

 

 
Dealing with the condition 

This subcategory discusses different health management mechanisms discussed by the 

participants that included using medicine brought from home , the barriers encountered and 

alternative options in absence of medicine such as dealing individually with the condition or 

ignoring health and praying to God. 

The participants revealed using various illness management mechanisms. One of these was using 

medication that was brought from home. The indicated medicines included painkillers and anti-

inflammatory, but also medications to treat illnesses that require significant management and 

continued use of medication, such as insulin or heart medicine. It was explained that painkillers 
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were used seldom, once a week or once a month, in order to relieve severe pain caused by hernia, 

abdomen pains or headaches: 

 “I manage well with them [the pills] but I only take them once or twice per week when the 

terrible pain [from hernia] comes [...] this is just a painkiller, to relieve the pain, and two pills I 

take in one week.” 

(Male, 26) 

However, in some cases medicine treatment was interrupted by unexpected events, such as 

leaving in a hurry from Romania and not having enough time to buy heart medicine or having 

the bag holding the insulin stolen from the begging spot. In these extreme cases beggars had to 

interrupt the treatment and endure the consequences for a short period of time until the medicine 

was acquired again by their peers or ‘merciful’ passersby:  

“I didn’t have any type of insulin, I stayed three days without insulin here in Sweden (…) but 

these people [passersby] helped me very much. So to whomever I told that I have no tests, no 

measuring machine, they helped me, they bought it for me. They came with me to the pharmacy 

and bought my treatment [insulin], food, they helped me very much” 

(Female, 41) 

One participant had her heart medicine brought by plane from home by her husband after an 

unspecified period of time. In the other case, insulin was bought three days later by a passerby.  

Buying medicine from Sweden were also described by the participants but will be further 

discussed in Seeking treatment in Sweden subcategory. 

Alternative methods of coping were also described but not all turned out to be effective. Dealing 

with back pain or knee pain was relieved temporarily by either self massaging, asking peers for a 

back massage or spine manipulation techniques, or going for a short walk to relieve stiffness: 

“I: You said you straighten your back and bones after sitting down? How do you do it? 

R: I don’t know how to say. We twist ourselves how we were taught  [as kids], or my brother 

catches me and tightens my chest [Shows how brother holds his chest] so that my bones crack, 

and they fall into their place bone by bone. He shakes me two or three times and then I feel that 
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my bones crack and you feel relaxed […] or we lay on each other’s backs. If I didn’t do this I felt 

sometimes hard to fall asleep due to pain.” 

(Male, 27) 

Dealing with stress was dealt with individually by either seeking relaxation methods that would 

take their mind off the current problem they are dealing with. These methods were described as 

reading the Bible, sleeping, going for a walk, smoking, or confronting stress through crying or 

self judging their own reactions as inappropriate. Long walks through shops were also seen as a 

way to get warm but also to decrease perceived high blood pressure.  Alternative methods 

seemed to be ineffective when dealing with adnexitis. The methods described were drinking 

herbal tea in addition to pain medication to treat a pain similar to ‘knives stabbing in the 

abdomen’ with not much success. Beside pain, the women also had to deal with severe bleeding 

due to adnexitis:  

“It was a hemorrhage, so it was flowing like water. I could not handle it with anything, only with 

rags, constant changing. So I stayed like this for one month and a half with this hemorrhage […] 

I did not realize, is it a cold, is it a… but an unpleasant smell was coming. I realized that 

something was not right: now I’m washing; now it starts smelling. And those blood cloths, blood 

cloths! I had back pain, abdomen pain, it was killing me! So, I told you I was changing myself 

ten times per day. I could not handle it anymore, I could not handle it anymore, on my feet all the 

time.” 

(Female, 41) 

One participant with diabetes ran out of insulin for three days. She described having to reduce 

her diet to bread and milk in order to prevent hyperglycemia. As an alternative method, hot tea 

was also used for other purposes than intended:  

“I: How was life before the night-shelter? 

 R: Oh Lord, God, I don’t even want to remember! You know how I was? Frozen! […] In 

December, believe me, I would take my socks off, and pour hot tea, people would bring me hot 

tea, I was not drinking it but pouring it on my feet” 
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(Female, 41) 

Another way of dealing with a medical problem was by not caring about health anymore. This 

was seen accompanied by the prioritization of money over own health or by ignoring the 

doctor’s advice when told to stop begging due to life-threatening medical conditions (severe 

adnexitis, diabetes and blood loss) or to prevent worsening of health in general. This was not the 

case for all of the beggars. One participant expressed that he would listen to the doctors: 

“I would go to the doctors, get some medicine, how I’m taught [by the doctor]. But it’s not the 

case for me, at the age of twenty seven. I have gone through many things and did not get a 

serious sickness, no, no! Yes maybe later, but now… I’m not even thinking about sickness!” 

(Male, 27) 

Not caring about health was also seen in refusing hospital admittance or calling for emergency 

services but these will be presented during the Seeking treatment in Sweden subcategory. 

Trust in God’s healing power arose during the interviews. Participants expressed praying to God 

to receive future health and protection but also for more charitable passersby. In one case, a 

participant mentioned being healed by God: 

“I was coughing hard, from this cold and had a runny nose […] I didn’t do anything. I stayed 

like that and God gave me a power that I wasn’t [sick anymore]… I was healed, I had no more 

sickness”  

(Male, 26) 

Furthermore, it was described that the mother of another participant was healed of gangrene by 

the grace of God through the financial help of several churches, neighbours, and begging.   

Seeking treatment in Sweden 

This subcategory presents perceptions of seeking bio-medical treatment through the Swedish 

health system, in some cases after alternative treatments have failed. Additionally it explores the 

barriers experienced in accessing treatment as a beggar in Uppsala. Emergency services seemed 

to be mainly used by the beggars to get healthcare, however there is some ambiguity surrounding 

who gets assistance and under which financial circumstances this happens.  
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A negative experience was described when waiting for the emergency services to respond for 

reported pain in the kidney and ovaries but also an ongoing heart disease in the absence of heart 

medicine and perceived the time waiting for the ambulance as unacceptably long having to wait 

for the ambulance longer than they expected the ambulance to take for 25 minutes before 

deciding to go to the emergency department by their own car.  

“I became very sick here where I sleep. I had kidney and ovary pain and couldn’t handle it 

anymore and asked for the [night-shelter] supervisor to call for the ambulance. The ambulance 

did not come in the end and I waited for one hour for the ambulance [...] until my husband 

became upset and said ‘What is the meaning of this? Twenty five minutes and my wife can’t 

handle it anymore, is the ambulance really not coming? Until the ambulance comes, my wife 

dies, right?’ He was upset and took me in his arms with the help of another boy and carried me 

to our car, because I was too weak to stand and was dragging my feet, helped me get in the car 

and took me to the hospital.”  

(Female, 35) 

The situation however improved at the hospital when a Romanian speaking nurse helped with 

investigations, perfusions and hospital admittance over night but no other treatment was given. 

The nurse recommended them to return to Romania for appropriate medical treatment.  

In some cases the beggars refuse care despite being in pain or having a potentially life 

threatening condition. In one case the ambulance was called for a hypertension and weakness but 

while doctors recommended hospital admittance, this was refused due to the beggar feeling 

confident that her hypertension would calm and left after the palpitations calmed. Later the 

participant declared she was too afraid to stay at the hospital: 

“…when they kept me [first time in hospital] until the morning with perfusions, this thing with 

injections and perfusions is scaring me very much, I get stressed, I’m scared of these. I can’t (…) 

the blood pressure was very high and the [ambulance] doctors were begging me to go to the 

hospital but I said to myself that my husband was gone, they’ll keep me in hospital until the 

morning (…) I was thinking who will bring me back from the hospital (…) to the market and 

back home?” 



25 
 

(Female, 35) 

In another case despite having severe pain in the abdomen and being too weak to stand due to 

adnexitis, the beggar girl chose not to call for emergency services due to unwillingness to lose 

the day of begging but also not to worry her family 

Treatment was sometimes declined by hospital personnel. One participant described having 

difficulties reducing her glycemia  seeking treatment at the hospital to reduce a ‘glycemia of over 

470’, but no medical attention or treatment was offered due to being unable to pay the sum of 

SEK 5,000 for one night at the hospital.  

“Here I’ve been once [to the hospital] and they asked me for five thousand crowns. So, I arrived 

at eleven at night, I had almost four hundred and seventy five glycemia. I had no insulin, no kind 

of insulin, I stayed three days with no insulin here in Sweden. And when I arrived at the hospital 

they were giving me saccharine. I went to emergency and they told me to wait from eleven at 

night until seven in the morning, when a specialist will come, but I have to present [to pay] five 

thousand crowns because I do not have an international [health] insurance” 

(Female, 41) 

She continues by saying that the medical nurse on call refused to take a glycemia test on the spot, 

despite telling and showing him her own glycemia tests, and mentioned that he could only offer 

saccharine instead of any treatment due to hospital rules. The beggar expressed being sorry for 

not calling for the ambulance instead of going to the hospital. However she argued her choice by 

fear of not having someone to pick her up after she was treated.  

Surprisingly, a beggar’s acquaintance was admitted to hospital for a seven day pneumonia 

treatment without having to pay the sum of SEK 7,000 up front, but with an invoice sent home. 

Another beggar heard of a man who was unable to urinate, thinking it was due to sitting in cold 

and was treated at the hospital but was unable to say who covered the treatment costs. 

Sometimes medicines were prescribed by doctors but couldn’t be afforded. A female beggar  

received financial help from the hospital health personnel to buy a SEK 1,700 prescription. Other 

cases were not as fortunate and beggars had to delay treatment while begging to be able to buy 

half a prescription: 
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“Here if they give you a prescription, with what do you buy it? They don’t give it for free. They 

give you one pill or perfusions and in rest they don’t treat you (...) and you’re left with the paper 

in your hand and with the sickness in your butt (...) from what I know she was the only one with a 

prescription. She took her time, made money and bought only half of prescription. It just 

ameliorated her [condition] because it can’t pass with her head.” 

(Female, 53)    

Going to the hospital for check-ups was also difficult for beggars. One beggar described going to 

four different hospitals in Stockholm for a cataract diagnosis due to lack of equipment, or 

competent staff at each of the hospitals. The same person was begging to gather the sum of SEK 

30,000 needed for the cataract operation, a lower price than what he would have had to pay if the 

operation was done in Romania, (EUR 3600
2
). He described being recommended by one of his 

family members to try and get a free cataract operation with an NGO but once he got here he 

found out there was no free treatment. The majority of the beggars thought they would get 

treated in Sweden but were proven wrong: 

“Participant: They’re sick. The people [beggars] are sick, and [it’s] very hard. You’re cold, or 

not, you sit down (…) the majority came sick of the flu from Romania. There has been a very bad 

flu in Romania. And they came here because they had no money to treat themselves. They 

believed they will get healed here and it’s even worse. Yes…” 

(Female, 53) 

 However, reasons to beg in Sweden also included earning money for treatment or management 

of a health condition of a close family member that was left in Romania, such as colon cancer, 

diabetes, gangrene and asthma. A younger female beggar described how her father suffering 

from cancer asked her to support her family financially:  

“Need pushed me to beg because I came here for my father because he is very sick and we have 

no means to make money. (…) I didn’t want to come again this round, but I came for my father 

mainly, because he said ‘Go, go because what can we do home? We have no money!’ So I came 

and I’m some kind of financial pillar of the household. (…) he has colon cancer and two 

                                                           
2
 On the 13

th
 of May 2015, the equivalent of EUR 3600 was SEK 33,556. 
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operations and the doctors said they cannot cut him anymore, I mean operate him. (…) I don’t 

want to lose him!”  

(Female, 22) 

Seeking treatment in Romania 

This subcategory touches upon the choice and intentions of the beggars to return to Romania for 

treatment, by using their own money or donations. 

The data revealed that sometimes participants chose to go to Romania for treatment. Beggars 

described making this decision in case they caught a more serious disease. The serious diseases 

enumerated were catching a contagious disease, like hepatitis from going through garbage cans, 

or from sharing mattresses, sheets and poor sleeping conditions under the bridge, or getting a 

strong pain in the back. Language barriers when going to the doctor in Sweden were also a 

reason to seek treatment home.. A female beggar expressed increased interest in undergoing 

medical tests in Romania as she had several health problems with her heart and other organs: 

“It blew me off, this thing [begging]. It made my health worse (…) with my kidneys, and ovaries 

were affected a lot. Now, when I go to Romania, I will have to get hospitalized, do some tests, 

and treat because I am very, very sick.” 

(Female, 35) 

Another beggar related how one of her friends in Sweden, whom is also begging has received 

Swedish financial help to get some tomogram scans and medical tests in Romania, as she might 

have a brain tumor and treatment in Sweden was not offered.  

Getting treatment in Romania was also presented as a way to deal with emergency health 

conditions when conventional pain treatment (i.e. pain killers) stopped working and condition 

become more complicated. A participant returned to Romania after enduring one month and a 

half of back and abdomen pain and a continuous bleeding caused by adnexitis.  

“With the money from them [passersby], I got hospitalized in Romania, I did some medical 

controls(…) when I arrived there, I had money. I showed them, and I had a very high glycemia of 

up to 300. I got checked in at 12, they forbid me to self administer insulin. They told me ‘five 

hours you don’t administer insulin, you don’t drink water, you don’t eat, nothing, until it falls to 
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160-170.’ You realize how I felt then, and they brought a neurologist, a diabetes doctor, and an 

anesthesiologist… They we’re afraid and they said in ten minutes you are… And I said, Mrs. 

Doctor, no matter how much money, I have, I’ll give you, please don’t let me die. And I gave her 

then, five million [ROL]
3
, five million [ROL] to the neurologist, I said God forbid something 

happens to me, plus the anesthesiologist one million and a half [ROL]. It came around 10-12 

million, so that the doctors don’t let me die, bribes. That’s it!” 

(Female, 41) 

The same beggar described how the Romanian doctors ‘became stupidly surprised’ when they 

heard she was begging, which caused her adnexitis and month and a half bleeding and advised 

her to stop begging if she considered her life was precious to her. A similar advice was given to 

another beggar by doctors from Sweden. However, in both cases the women have returned to 

their begging activities in Uppsala.  

What actually happens? 
This category is built around the current situation of the beggars, in terms of their lifestyle and 

living conditions and interactions with the passersby and how it affects their physical and mental 

health of the beggars. 

Current situation and physical issues 

The current situation of the beggars is comprised on the type of shelter used by the beggars over 

night and influenced primarily by sleeping conditions but also hygiene, diet and security which 

influenced their health. The beggars linked their activity to physical and psychological health 

problems. The following physical health issues as a result of begging: pain in the ovaries, 

swollen eyes, frosted legs and thumbs, inability to urinate from cold, women’s cold, adnexitis, 

bleeding, severe abdomen pain and weakness, stiffened body, rheumatism, spondilosis, 

temperature, burning back, insomnia, full body pain, restlessness, muscular atrophy, and aching 

stomach, pneumonia. Participants described three different types of shelter: the night-shelter, 

sharing a car or sleeping under the bridge.  

                                                           
3
 ROL is the old currency of Romania. ROL Five million=SEK1,048; ROL One million and a half=SEK314 and ROL 

twelve million=SEK2,515.5  
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The sleeping conditions at the night-shelter were described to be ‘pure gold’ even if not on a 

weekly basis, due to the feeling of being secure and comfort of having a warm bed with fresh 

linen. Sleeping in a car was often difficult while in most cases cars reported being full and lacked 

the possibility to keep warm for long periods of time or to stretch. A young beggar described 

how she woke up every morning with dew on her face due to their car having a broken window. 

The least comfortable was sleeping under the bridge, surrounded by litter and sharing mattresses 

and clothes for sleeping. Furthermore, hygiene was also impractical under the bridge:  

“You have nothing else to do, you put blankets on you, stay covered and from this you can get 

sick. You can’t take a bath when you have to, and from this you can catch other kinds of 

diseases, from the trash you can catch diseases, these ones, how you call them, more aggressive. 

From hardship, from not washing, from not taking care ... SILENCE [...] but it’s hard with the 

trash... because you have no place to throw all the clothes, you stay there, people come, leave the 

clothes, leave all kind of pots or whatever, you take them on you, you leave them there. You sleep 

in a different bed, one leaves, another one goes to sleep there and this is why it’s hard because 

one has a kind [of sickness], the other has another kind, and I don’t know, you can catch 

something from these.” 

(Male, 26) 

Difficulties were also met when sleeping in cars and having to use of plastic bottles to pour water 

while washing hair outside the car, or in restaurant toilets:   

“We go to the toilet and wash ourselves. So, only when our [night-shelter] turn comes, then we 

feel good. While waiting for our turn we find a toilet, get washed, take some warm water. It’s 

harder for women [...] because women have to wash more, men are men”  

(Female, 53) 

An older man also mentioned planning his night-shelter week rotation before his doctor 

appointments for cataract evaluation in order to be able to shower before the consultations and 

look presentable.  

Diet seemed to depend on the rotation of the night-shelter. Cooking and sharing food, such as 

soup or roast, in groups while individually contributing with various ingredients was common 
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during the night-shelter rotation. However, outside the night-shelter food option included mainly 

‘dry food’ (i.e. sandwich or meatballs) while food sharing was not mentioned anymore, due to 

the lack of cooking and storing facilities. Beggars mentioned receiving passersby help with fruit, 

such as bananas, oranges or apples. An older beggar described being helped by a student to buy 

food products worth SEK 500 to provide for her family of five, which lasted for more than a 

week. The same participant expressed that often she is confronted with competing demands: 

“The hardest part is when you don’t know what to beg for: for food, for cigarettes or ask for 

money. For me this is the hardest, the hardest thing, believe me if I tell you!” 

(Female, 53) 

Contrarily, sometimes beggars were ashamed to ask for specific food items when being helped 

and refused to go in the shop with the helper due to fear of not appearing as profiting.   

The choice of food depended mainly on the amount of money earned from begging that day, 

when ‘your pocket is helping’, while occasionally having to go without eating for a number of 

days  

“...if you don’t eat one day, two, three, physically, how can I tell you that you can’t afford to eat, 

I know, a [rich] caloric food, you eat what you have, and I know,  a unsupplied body affects you 

in time, no? That’s how it is! Too much food is not good, but no food is not good also 

[LAUGHS] [...] after three days you feel tired, dizzy because of unsupplied body, you don’t feel 

well when you don’t eat. Even if you eat a dry piece of bread, it’s different, so the stomach, 

automatically as you give it a bit of food, it’s the same as the car engine. So, if you have no 

alimentation, you have no petrol and the engine doesn’t start. With no alimentation you can’t 

walk on the street due to hunger.” 

(Male, 46)  

Draft wind was described as the cause of many of the health problems encountered by the 

participants. One of the sources of the draft was wind currents under the bridge: 

“It’s bad because it affects you there, you got swollen there, you wake up in the morning with 

swollen eyes, from the draft, cold, foot frostbite. You go to sleep dressed up and that’s why I say 
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the draft affects you. Of course you get sick if you stay one week, only in cold and outside. It was 

the big snow, half a meter and we were under the bridge.” 

(Male, 27) 

Draft was also felt by begging on the ground despite having blankets, or mattresses leading to 

women having problems with adnexitis but also a man being unable to urinate (presented above). 

Mental health issues 

This subcategory relates to the perceived mental health consequences, the factors leading to such 

negative consequences and interactions between the beggars and passersby and within the group. 

Factors affecting mental health resulting from begging were: feeling undermined, ignored, 

unnatural, insulted, mocked, degraded, finished as a person, vulnerable, powerless, disgusted, 

absent from reality, worn down psychologically, isolated, lonely, low morale, ashamed 

depressed, brought down, fed up, consumed with thought, guilt, humiliated, misunderstood, 

going crazy, and stressed. Their psychological health was perceived to have been affected by 

increased levels of stress due to a range of family problems, material and monetary deprivations, 

unsuccessful begging days and insecure future, feelings of degrading and undermining, but also 

physical and verbal harassment and conflicts from passersby and other beggars.    

A reoccurring topic expressed during most of the interviews was being harassed verbally or 

physically by passersby. Verbal harassment took the form of mockery and swearing while 

physical harassment included being spat on and pushed away. One woman described being 

mocked: while begging for money a passerby showed his shoes to her mimicking that he wants 

them to be cleaned. On a different occasion she was spat on and sworn at by the same man. She 

described complaying to the shop owner, with the help of an interpreter via mobile phone, who 

contacted the police and the harassing man was not seen again.  

Another participant expressed fear due to disturbance, on a regular basis, of a passerby. The 

passerby was considered to be crazy because of the persistent mocking faces he made, and 

showing him the middle finger. The young beggar chose to respond by lifting his crutch and 

threatening to hit the man over the head. Other beggars however did not feel as confident to 

confront harassers:.   
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“So, they speak bad, they give bad looks [MAKES A MEAN FACE], they say ‘Go Romania, Go! 

Maybe other make race hate, I can’t understand. I shut up, don’t say anything, what can I tell 

them, should I argue with the person? I give no attention, I let them curse me and say what they 

want. Sometimes (...) they hit my bag with a crutch and I tell them ‘watch out you’ll break my 

insulin’ (...) they think we don’t understand, but you understand when they say ‘fuck you, fuck 

your mother!’(...) but what can you say to them? I keep my mouth shut. That’s it! I can’t say or 

do anything, I gather my money from the ground, put them in the cup and that’ it!” 

(Female, 41) 

Rather they chose to remain silent and swallow the insults. Often, participants expressed feeling 

powerless against the perpetuators while being afraid that any response would only draw more 

harassment towards them due to language barriers. In one case, a young woman was elbowed by 

an old man passing by for no reason, while she was asking him for money.    

Disturbances also appeared among the beggars in terms of begging territory issues, especially in 

keeping distance from each other. One beggar described:  

“You see, each beggar, you have to leave one hundred meters in his front, a hundred meters in 

his back, you understand? So you don’t disturb others, this is security. A hundred meters, if he 

[normal passerby] passes by, I beg from him, and the passerby becomes upset and does not give 

you, he’s fed up, as we are fed up. This is security, you are not secure here. If you stay at a street 

corner, ‘Go away, because you took my face, or go up higher the road, or go away for good!’ 

And this is the stress from not having space because of others.” 

(Male, 27) 

During the interviews it was described that such conflicts were common between the beggars in 

Uppsala, when begging spots were repeatedly ‘sold’ by beggars to the extent of the front of shop, 

the alleys and the shop assistant. In some cases previous owners came to claim back the spots by 

threatening with notifying the police or violence. However, participants did not want to further 

disclose on the subject due to fear of creating further problems.  

Contrarily, in other cases, which did not relate to the begging spots, beggars seemed to have 

good and close relationships between themselves but this may be dependent on being related to, 
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or coming from the same village or community as the other beggars, as opposed to being alone 

as a beggar in Uppsala.  

“There’s a couple of us left there, under the bridge, seven or eight. If we leave also, Sweden 

becomes free [of beggars] [SMILES] (...) we are getting along well because we were all like 

brothers there. We did not argue or have discussions. We were all related and we did not have 

any problems”  

(Male, 26) 

 Stress seemed to affect most of the beggars. One beggar mentioned becoming very stressed after 

coming to Sweden primarily when: 

“...you see that hundreds and thousands of people pass and [...] I sit down for one hour, sit two, 

sit three, sit four, sit five and when I see that not one person gives me [money], does not help me, 

when I’m down there I start talking by myself and not think anymore [...] about what comes out 

of my mouth, what I talk, I can’t control myself anymore because of stress [...] I scream at 

people, when stress comes in, I don’t think what I say.” 

(Male, 27) 

Stress was declared ‘the killer of us [beggars] all’ as a result of being away from family. A 

young girl expressed stress as being alone while begging but also due to the pressure put on her 

by home problems as she considered herself the financial pillar of her family left in Romania. 

Similarly, another beggar was stressed due to being unsure about sending money home to sustain 

family or spending it on food and insulin in Sweden. Home problems triggered stress, such as 

hearing over the phone of misbehaving children at home. Harassment caused distress while 

constantly being afraid, staying alert for any possible encounter with the passersby. An older 

beggar, with cataract described having a limited vision and suspected every person passing as a 

possible perpetuator.  Daily questioning on what and how to provide food for themselves or their 

family in Uppsala were also causes of stress.  

“...you stay and think: will you have something to eat tomorrow or not? So you think, and you 

consume within,[...] it affects because you don’t know if tomorrow will I have money for a bread 

or not? Instead of sleeping calmly during the night, you think to yourself, will I make money 
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tomorrow?[...] To calm down I pray Our Father in the morning or evening because you think of 

God, because there’s  a God above us, no? And you calm yourself with Him in your mind saying 

Lord, maybe tomorrow I will make something or have something.” 

(Male, 46) 

Specific mental health issues were enumerated by the participants and can be categorized in 

feelings of degrading and psychological problems as consequences of begging. A middle aged 

woman described how she did not imagine that begging conditions could be so harsh 

“I did not think about it and did not realize how it will be here and when I saw this weather and 

this life of begging, you sit there and I don’t know, even a dog isn’t in a situation like we are”  

(Female, 35) 

A younger female beggar disclosed she did not expect to degrade so much to be determined to go 

through trashcans. She also mentioned feeling unnatural to sit and ask for passersby for money. 

Contrarily, a young male beggar described feeling that he got so used to begging that he feels 

begging is what he was meant to do from the beginning. An older woman considered herself 

finished while begging on the streets.  An older beggar felt guilty when receiving money: 

“...when a child comes and his mother gives him a crown, or two, or five or how much she gives 

him. He comes and puts them in my hand, in that cup there. You know how? I feel so humiliated 

because he could get something sweet for himself, no? [SILENCE, starts crying, SIGHS] This is 

it, what can we do? We have to, have to... how should I tell you? [Wipes eyes] have to endure 

and go further because troubles push you every day.” 

(Male, 46) 

 He continued by saying that he felt dehumanized and like garbage, due to begging for the first 

time in his life but also of being harassed by passersby. A middle aged woman continued by 

saying that she feels disgusted and tortured by having to beg.  Beggars also felt insulted by some 

of the views of the passersby or even by being ignored, especially by the younger generation.  

In terms of psychological problems, a young female beggar expressed feeling absent from reality 

and with a low morale while watching hundreds of people passing by without being given any 
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attention. Another beggar described how she started feeling depressed and walking without 

reason or destination while thinking about tomorrow. Such thoughts seemed to consume other 

beggars with different ways of coping with them, either by talking to self, screaming at 

passersby, or by accepting the situation and becoming powerless to memories. 

“How should I calm myself? You seek to forget, not to, not to take it in account. But how can I 

tell you this? The memory of a man, you can’t wipe it with the sponge, as in school, the white 

chalk from the blackboard. So you stay and think about it and consume yourself within!” 

(Male, 46) 

One beggar described that going for a walk helps to calm down in such a situation but it is not 

indicated to rise too many times from the begging spot because passersby may think she is 

smoking or drinking. 

Some of the participants expressed feeling happy but only on seldom occasions and for a very 

short period of time when:         

“...well, asking each person that passes by: give me, give me! At one point your head hurts, your 

eyes hurt, your soul... stressful waiting because you say to yourself that something will eventually 

fall, someone will think about giving something to you. And when you see that they put the crown 

[in your cup] you’re happy. But then you look at the cup and it’s like, I don’t know, to wait for 

mercy for a crown...”  

(Female, 53) 

Knowledge on health 
This category is built upon the beggars’ current knowledge and perceptions on health but also 

their reflections on the future health consequences of begging.  

Existing knowledge on health 

Knowledge on health combines the understandings of what health means for the beggars and 

what are the perceived future consequences of begging on their health as individuals but is also 

impacted by the knowledge shared with peers in the form of advice on how to deal with certain 

health issues.  
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Some beggars argued that they had good health before coming to Sweden, while others disclosed 

having pre-existing health problems, such as type 2 diabetes, heart and kidney problems, cataract 

or cold sensibility. Their pre-existing conditions have worsened in some cases (e.g. the case of 

woman being hospitalized due to heart problems) or became better managed, (e.g. being able to 

buy insulin and food).  Other beggars mentioned having health problems only after starting 

begging. The perception that health problems have gotten worse or started after arrival to 

Sweden was prominently expressed among participants.   

“I was somewhat healthy, not so cold, occasionally problems with my abdomen, but not so big. 

After I came here it aggravated even more. I used to have small abdomen pains, but not always. 

And they aggravated to the point where I couldn’t handle them, I don’t know, I felt like I was on 

the verge of dying. I was saying to myself: ‘That’s it, I’m dying, I can’t handle it anymore!” 

(Female, 22) 

Health maintenance was described as difficult to achieve due to the lack of money to sustain it, 

especially in keeping a diet rich in fruit and vegetables and going for regular check-ups with a 

doctor, but also in being unable to acquire the prescribed medicine. Knowledge on how to keep 

health was missing due to not having the opportunity to learn about it during school, as education 

was interrupted early, in some cases.  

“Sincerely, I don’t really know how to maintain myself healthy, because I have never been rich 

to have money. No one really taught us how and what to do to maintain our health. In one way, 

you would have given your best to maintain your health but if you don’t have the possibility, you 

leave yourself to be, because you don’t have the means, you don’t have the means to survive” 

(Female, 35) 

Health was also conditioned and subsequently de-prioritized in favor of being able to sustain 

their family and have a shelter for some, and a stable working place for others, in order to be able 

to sustain health.  

“I don’t really maintain myself healthy (…)I like to maintain health but I’m thinking of other 

situations, other problems. I think about my kids, home, I don’t think how to maintain myself, but 

how to maintain my family home, if I make a decent living, then I think I can also live [healthy], 
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to have a little home, a little room, for me to sleep with my children. Then, I would maintain 

myself (…). To maintain myself here I would have to not think about my family back home, you 

understand?” 

(Male, 27) 

This opinion was also shared and continued by other individuals as being able to sustain healthy 

activities, such as keeping fitness by running like most of the Swedes do, or by having a roof 

above their head and financial security through a stable job. Conversely, illness was perceived as 

not being able to go back home on the same feet the beggar came in Sweden, or by being 

immobilized to their bed due while being unable to move due losing the lower limbs. Other 

beggars mentioned that staying poorly dressed outside in the cold, under the bridge, is a sure way 

to stay unhealthy and become sick. 

“So [as a beggar] good times, or bad times, I struggle, and stay and I’m content with what God 

gives me and I have nothing to worry about. I leave on my feet, I come on my feet! That’s why I 

said, health is the most important for a man. If a man is sick, it’s very bad, he has very big stress. 

So, I was talking about going on my feet, I wonder if when I come back, am I really coming back 

[alive and healthy]?” 

(Female, 41)  

Knowledge on health was also reflected in peers' advice from peers. Beggars also asked for 

advice from their peers on diagnosing different health issues encountered and how to proceed. 

For example, one woman described to her female peers an abnormal bleeding with blood cloths 

and foul smell for one month and a half and was convinced by their panicked reaction that her 

condition is not normal and that she should immediately go to Romania to get treated. Another 

woman reported having pain in her neck:  

“My back hurts, it’s burning and it’s terrorizing me. I have spondilosis one hundred from one 

hundred [100%]. I haven’t been to the medic but I have stayed on my feet, on my knees, you stay 

like a robot (…) I talked with persons who are sick of this and explained what it hurts, it burns 

my [POINTS THE BACK OF THE NECK], and they said yes, it’s spondilosis. And I could not 
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afford going to the doctor ‘cause my back is hurting, my head is aching, and hurting, and 

burning. If I rub it a bit, there you go, it ameliorates”  

(Female, 53) 

Future consequences of begging 

This subcategory refers to expecting future long-term health consequences of begging and the 

fears associated.  

A young woman expressed fear of having reproductive issues due to aggravating cold related to 

adnexitis and considered that this is common knowledge among the beggars that it could affect 

women’s ability to have children. This was confirmed by other female beggars that 

acknowledged that sitting in the cold can be devastating for a woman. An older man remarked 

that the effects of begging in the freezing cold will be felt in the form of rheumatism, not 

immediately, but in the following years.  A younger beggar remarked that health problems take 

you by surprise when:  

“Sorrow pushes us to even more, to torture ourselves [begging], how God gives us to do 

something. You know from the sorrow we have you don’t think anymore about sickness, you 

don’t think anymore about health, you don’t think about nothing. You say you do your job, but 

look that at one point, when all of them gather: a back pain, a spine pain, a kidney pain or 

whatever hurts us, when all these gather they put a lid on us [the last nail in the coffin]. A lid on 

us, or how should I say knife juice or priest juice [Smiles] [...] meaning either operation, or you 

go to God in Heaven [Smiles]”  

(Male, 27) 

Similarly, another woman concluded that, due to the harsh conditions endured, all the money 

earned through begging in Sweden will be paid back in blood, referring to worsening of health in 

the years to come.  

“It’s very hard to sit so many hours in cold, rain or how it is, you have to sit to ear some money. 

On one side it’s good that you can survive, you have something to eat but this money you pay 

them in blood. This money you begged here is paid with blood. Only God and we know how we 

sit, what we endure and how much stress”          (Female, 41) 
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 A young girl described her fear of catching hepatitis from going through trashcans on a daily-

basis looking for plastic bottles and soda cans for recycling. Fear of other contagious diseases 

was also expressed by another young man living under the bridge where mattresses are shared 

for sleeping without any bedding, and surrounded by leftover litters. Furthermore, he described 

that beggars sleeping under the bridge overnight were afraid of amputations, as a result of 

frostbit limbs and never took shoes or clothes off to prevent it. Fear of self administering insulin 

was mentioned when:  

“When I have hypoglicemia, I’m hungry and sweaty. Then I need chocolate and I have an 

indescribable hunger.I have to eat at least half a chocolate and half a baguette. Meanwhile, it 

grows. And it grew that it became 517. You realize at 517 you have to go to the hospital, not to 

administer my own insulin, you have to be put in perfusion and they have to decrease it. Because 

if I start administering a higher dose, I won’t feel it and I go back to hypoglycaemia. I panic, but 

this is glycaemia, this is diabetes. So when I have 500, I have to administer over 40, so half of 

insulin, but I can’t afford, I can’t. I’m afraid, not that I can’t afford, I’m afraid alone. And I do a 

smaller quantity, twenty, twenty five millilitres. Yes, it’s very dangerous.”                               

              (Female, 41) 

Discussion 

Summary of findings 
Management mechanisms comprised of four strategies: home medicine, alternative methods, 

seeking treatment in Sweden or returning to Romania. There are different benefits and risks 

associated to these management mechanisms which influenced the beggars’ overall health. 

Health maintenance was associated with wealth thus influencing their ability to sustain it and 

their knowledge and perceptions around health. 

Peer support was influential in determining action taken towards health maintenance while 

acknowledging consequences of begging did not change their economical activity due to lack of 

options. Inadequate living conditions influenced the beggar’s ability to maintain healthy lifestyle. 

Begging resulted in feelings of being undermined and stressed accompanying reported incidents 

of harassment and verbal abuse that contributing to their feelings of shame and helplessness.  
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Discussion of findings 
I have found the socioecological model (SEM), described by McLeroy (38) useful for the 

discussion of my findings. It was chosen because it describes that health consequences of 

begging and the beggar’s strategies to cope with them and maintain health are not only 

determined by the individual. These are spread out and influenced by the levels the individual is 

directly in contact with, such as the social network, community, institutions, and indirectly 

influenced by the laws and regulations of society. The levels of the SEM and their impact on the 

health of the beggars and their strategies will be presented in the following section.  

It was seen that the beggars have come to Sweden seeking to improve their financial condition 

while recognizing that there are no other options left for them to survive than to beg. In some 

cases, they have continued to beg despite experiencing physical and psychological consequences 

from begging. Their determination has been extreme, to the extent of not listening to the advices 

of the doctors to stop begging to prevent their lives to be put in danger. This raises the question 

whether these individuals are making the choice to beg themselves, or is this choice already 

made for them? By this it could be understood that persons from marginalized communities are 

obligated to recur to begging due to the lack of possibilities to get hired or access to health 

services both in Romania and Sweden.  Therefore, their health maintenance strategies of the 

beggars are the result of the individual trying to cope through all the means possible by 

interacting with their social network, community and institution, to survive in a society level that 

is harsh to them.  

Societal and Institutional level 

At the societal level, it was seen that beggars have chosen to come to Sweden, aided by lack of 

policies against begging, contrarily to other Scandinavian countries, such as Norway and 

Denmark that have tried to get rid of them. It is also known that beggars have been attracted by 

Sweden due to the possibility of earning a significantly increased income through begging, 

EUR650 compared to around EUR200(14). Thus, the beggars are given the opportunity to 

knowingly put their health at risk in exchange of financial security, while there are no services or 

opportunities available for them to get a job, and begging is the only option left for them. All of 

the beggars expressed interest and willingness to work if any jobs were available but they have 

not been offered any. While no jobs were available, some of the Uppsala beggars became so 

accustomed by their means of getting by every day that they considered themselves born to beg 
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for a living. This belief was similar to Tanzanian beggars whom, some of them have begged for 

most of their life and considered begging as a normal working place, as any other jobs for 

economic activity(36). To support their choice of workplace the beggars have declared that 

begging is a better alternative than stealing to the extent of starving themselves. This ideology 

was similar to Scottish beggars who considered that begging, as opposed to stealing, is approved 

by the law and a more honest income producing activity (3). 

Some of the beggars have been in Sweden for extended periods of time, often above 3 months 

and while having no workplace to support themselves, or any type of travel insurance, which 

gives them a status of undocumented citizens as they have no residence permit or right of 

residence (32). However, as undocumented citizens they must have similar access to asylum 

seekers to care that cannot be postponed with healthcare charges: for asylum seekers and 

undocumented migrants are SEK 50 for medical care and SEK 25 other medical treatment, free 

of charge preventive child and maternal health and obstetric care, SEK 40 for medical trips and 

SEK 50 for prescription written medicines(35). However, according to the findings, it seems that 

there are some cases when the above mentioned prices are not taken into consideration. The most 

striking case was when the type 2 diabetic beggar was denied help from the hospital to reduce 

her glycemia of 470 for inability to pay SEK5,000 due to lack of international insurance. 

Similarly, other beggars had to pay full fees for pneumonia treatment worth SEK 7,000 or delay 

treatment and continue begging to acquire only half of prescription. In such cases one could 

assume that there are miscommunications between the societal and institutional level, 

represented by the hospital, in terms of policies around payment for healthcare for undocumented 

citizens. Another assumption may be that the policy around treatment which cannot be postponed 

or undocumented citizens is not clear enough, and it may not include the beggars. However, it is 

unclear why other emergency situations have been treated without the need to pay, such as 

elevated blood pressure. Nevertheless, this ambiguity at the institutional and societal level is 

reflected on the health of the beggars, at the individual level, whom don’t have many options left 

but rely on the recommendations of their peers, painkillers brought from home or leaving to get 

treatment in Romania. 
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Community level 

The beggars’ interactions with the community level of Uppsala reflected on both their physical 

and psychological health. The beggars expressed receiving financial help and occasionally food 

or fruit supplies for the whole family, and seldom medicine (i.e. insulin or expensive 

prescription).  In Washington D.C., the relationships with passersby helping beggars on a regular 

basis were important, as in these seldom moments they felt treated with respect and 

familiarity(2). In London such interactions were also important, as they allow the beggars to 

claim the status of local residents within the community and can be health enhancing through 

reducing the stigma and marginalization(27). However, these moments were rare for the 

Romanian beggars. As migrant beggars they were disadvantaged by not speaking the local 

language, thus limiting relationships to an exchange of smiles, hugs or non-verbal 

encouragements. Sometimes, beggars manage their identities and outward appearances to 

maintain their relationships with the givers(2). While, managing their identities was not seen in 

the population from Uppsala, some of the participants tried to control their emotions and actions 

in order to not appear too desperate, deciding to keep silent while begging as opposed to active 

begging, or appear as an alcoholic, when they are having too many back stretching breaks. 

Nevertheless, despite their efforts to become included the common result was that the beggars 

were ignored by the hundreds of passersby and surprisingly accompanied by verbal and physical 

harassment, resulted in the beggars feeling out of place due to distrust and disrespect, as well as 

stigma and stress. These consequences were also felt by marginalized minorities in North West 

England, from disadvantaged regions that were perceived as dissonantly different from the 

majority of the population leading to distrust and stigma(44). Surprisingly, the community level 

in Uppsala had also negative impact on the psychological health of the beggars through physical 

and verbal harassment, humiliation and insults. All the beggars discussed about abuse from 

passersby to a certain extent and felt undermined and dehumanized. American beggars have been 

treated as “pieces of garbage” and have experienced humiliating actions, such as spitting or 

physical assaulting(2). In extreme cases, homeless people in London have been set on fire by 

shop owners due to sleeping in shop’s doorway(27). Responses to such treatment were mainly 

keeping silent, through managing emotion and reactions and powerlessly waiting for the abuser 

to stop. Similarly, American beggars refused to display verbal or physical aggression as a 

response, even when justified, to avoid further retaliation of the conflicts or any problems with 
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the police forces(2). However, some of the beggars decided to appeal to shop-owners for help or 

threaten the passerby back, but while most of Uppsala’s beggars are seen at the entrance  of food 

shops or on busy streets it is surprising how no one, civilians, shop assistants or police officers, 

seem to intervene to their help when they are abused.    

Uppsala’s beggars described obtaining food as difficult and sometimes had to go without eating, 

while occasionally food was provided by passersby. Homeless people and the beggars found 

food accessible, but seldom sufficient in central areas from restaurants or charity drop-in 

centers(22,24,36). However, food poisoning was described as common due to violence against 

beggars (2) or limited access to basic storage facilities, such as fridges(24). Food poisoning was 

not experienced by the beggars from Uppsala, since they had access to storing facilities at the 

shelter but also reported eating ‘dry food’ (i.e. mainly bread, ham and cheese). Food portions, 

quantity and variety were limited to the amount of money earned in one day, while also receiving 

fruits from passersby. Other food sources for Tanzanian beggars were restaurants and hotels in 

exchange for washing dishes, or cleaning but also from garbage bins and dump sites (36). 

Uppsala’s beggars did not work for food, but rather looked for plastic bottles and soda cans in 

garbage bins for monetary exchange while food was not obtained from such sources. 

Social network level 

Insecurity and fear from passersby was felt during the day while begging on the streets, but also 

during the night when sleeping in parked cars. Having to always be alert and conscious of any 

unfamiliar sounds, while sleeping, has been described as extremely stressful and has led to 

inability to get rest and insomnia, similar to Canadian and British beggars(22,27). Sleeping 

outside has been associated with a stress of vigilance and constant effort to be prepared to defend 

oneself and cope with hardship shown by sleeping on and not in the sleeping bag, for 

example(27). Similarly, sleeping in night-shelters was also identified as lacking security 

measures: sleeping in the same room with unfamiliar persons and inability to lock the door, thus 

becoming also a cause of distress (22). Contrarily, in Uppsala, the shelter was seen as a blessing 

and inspiring happiness in the lives of the beggars. Furthermore, sleeping under the bridge or in 

cars hasn’t been threatened by violence and conflicts due to friendship and family ties between 

the beggars in Uppsala, which was found to be associated with positive health outcomes(44). 

Such ties were important during emergency situations, such as being taken to the hospital, but 
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also as health counselors for their peers. Shared activities, such as begging and sleeping together 

facilitate a sense of shared purpose, reciprocity and friendship leading to social support from 

peers(45), but also constitute a strategy to maintain one’s dignity as a human being through 

interaction within the begging community(46). The social network can also negatively affect the 

health of the individual as the individual decides to start begging, despite knowing the health 

effects through their experience, to support a sick family member at home, thus becoming sick 

themselves. This has not been seen in other homeless or panhandler studies, where the 

individuals become homeless in extreme cases, such as losing their job or family. Thus, the 

rhetorical question can be raised whether begging is a choice or an obligation?    

Individual level 

Most Scottish homeless beggars were active drug users and disclosed having difficulties with 

substance abuse, such as heroin and alcohol (3). Contrarily, Uppsala’s beggars mentioned using 

only type of substance: smoking cigarettes, as a response to stress but also as a relief from it, 

caused by not earning enough money for the day. Other types of substances were not mentioned 

but no questions were specifically addressed on this topic. One could assume that this is because 

of lack of money to acquire such substances or unwillingness to disclose such information. 

Beggars in Uppsala often reflected on their current state. They described feeling that a dog had 

better conditions than themselves and were even disgusted of their own actions and feeling 

undermined. Homeless people in London felt similar, while considering themselves as 

dehumanized and becoming reduced to an abandoned physical object on the street, due to stress 

and stigma associated with homelessness (27). This was also reflected in some of the beggars in 

Uppsala that sometimes felt invisible to the thousands of people passing them every day without 

any attention.  

Knowledge on health was reflected well within the individual level when the beggars associated 

health maintenance with different aspects of a lifestyle secured by job or wealth that could 

provide shelter and food but also allow for health maintenance behaviours, such as physical 

activity. Some of the Uppsala’s beggars considered that they did not expect to have any problems 

with health due to their young age, while other did not consider begging to be so hard, while 

admitting that they have experienced effects of the harsh weather, and their health has decreased. 

This was similar with homeless in London, that reflected on how homelessness have taken them 
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by surprise with their health by rotting their teeth, aching their backs or ageing them (27). 

Uppsala’s beggars believed that begging has negatively affected their overall health, worsened 

their pre-existing conditions and that it will have negative future consequences. Their physical 

health problems were similar to those identified in other studies investigating the health status of 

the homeless or beggars (26,27,47,48). Factors affecting the mental health and harassment of 

Uppsala’s beggars were similar to their British (27), American (2), and Canadian (22) 

counterparts. One could only assume that other health problems might be affecting them as 

individuals but they may be unaware of these hidden health conditions due irregular health 

checkups.  

Methodological Discussion 
Trustworthiness of qualitative research is measured by considering credibility, confirmability, 

dependability, and transferability (49). 

Credibility 

Credibility deals with the similarity between the findings and reality and is one of the most 

important factors when considering trustworthiness (49). Manifest QCA(42) was chosen for the 

analysis of the data, due to its simplicity but also due to the knowledge gap in the health of the 

Romanian beggars in Europe and their strategies to maintain it. Thus, the results reflect what the 

beggars described, close to the text, and not the symbolic interpretations of what they could have 

meant, characteristic of latent QCA. Furthermore, the student researcher has had extended 

previous experience in Romania with similar, marginalized populations, but also developed early 

familiarity with the culture of beggars in Uppsala through his extended contact within the 

workplace and outside, allowing for establishment of trusting relationships with the possible 

interviewees. Credibility might have been affected by not using a random sampling for the 

informants, thus implying selection bias, but considering previous experience, such marginalized 

population may refrain from disclosing to someone they have not build rapport with. Each of the 

interviews ended with a debriefing session, when the student researcher, recapped the topics 

chosen and gave the opportunity for the interviewee to confirm or correct what has been 

understood by the interviewer. 
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Confirmability 

Confirmability relates to the objectivity of the findings regarding the source of the findings as a 

direct result of the informants, rather than the interpretation of the researcher(49). My previous 

experiences of working with marginalized communities in Romania may have influenced the 

interpretation of the results according to my pre-understandings on the living conditions of this 

group and how it may affect their health. One way of ensuring the results were representative 

were the choice of manifest QCA(42) to reflect the experiences of the participants as similar to 

the original data. 

Dependability 

Dependability refers to the possibility of future researchers to repeat the study, although not 

necessarily gaining the same results due to the nature of qualitative research(49). This was 

ensured by using semi-structured interview formats, based on the same interview guide with 

minor adaptations in some cases, without changing the meaning of the questions. The use of 

manifest QCA(42) was easy to follow due to the detailed description of the process involved, 

which would simplify the repetition of the same process by other researchers. Nevertheless, one 

should take into consideration that differences in pre-understandings and experiences of the 

researchers might lead to different results or interpretation due to the nature of qualitative 

research(49).  

Transferability 

Transferability is dependent on the similarity of participants and local contexts(49). The results 

from this thesis might be transferable to other geographical locations in Sweden, considering that 

most of the begging population in Sweden is perceived to be of Romanian nationality. It could be 

assumed that other minority beggar groups in Sweden, such as of Bulgarian nationality, might 

experience the same health consequences and have similar strategies, due to similar cultures of 

Eastern European countries. 

Strengths and limitations  
The main strength of this thesis is that, to the author’s knowledge, this thesis is the first study in 

Sweden to focus on the perspective of individuals on the perceived health consequences of 

begging and their struggle to maintain health, while no one has taken into consideration the 

perspective of the Romanian beggars in the European Union, so far. Furthermore, sharing the 

same nationality and minority status in Sweden has given the possibility to the student researcher 
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to build better rapport with the participants, meaning the data was not required to lose valuable 

content through translation, which strengthened the quality of the study. A researcher of a 

different nationality might have been given different or limited answers by the participants in the 

hope that they might be helped directly.  

Using non-academic sources, such as newspapers and informal discussions can be considered as 

the greatest limitation for this study. However, this decision was made due to the lack of 

existence or availability of academic resources, creating the knowledge gap on the size of the 

Romanian migrant begging phenomenon in the EU and their healthcare access rights in Sweden.    

Another limitation could be exclusive recruitment of participants the researcher has had previous 

contact with at the organization where he worked, and meeting the inclusion criteria. This might 

have limited the variety of the experiences of participants, and thus influencing the results. 

However, this was necessary due to the perceived lack of trust from the possible interviewees 

making difficult the disclosure of such information.    

Conclusion 
This thesis has shown that the Romanian beggars in Uppsala have perceived their health status to 

be affected through their activity. The health consequences seen were both physical, in terms of 

developing new illnesses and conditions, but also in aggravating previous health conditions, and 

mental through the degrading and marginalizing effects of begging, but also harassment from the 

passersby. It was observed that access to healthcare in Sweden is limited and expensive, thus 

determining the beggars to develop alternative strategies for health management or to return to 

Romania for treatment. Health knowledge was found among the beggar in their perceptions of 

how begging affects them but also through contemplating on future health consequences. 

Furthermore, it can be concluded that the health status was found to be negatively or positively 

affected through complex interactions between the individual and the levels surrounding social 

network, community of Uppsala, institutions and society.      

Recommendations  
There are still lots to be learned about the health consequences of begging. Future research could 

be done in this direction by taking a focused ethnography approach to better understand their 

health problems, strategies to maintain it and relationships within and without the group. 
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Some female participants felt ashamed to disclose information about certain health conditions 

specific to women. It might be useful to use female interviewers in order to explore broader 

health conditions experienced by female beggars. 

The political and health authorities should take into consideration disseminating clear 

information about the healthcare access rights and costs for undocumented citizens, in particular 

the Romanian and Bulgarian beggars, to the hospitals but also to the groups of beggars, to avoid 

the further aggravation of the health status and morbidity. Information should be clear on the 

circumstances when the beggars have the right to be treated.  

Interventions focusing on the beggars in Sweden, such as day and night-shelters, are focusing on 

the ‘tip of the iceberg’ by solving short-term problems of this group (shelter and food). However, 

this may only increase the number of beggars in Sweden. Interventions should be done at the 

grass root of the problem, the communities where these groups are coming from, by cooperating 

with Romanian NGOs and authorities to create sustainable jobs, thus reducing the number of 

migrant beggars in the long-term.     
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Annex 

Interview guide 

Equipment: Tape recorders, paper, pencils, information sheets and consent forms 

Before the interview: The participants will be informed about the study, procedures  and topics 

of the interview, the recording of the interviews but also confidentiality, anonymity and privacy, 

volunteer participation and right to withdraw at any time. Written consent will be taken also. 

Prior to commencing the interview, there will be a social opening aimed at making the 

participant feel comfortable and at ease. This will be done specifically in light of the topic 

potentially being sensitive. In addition the following demographic and personal information will 

be collect from the participant. The topics included will be of demographic and personal 

information, which will be used in the results to describe the general characteristics of the 

participants like the following:  

 How old are you?  

 What is your level of education?  

 Where do you live (city or countryside
4
)? 

Introduction:  

“My full name is Filip Daniel Gaga, and I am a student of International Health here, in Uppsala. 

I know that life on the streets is not easy and that it could have consequences on the health of 

people begging on the streets. I want to understand from your point view how in your 

experience, begging might have an influence on your health.”  

The interview will begin with an ice breaker question:  

 How long have you been here? 

The interview will follow the guide but will also be open to follow any topical trajectories that 

the conversation will stray from the guide when appropriate, thus being flexible. Probing 

                                                           
4
 City or country-side terms have been used since urban or rural might not recognized concepts among the 

beggars. The use of the words city or country side should be more cultural appropriate 
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questions will be used when needed.  Other questions might arise, depending on the course of the 

interview. The interview guide contains the topics and questions as follows: 

Health prior coming to Sweden 

 Tell me about your health before you came to Sweden? 

Health while begging in Sweden 

 How would you describe your health now?  

 OR How would you say begging has affected your health?  

 OR What health problems have you experienced since coming here to beg?  

 In what ways has your health changed since you came here? Tell me more...  

Strategies to maintain or gain health 

 How do you keep yourself healthy? 

 What do you do when you’re sick or not healthy?  

Probing questions/techniques 

 Could you elaborate more on …? 

 What exactly do you mean by…?  

 How did … make you feel? 

 Can you give me an example of …? 

 Can you be more specific?  

 Anything else? 

Before the end of the interview, the interviewer will resume the course of interview (debriefing) 

to give the interviewee a chance to hear if there are any things they would like to add by 
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addressing them the questions stated below. This might give the opportunity to re-launch the 

interview:  

 ‘Do you have anything else to add?’ OR ‘Do you have anything more you want to bring 

up, or ask about?’ 

 

Consent form 
Title of the study:   

“The Romanian beggars: A qualitative study of their perceived health status before and during 

their period of begging on the streets of Uppsala, Sweden”  

Researcher: Filip Daniel Gaga, student, Master in International Health at Department of 

Women’s and Children’s Health, Uppsala University, Uppsala, Sweden 

DESCRIPTION: You are invited to participate in a research study on the perceptions of health 

and strategies for handling health problems among the Romanian beggars in Uppsala. The 

information will be used for a master thesis from Uppsala University, Sweden. With the use of 

information collected in this study, we hope to highlight and raise awareness about the 

experiences of begging and health among the Romanian beggars community in Uppsala, 

Sweden. 

PROCEDURES: If you decide to participate I would like to conduct an interview with you.  You 

have been selected for this study because you are a self declared Romanian and are currently 

staying in Uppsala and begging. The interview will be done in a place where you feel 

comfortable and take approximately one hour. No one except you and the researcher will be 

present. The interview will be audio recorded in order to be transcribed and analysed by the 

researcher at later phases of this study. The data from the research will only be used for study 

purposes at the Uppsala University.  

RISKS AND BENEFITS: We hope that the information from this research will be influential in 

raising awareness about experiences of health and begging among the Roma community in 
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Uppsala, Sweden. If you do find any of the issues discussed upsetting, the student researcher can 

refer you to a third party organization for assistance. 

COMPENSATION: There is no compensation for participation in this study. 

PARTICIPANT’S RIGHTS: Your participation in this study is voluntary and you have the right 

to withdraw at any point without stating the reason. Your decision whether or not to participate 

in this study will not affect any of the services that you currently access. You are not obliged to 

answer any questions which make you feel uncomfortable. Your identity will not be disclosed in 

any report resulting from the study. All names will be substituted with other names in the Master 

thesis. Results from this study may be published in a scientific journal.  

CONTACT INFORMATION: If you have any questions, concerns or complaints about this 

research study, its procedures, or risks and benefits, you should contact me at the following 

number_____________________ 

 

Name/Date      Signature 

 

I have been invited to participate in a research about perceptions of health and strategies for 

handling health problems among the Romanian beggars in Uppsala. 

I have read the information sheet or it has been read to me. I have had the opportunity to ask 

about the research and its procedure and my questions have been answered to my satisfaction. I 

consent voluntary to participate in this study. 

Name of Participant___________________ 

Signature of Participants___________________ 

Date___________________ day/month/year 


